
The Harris Center for Mental Health and IDD 
9401 Southwest Freeway Houston, TX 77074 

Board Room #109

Live View:https://theharriscentertx.new.swagit.com/views/834/

Audit Committee Meeting
October 20, 2026 

8:30 am
I. DECLARATION OF QUORUM

II. PUBLIC COMMENTS
III. MINUTES

A. Minutes of the Board of Trustees Audit Committee Meeting Held on
Tuesday, July 21, 2026
(EXHIBIT A-1 )

IV. REVIEW AND COMMENT
A. FY 2026 Q4 Internal Audit Power Point

(EHIBIT A-2 David Fojtik)

B. FY 2026 Quarter 4 Audit Reports Compliance Department
(EXHIBIT A-3 Bijul Enaohwo)

V. EXECUTIVE SESSION

* As authorized by Chapter §551.071 of the Texas Government
Code, the Board of Trustees reserves the right to adjourn into
Executive Session at any time during the course of this meeting to
seek legal advice from its attorney about any matters listed on the
agenda.

VI. RECONVENE INTO OPEN SESSION
VII. CONSIDER AND TAKE ACTION AS A RESULT OF THE EXECUTIVE

SESSION
VIII. INFORMATION ONLY

A. FY 2026 -Follow up Late Grant Billing Review
(EXHIBIT A-4 )

B. Annual Report on FY2026 Internal Audit Activities
(EXHIBIT A-5 )

C. Compliance Department 4th Qtr Binder
(EXHIBIT A-6 )

IX. ADJOURN

________________________________________
Veronica Franco, Board Liaison
Jim Lykes
Chairperson, Audit Committee
The Harris Center for Mental Health and IDD

https://theharriscentertx.new.swagit.com/views/834/
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BOARD OF TRUSTEES 

THE HARRIS CENTER for 

MENTAL HEALTH AND IDD 
AUDIT COMMITTEE MEETING 

TUESDAY, JULY 21, 2026 

MINUTES 
 

 

Dr. R. Gearing, Board Chair, called the meeting to order at 8:31 a.m. in Room 109, 9401 Southwest 

Freeway, noting a quorum of the Committee was present.   
 

Committee Members in Attendance:  Dr. K. Bacon, Dr. R. Gearing , Dr. J. Lankford, G. Womack 

      

Committee Member in Absence: J. Lykes  

 

Other Board Member Present:   

 

I. DECLARATION OF QUORUM 

 Dr. Gearing called the meeting to order at 8:31 a.m. noting that a quorum was present. 

 

II. DESIGNATION OF BOARD MEMBERS AS VOTING COMMITTEE MEMBERS 

  

III. PUBLIC COMMENTS 

  There were no requests for Public Comment. 

 

IV. MINUTES  

 Approval of Minutes of the Board of Trustees Audit Committee Meeting Held on Tuesday,  

 April 21, 2026.     

    

   MOTION: WOMACK SECOND: LANKFORD 

 

THEREFORE, BE IT RESOLVED that the Minutes of the Board of Trustees Audit Committee 

Meeting Held on Tuesday, April 21, 2026 as presented under Exhibit A-1, is approved, and 

recommended to the Full Board for acceptance. 

 

V. REVIEW AND COMMENT 

 

A. FY26 Third Quarter Compliance Audit Activities- Demetria Luckett presented the FY26 Third 

Quarter Compliance Audit Activities to the Audit Committee. 

B. Compliance Department FY 2027 Work Plan-Compliance Department presented the FY 2027 

Work Plan to the Audit Committee. 

C. FY 2027 Tentative Audit Schedule-Demetria Luckett presented the FY 2027 Tentative Audit 

Schedule to the Audit Committee. 
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VI. EXECUTIVE SESSION 

  No executive session 

VII. RECONVENE INTO OPEN SESSION 

 

VIII. CONSIDER AND TAKE ACTION AS A RESULT OF THE EXECUTIVE SESSION- 

 

IX. ADJOURN-    

 

          MOTION:  LANKFORD  SECOND: WOMACK 

          With unanimous affirmative vote 

          BE IT RESOLVED The meeting was adjourned at 9:11 a.m.  

 

 
 

                  ____________________________________ 

Veronica Franco, Board Liaison  

J. Lykes, Chairperson,  

Audit Committee 

The HARRIS CENTER for 

Mental Health and IDD 
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David W. Fojtik, CPA, MBA, CIA, CFE

FY2026 Q4 Audits
Internal Audit Department

October 20, 2026
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FY2026 Q4 Audit Reports

Agenda:

1) FY 2026 Project Presentation
Ø Follow-Up Review: Late Grant Contract Billing

2) FY 2026 Year-End Analysis
Ø Year-End Internal Audit Report
Ø Summary Review of FY 2026 Audit Projects

* The proposed FY 2027 Internal Audit Plan and FY 2027 Internal Audit Charter will be presented for Review 
and Approval at October’s Full Board Meeting. 

-
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FY2026 Q4 Audit Reports

Follow-up Review: Late Grant Contract Billing

Observation #1 – 
As a follow-up in relation to the timely grant billing process at the Harris Center, 22 Federal and State grant 
contracts were reviewed for late submission from August 2025 – May 2026.   We found no billings were 
submitted late during this time period. 

Observation #2 – 
Internal Audit also tracked 21 Harris County and Local grant contracts for late submission for the period 
August 2025 – May 2026. We found no billings were submitted late during this time period
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FY2026 Q4 Audit Reports

Year-end Internal Audit Report 

Purpose of the Annual Report
ØProvides a concise summary of Internal Audit services, key activities, and 

completed work for FY 2026.
ØDemonstrates compliance with the reporting requirements of the Texas 

Internal Auditing Act.
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Year-end Internal Audit Report (cont’d) 

FY 2026 Audit Highlights

ØAudit Plan Execution: Completed Board-approved audits and follow-up work.

ØResponsive Support: Addressed audit plan deviations, special requests, and 
management requests.

ØBoard Reporting: Reported engagement results to the Board of Trustees through the 
Audit Committee.

FY2026 Q4 Audit Reports
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FY2026 Q4 Audit Reports

Year-end Internal Audit Report (cont’d) 

Value Delivered

ØStrengthened governance, risk management, internal controls, and continuous 
improvement through targeted Internal Audit activities.

Ø Improved audit efficiency by using technology-enabled tools, cloud-based platforms, 
and enhanced evidence-gathering methods.

ØPromoted stronger collaboration and coordination across functional areas.

Management Response (Chief Information Officer):   
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FY2026 Q4 Audit Reports

Year-end Internal Audit Report (cont’d) 

Forward Focus
ØContinue expanding data analytics to provide timely insights into: 

oAccounts payable
oTravel
oPayroll
oGeneral ledger
o Information technology
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FY2026 Q4 Audit Reports

Year-end Internal Audit Report (cont’d) 

Resource Considerations
ØReduced Audit Capacity: A 50% staffing reduction in Internal audit staff implemented by 

management in October 2025 which reduced the internal audit staff to 1person limited FY 2026 
audit capacity, necessitating the strategic allocation and required resources to be prioritized and 
focused on the highest-priority engagements and work.

ØRisk-based prioritization: Resources were directed toward the highest-risk areas to preserve 
audit coverage where oversight was most critical.

ØContinued leadership support: Ongoing Board and Executive Management support for the 
Internal Audit Department remains essential to sustaining effective governance, risk 
management, fraud deterrence, and internal control oversight.
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FY2026 Q4 Audit Reports

FY 2026 Issue Tracking Matrix – Summary (cont’d) 

Purpose of Tracking Matrix
ØSummarize results: Present FY 2026 audit findings, observations, 

management responses, and corrective actions.
ØConsolidate status: Provide a unified view of completed audit projects 

and the status of related issues.
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FY2026 Q4 Audit Reports

FY 2026 Issue Tracking Matrix – Summary (cont’d) 

Operational & Financial Oversight Risk, Compliance & Controls
• Pharmacy Inventory Audit

• Credit Card Audit

• Construction Audit

• Fraudulent Check Activity Audit

• IT Risk and Compliance Review

• Grant Contracts Billing Follow-Up Review

• Budget Procedures and Organizational Budget Controls Audit

Completed Audit Projects
Key internal audit work completed to support risk management, compliance, and 

operational oversight
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FY2026 Q4 Audit Reports

FY 2026 Issue Tracking Matrix – Summary (cont’d) 

Key Themes

ØAudit results: Most completed audits reported no formal findings.

ØControl enhancements: Several observations highlighted opportunities to strengthen controls, 
monitoring, and documentation.

ØManagement action: Management responses generally focused on corrective actions, process 
improvements, and enhanced oversight.

Source: F. Otto, Procurement Department, p-card spend and transaction counts, grouped by expense descriptions

Management Response (Chief Financial Officer):   
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FY2026 Q4 Audit Reports

FY 2026 Issue Tracking Matrix – Summary (cont’d) 

Notable Control Focus Areas
ØVendor and Payment Controls: Vendor bank account change verification, with emphasis on 

fraud prevention and independent validation.

Ø Spending Oversight: P-card spending trends and discretionary cost monitoring to identify 
unusual activity and support fiscal discipline.

ØGrant and Contract Administration: Grant contract billing timeliness to help ensure revenue 
is captured accurately and promptly.

ØCapital Project Monitoring: Construction project oversight, including monitoring of project 
progress, costs, approvals, and accountability.

ØBudget and Financial Stewardship: Budget monitoring practices that support responsible 
resource management and informed decision-making.
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FY2026 Q4 Audit Reports

FY 2026 Issue Tracking Matrix – Summary (cont’d) 

Management Actions to Strengthen Vendor Payment Controls

• Verification: Enhanced the vendor payment change verification process to reduce 
the risk of unauthorized or fraudulent changes.

• Approval: Established two-level approval requirements for vendor bank account 
changes before updates are processed.

• Monitoring: Added post-change monitoring to confirm that initial payments are 
received by the intended vendor account.

• Training and communication: Notified staff of the revised controls and provided 
training to support consistent implementation.

 

Management Actions

Ø Implemented enhanced vendor payment change verification.

Ø Established two-level approval for vendor bank account changes.

Ø Added post-change monitoring to confirm initial payments.

Ø Provided staff notification and training on revised controls.
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FY 2026 Quarter 4 
Audit Reports
COMPLIANCE DEPARTMENT

October 20, 2026

Presented by: Presenter: Bijul Enaohwo, JD,MPH,LPC
Assistant General Counsel



BILLING AND CODING 
FOCUS REVIEW

Program Coding and Clinical 
Documentation Operation (Billing) Overall Score Audit Activities

Skills Training and 
Development 98.47% 97.57% 98.02%

Identified Areas of Improvement:
• The plans of care objectives should be measurable.
• Abnormal involuntary movement assessment was 

administered.
Plan of Improvement Activities:
• Pending

Medication Training and 
Support

(NPC)PES,TCOOMMI, SW 
CHILD, NEW START

90.71% 91.74% 91.23%

Identified Areas of Improvement:
• Services provided should align with verified CPT/HCPCS
• Accurate, timely progress note 

Plan of Improvement Activities:
• The four programs commit to achieving full compliance 

by October 2026 by utilizing the SMART framework to 
deliver 1-on-1 template retraining with leadership.

86

88

90

92

94

96

98

100

    SKILLS
TRAINING

DEV

MTS

SW Child Follow-up

Areas below 95% Threshold Previous Score FY 26 Q2 Follow up Score 26 Q4 Change

Progress Notes Completeness 90.32% 98.85% +8.53



BILLING AND CODING 
FOCUS REVIEW

91

92

93

94

95
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97
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99

TxHmL HCS GR CFC

Program
CLENT RECORDS

(Coding & 
documentation)

Operations 
(Billing and 

Claims 
Processes) 

Overall 
score Audit Activities

TxHmL 90.18% 97.53% 93.86%

Areas of Improvement Identified:
• Accurate, timely note completion by SC
• Documentation of progress towards desired goals.
Improvement Actions:
• Follow-up 90-180 days

HCS 96.91% 95.62% 96.27%

Areas of Improvement Identified: 
• Accurate, timely note completeness by SC
Improvement Actions:
• Follow-up 90-180 days

GR 96.89% 99.0% 97.95%

Areas of Improvement Identified: 
• C & P: Evidence of Copy & Pasting / Cloning within Documentation
• Timely, accurate note completion by SC
Improvement Actions:
• All SC’s will be trained, or retrained on proper use of copy/paste, and timely 

documentation. With full implementation by Oct 31,2026

CFC 95.82% 100% 97.91%

Areas of Improvement Identified: 
• Failure to maintain timely progress notes and incomplete service monitoring 
Improvement Actions:
• Additional trainings on documentation standards, and timeliness.
• SC will receive training on type A and B encounter requirements. 
 



CPEP DIVISION 
COMPREHENSIVE

96.6

96.8
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97.2

97.4

97.6

97.8

98

98.2

SUDOP HOT

Program Medical Personnel Clinical Overall Score Audit Activities

Substance Use 
Disorder Outreach 

Program
Comprehensive

100% 99.17% 95.14% 98.10%

Identified Areas of Improvement:
• The plans of care objectives should be measurable.
• Abnormal involuntary movement assessment was 

administered.
Plan of Improvement Activities:
• Pending

Homeless Outreach
Team

Comprehensive
N/A 95.56% 98.89% 97.22%

Identified Areas of Improvement:
• Staff job duties that involve direct care responsibilities 

must be current with the training in identifying the 
causes of aggressive or threatening behavior.

Plan of Improvement Activities:
• Staff will monitor training requirements and ensure they 

are current with all trainings. They will notify PATH 
management of any issues or concerns. 



CPEP DIVISION
FOLLOW UP AUDITS

Elements below 95% Threshold (CCSI) Previous Score 
FY26 Q2

Follow Up Score 
FY26 Q4 Change CAP Status

Staff job duties that involve direct care responsibilities must be current with the 
training in identifying the causes of aggressive or threatening behavior. 57.14% 80.00% +22.86% In Progress

The plans of care (Six [6] elements). 62.08% 77.22% +15.14 In Progress

The rights acknowledgement form must be signed and dated for each person’s served 
annually. 70.00% 90.00% +20.00% In Progress

Service Encounter documentation. (Three [3] elements) 57.14% 76.67% +19.53% In Progress

Assessments. (Three [3] elements) 90.00% 100% +10.00% Fully Implemented

Elements below 95% Threshold (PATH) Previous Score Follow Up Score Change CAP Status

Staff job duties that involve direct care responsibilities must be current with the 
training in identifying the causes of aggressive or threatening behavior. 91.67% 100% +8.33% Fully Implemented

Direct care staff must be current with all annual required trainings. 90.00% 100% +10.00% Fully Implemented

Service encounter documentation must reflect the person served goals and 
objectives as stated in the plan of care and be consistent with the purpose and intent 
of the service. 

90.00% 100% +10.00% Fully Implemented

Service encounter documentation must reflect how the person served demonstrated 
progress or the lack of progress towards treatment goals. 90.00% 73.33% -16.67% In Progress



Step Down State Hospital Transition
Follow-up

Elements below 95% 
Threshold

Previous Score FY26 Q2 Follow Up Score 
FY26 Q4 Change CAP Status

Staff job duties that involve direct care 
responsibilities must be current with annual 
training(s).

75% 100% +25.00% Fully 
Implemented

Pre-service training for Licensed 
Practitioners of the Healing Arts (LPHA) shall 
be current with Cognitive Adaptation 
training.

66.67% NA NA NA

The program must develop a person-
centered plan of care for each person 
served.

88.89% 88.89% 0.00% In Progress

Service encounter documentation must 
reflect the person’s served goals and 
objectives as stated in the plan of care and 
be consistent with the purpose and intent of 
the service. 

85.18% 78.00% -7.18% In Progress

Service encounter documentation must 
show how the person served demonstrated 
progress or the lack of progress toward 
achieving their treatment goals. 

11.11% 78.00% +66.89% In Progress

Program Response 

The Step-Down Program Director reported that each client’s record will undergo monthly monitoring to verify that a current plan of care is on file. Care Coordinators will continue to review each client’s plan 
of care goals and objectives to ensure that the service encounter documentation accurately reflects both progress and lack of progress towards those goals.



PEER SUPPORT AND REENTRY
COMPREHENSIVE

Program Operations Personnel Environment Client Record Overall Audit Activities

Peer Support and Reentry 100% 100% 100% 97.00% 99.25%

Areas of Improvement: 
• Incomplete or Missing client records.

Plan of Improvement Activities:
• Pending 
• Follow-up in 90-180 days. 
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IDD
Comprehensive

PROGRAM ENVIRONMENT PERSONNEL CLINICAL OPERATIONS MEDICA
L OVERALL AUDIT ACTIVIES

Coffeehouse 100% 88% 100% 96% 100% 96.80%

Identified Areas of Improvement:
• Agency Mandated Training 

Plan of Improvement Activities:
• The Coffeehouse program will begin a 

monthly check of staff training to 
ensure compliance with agency 
training for all team members moving 
forward

PASRR 100% 94% 99.13% 95.45% 100% 97.72%

Identified Areas of Improvement:
• Staff Training and Personnel 

Documentation
• Fire Drill Log Maintained 

Plan of Improvement Activities:
• PASRR Supportive Team Leader will 

check Habilitation Coordinator 
trainings quarterly.

96.2

96.4

96.6

96.8

97

97.2

97.4

97.6

97.8

Coffeehouse PASRR



Early Childhood Intervention (ECI) 
Follow-up

Elements below 95%
Previous 

Score
FY 26 Q1

Follow Up Score
FY 26 Q4 Change CAP Status

Personnel (6 items) 74.90% 98.85% +23.95% Fully Implemented

Procedural Safeguards and Due Process Procedures 99.01% 100.00% +0.99% Fully Implemented

Case Management for Infants and Toddlers with 
Developmental Disabilities 83.33% 100.00% +16.67% Fully Implemented

Eligibility, Evaluation, and Assessment (1 items) 80.90% 99.07% +18.17% Fully Implemented

Individualized Family Service Plan (2 items) 85.92% 89.31% +3.39% In Progress

Service Delivery 84.65% 98.68% +14.03% Fully Implemented

Transition (2 items) 67.11% 86.51% +19.40% In Progress

Family Cost Share System (1 item) 75.00% 100.00% +25.00% Fully Implemented

Program Response

Program leadership stated increased scrutiny of training course deadlines, refresher training on ECI requirements, and increased documentation reviews will be implemented 
by November 30, 2026.



Juvenile Justice
Comprehensive

Program Personnel Client 
Record Overall Audit Activities

Juvenile Justice 96.49% 94.55% 95.52%

Areas of Improvement: 
• Client Documentation/record keeping

Plan of Improvement Activities:
• Program leadership stated targeted staff 

training, enhanced chart-review 
expectations, revised workflows, and 
improved EPIC reporting and monitoring 
would be instituted. 
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Mental Health Division
Follow up

SUBSTANCE USE RECOVERY SERVICES (SURS)
ADULT RECOVERY PROGRAM (ARP)

PREVIOUS SCORE
FY 25 Q4

FOLLOW UP SCORE
FY 26 Q4 CHANGE CAP STATUS

Admission (6 items) 51.32% 88.24% +36.92% In Progress

Treatment plan (8 items) 17.13% 74.38% +57.25% In Progress

Treatment plan review (3 items) 60.42% 61.11% +0.69% In Progress

Documentation of services (3 items) 56.11% 98.63% +42.52% Fully Implemented

Discharge (8 items) 36.78% 68.20% +31.42% In Progress

Employee Training (4 items) 80.28% 97.64% +17.36% Fully Implemented

OUTREACH,SCREENING, ASSESSMENT, 
REFERRAL (OSAR)

PREVIOUS SCORE
 FY 25 Q4

FOLLOW UP SCORE
FY 26 Q4 CHANGE CAP STATUS

Client Records 82.49% 93.39% +10.90 In Progress

Personnel 82.61% 100% +17.39 Fully Implemented



Agency Snapshot
Agency Annual Trainings Audit FY 2026 

Purpose/Method: The purpose of this focused audit was to obtain a high-level view of current training compliance across divisions by reviewing assignment 
and completion status for thirteen required annual trainings in Absorb. This review was designed to assess current visibility, progress monitoring, and consistency 
across divisions, rather than historical annual due dates.

Key Findings: All required trainings reviewed are being assigned and are accessible in Absorb. The overall score for this review is 96.67%. There were no gaps 
identified in system assignments for active employees at the time of the review. Supervisors had initial training to Absorb ‘Manager View’ upon the change in 
learning module systems. Organizational Development will be sending a refresher to leaders. Two trainings were added to the required courses for all staff. Those 
trainings are The Harris Center's Dress Code & Professional Appearance and The Harris Center's Time and Attendance Policy Training. The Harris Center's Time 
and Attendance Policy Training was the latest training requirement for all staff, and its implementation date was August of 2026. This training was excluded from 
the trainings reviewed due to the implementation date not being until August of 2026. While system assignment failures were not identified, monitoring and 
prioritization of required new trainings may increase risk of non-compliance if not addressed. Targeted education and oversight will support sustained 
compliance moving forward.

Recommendation: Based on the current review it appears that staff are completing agency required trainings at a high rate. To maintain compliance across the 
agency, supervisors should continue to monitor training progress in Absorb. Supervisors should continue to monitor and review assignments, identify overdue 
trainings, and conduct regular compliance checks which will help create accountability and standard practices across the agency.



Agency Snapshot
Agency Annual Acknowledgments Audit FY 2026 

• Purpose/Method: The purpose of this focused audit was to evaluate the effectiveness of the organization’s policy management system as it relates to 
employee acknowledgement of the Code of Conduct and Ethics Policy and the Assurance of Individual Rights Policy. Specifically, this audit sought to 
determine the following: Whether the Code of Conduct and Ethics, and Assurance of Individual Rights policies are consistently assigned to all applicable 
employees within our policy platform. The extent to which employees are completing acknowledgements on an annual basis and to identify any gaps in our 
process or system configuration. By assessing these areas, the audit aims to provide leadership with assurance on the adequacy of current workflows and 
highlight risks where acknowledgements are incomplete or inconsistent. CARF standards reference the need for written documentation when policies, 
procedures, and staff accountability are involved. 

• Key Findings: The overall score for this review is 44.18%. The policy acknowledgments were assigned to staff for the policies reviewed in Policy Stat. All 
staff reviewed have an active Policy Stat account. The staff reviewed were inconsistent in acknowledging the selected policies reviewed for compliance. Four 
staff reviewed did not show evidence that the policies reviewed had been assigned to them to acknowledge. There is no clear evidence of system failure 
which causes policy acknowledgement not to be completed annually. The gaps identified in assignment, account activation, and tracking continue to create 
several risks for our organization: Compliance risk identified in potentially not meeting accreditation recommendations. Staff must be fully aligned with 
agency code of conduct, ethical standards and the rights of those we serve. Annual policy and procedure acknowledgments are essential; without them, the 
organization lacks the necessary framework to verify staff awareness of policies and adherence to required operational policies and procedures. Employees 
who do not claim their accounts cannot be included in acknowledgement tracking, which limits the accuracy of acknowledgement records. 

• Recommendation: To strengthen the agency's approach to policy acknowledgments, the Compliance Department will continue to take ownership of 
implementing the following improvements: Compliance will continue to work with Human Resources and Leadership to develop a formal Policy 
Acknowledgment policy and procedure. It will outline the requirements for employees to acknowledge key policies, including the Code of Conduct and Ethics 
and the Assurance of Individual Rights at the time of hire and on an annual basis. Currently all new hires are instructed on signing into Policy Stat to claim 
their accounts once they receive their agency email. Supervisors should encourage staff to log into Policy Stat regularly to check their dashboard for any 
documents requiring their acknowledgment.



External Audit Activities

Medical Record Request

5 Datavant Audit requests These medical records are requested as part of a required Medicare Risk Adjustment (MRA) program. Datavant requests records on behalf 
of the insurance provider and the insurance company will review.

12 Additional Medical Record requests from other Managed 
Care Organizations. Various MCO’s requested records for MRA purposes or to review claims.

Pharmacy Audits

28  Optum Pharmacy Audits All clinics were audited throughout the quarter to validate claims associated with specific prescription medications. All audits are closed 
out with no errors, no overpayment identified, and no recoupment due. 

City of Houston Housing and Community Development Department (HCDD)-Independent Living 
On June 3, 2026, the agency received notice of the completed HCDD limited scope review of the Independent Living Main Street program. The review evaluated compliance with applicable federal, 
state, local, and program requirements.  The review concluded with no findings, confirming compliance with all applicable requirements.

Texas Health and Human Services (HHSC)-Zero Suicide Prevention
The Zero Suicide Visit was conducted July 6-10, 2026, to assess compliance with Zero Suicide standards, including clinical practices, documentation, and quality improvement efforts. The results of the 
review are pending, and Regulatory Compliance is following up with the program regarding the outcome.

Texas Health and Human Services (HHSC) EOU, ResD, JBCR, PEER Run, Diversion Center, SHSD, PASSR
On June 9, 2026, notification was received from HHSC regarding the Mental Health Quality Management Comprehensive Review, scheduled for September 14-18,2026. The review included a 
comprehensive desk review and onsite assessment of operations, medical services, quality management, environment, personnel, and applicable program areas, including crisis facilities, the Diversion 
Center, and State Hospital Step-Down services. 



External Audit Activities Cont.

Texas Health and Human Services (HHSC)-Life safety Code-Westbury House

HHSC conducted an inspection at the Pasadena Cottage B location on July 16, 2026, with an exit date of August 14, 2026. The inspection included a review of allegations related to admission, transfer, and 
discharge rights. All allegations were determined were determined to be unsubstantiated, and no citations were issued.

Texas Health and Human Services (HHSC)-Pasadena Cottage B
HHSC conducted an inspection at the Pasadena Cottage B location on July 16, 2026, with an exit date of August 14, 2026. The inspection included a review of allegations related to admission, transfer, and 
discharge rights. All allegations were determined were determined to be unsubstantiated, and no citations were issued.



THANK YOU 
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 The Harris Center for Mental Health and IDD (The Harris Center): 
Compliance Department (Compliance) Audit Committee Report 

 
Report Description: This report provides a summary of compliance activities for quarter four of Fiscal Year (FY) 
2026, including internal audit findings, external audit involvement, and ongoing department responsibilities. 
 
Presenter: Bijul Enaohwo, Assistant General Counsel 
 
Explanation of Auditing Format: 
 
Audits are structured across five core components: Personnel, Operations, Environment, Client Records, and 
Medical. This categorization facilitates the identification of potential risks and opportunities for improvement across 
all programs and service lines. 
 
This report covers audits completed between June 1, 2026, and August 31, 2026. It includes a breakdown by division 
and by review type: Comprehensive, Focus, and Follow-Up. There will be an overview of each audit completed and 
corrective action, if applicable. 
 
Audit Format Refresher: 
 

• Personnel: Training, licensing, certifications, and adherence to staffing requirements. 
• Operations: Internal processes, documentation practices, and regulatory compliance. 
• Environment: Safety protocols, emergency preparedness, vehicle compliance, and rights protections. 
• Client Records: Documentation accuracy, timeliness, integrity, medical necessity, and clinical 

recordkeeping. 
• Medical: Medication management practices, consents, clinical services, and patient safety standards. 

 
There were a total of seven (7) Billing and Coding Focus Reviews completed for the fourth quarter of FY 2026. Each 
billing and coding focus audit consists of two core areas: billing and coding/clinical documentation. 
 

1.   Home and Community-Based Services (HCS)    
a.   The HCS program demonstrated exemplary performance, achieving an impressive combined Regulatory 

and Coding/Billing overall compliance score of 98.01%, with Personnel achieving a perfect 100%, Client 
Records at 99.76%, and Coding/Clinical Documentation at 96.91%. However, a critical subset 
bottleneck was identified within Reimbursement Validation, which was scored at 78.92% due to 
unsupported or unauthorized services. We identified a persistent documentation lag in which progress 
notes missed the mandatory two-business-day completion deadline, thereby failing to ensure that 
entries were timely and supportive of the service rendered. Additionally, an audit finding identified 
significant discrepancies in the reimbursement validation component, in which specific claims were 
processed for unsupported or unauthorized services due to deficiencies in underlying clinical 
documentation. 

 
2. Texas Home Living program (TxHmL)  

a.    TxHmL demonstrated a strong baseline score of 94.55%, with Personnel at 99%, Billing at 97.53%, Client 
Records at   Face-to-Face encounters used incorrect Type B codes instead of the required Type A codes. 
Additionally, an audit finding identified that Type B support encounters were submitted without the 
required matching monthly Type A face-to-face visit. We identified a persistent documentation lag 
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across TxHmL, in which progress notes missed the two-business-day deadline. Finally, an audit finding 
identified that case records lacked documented evidence of the Service Coordinator monitoring client goal 
progress, tracking service satisfaction, transferring enrollment files, or completing 30-day pre-expiration IPC/PDP 
updates 

 
3. Medication Training and Support (MTS) Four Programs  

a.   The Medication Training and Support (MTS) review resulted in an overall compliance score of 91.23%, 
which fails to meet the established 95.00% threshold due to critical deficiencies in coding, 
documentation, and billing practices. While the TCOOMMI JR Program achieved exceptional 
compliance at 99.54% with zero errors, and the Southwest Child Program passed the threshold at 
96.37% despite minor consent issues, the other two programs dragged down the overall score. 
Specifically, the New Start Program failed with a score of 90.09% due to poor HCPCS documentation 
and cloned notes, while the NPC PES Program performed the worst at 75.73% due to severe gaps in time-
based logging and progress notes. Collectively, these documentation vulnerabilities across the failing 
programs significantly increase the organization's risk of insurance claim denials, financial 
recoupments, and potential false-claim violations. 

 
4. Skills Training and Development (Four programs)  

a.The review yielded an exceptional overall compliance score of 98.02%, successfully exceeding the 95.00% 
threshold across all four audited programs. The Compliance Department commends the program 
leadership and staff for exceeding expectations and demonstrating a strong commitment to quality 
billing practices. However, minor deficiencies were identified in Care Plans, Healthcare Common 
Procedure Coding System (HCPCS) coding, and Service Consents. If left unaddressed, these limited 
gaps still carry minor financial risks that could result in service authorization delays or insurance claim 
denials. 

5.    Southwest Mental Health Child Program (Follow-Up Audit) 
a.   The follow-up review yielded an overall compliance score of 96.28%, successfully exceeding the 

95.00% established compliance threshold score, and confirming that the corrective actions have been 
implemented. The follow-up review yielded an overall compliance score of 96.28%, exceeding the 
95.00% compliance threshold and confirming that the corrective actions have been implemented. 
However, a new, isolated deficiency in Current Procedural Terminology documentation was identified 
due to instances where the billed service code did not consistently align with the documented clinical 
intervention.  Based on the results of your follow-up review. However, a new, isolated deficiency in 
Current Procedural Terminology documentation was identified due to instances where the billed 
service code did not consistently align with the documented clinical intervention.  

 
6. Community First Choice (CFC)  

a.   The Community First Choice (CFC) program demonstrated strong overall performance during this review 
period, achieving an overall score of 97.91%, exceeding the established 95% threshold score. Despite 
this strong performance, specific administrative deficiencies lowered the overall score. Coding/Clinical 
Documentation received (95.82%) while Billing received (100%) Deficiencies were identified in 
documentation timeliness; Multiple progress notes failed to meet mandatory state timely submission 
requirements. There were also instances where documentation failed to verify monitoring of service 
delivery, progress, and satisfaction. 

 
7. General Revenue (GR)   
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a. The General Revenue (GR) program demonstrated strong overall performance during this review 
period, achieving an overall score of 97.94%, exceeding the established 95% threshold score. Despite 
this strong performance, specific administrative deficiencies lowered the overall score.   
Coding/Clinical   Documentation received (96.89%), Billing received (99%). Deficiencies identified in 
documentation, timeliness, and evidence of copy-and-paste. Multiple progress notes failed to meet 
the mandatory state timely submission requirements. There were also instances where SC 
documentation failed to verify monitoring of service delivery, progress, and satisfaction.     

 
CPEP Comprehensive Reviews  
 

1. Substance Use Disorder Outreach Program (SUDOP) 
a. The SUDOP program demonstrated strong performance, achieving an overall score of 98.10%. The 

review identified strong compliance with the medical score 100% and the personnel score 99.17% 
requirements. Although the clinical record score was 95.14%, the program met the performance 
threshold; several evaluated elements did not meet compliance requirements. Program leadership will 
need to strengthen documentation controls to ensure alignment with regulatory standards.  

 
2. Homeless Outreach Team (HOT) 

a. The HOT program achieved an overall score of 97.22%. The review identified strong compliance with the 
clinical record requirements, with a score of 98.89% across all elements reviewed except one, 
documenting the service encounters in the health record within the required timeframe. The personnel 
score was 95.56%; however, there were instances of non-compliance with agency-mandated training 
requirements, resulting in the need for a plan of improvement. 

 
Follow-Up Audits 

 
3. Step Down State Hospital Transition  

a. The program demonstrated minimal overall compliance, with measurable improvement observed in 
two of the five elements reviewed, resulting in one element deemed not applicable. Audit scoring 
showed that one element met and exceeded the 95% performance threshold, indicating strong 
adherence in that specific area. However, corrective measures remain necessary in the clinical record 
domain of plan of care development, ensuring service encounter documentation reflects the 
individual’s identified goals and objectives as outlined in the plan of care, and documenting how the 
person served demonstrated progress or lack of progress towards treatment goals. 

 
4. Chronic Consumer Stabilization Initiative (CCSI)    

a. The program demonstrated strong overall compliance and maintained performance improvement 
across nearly all elements reviewed. Audit results reflected a high level of compliance, with six of the 
fourteen elements meeting or exceeding the 95% performance threshold, indicating a robust effort in 
operational practices. However, corrective action remains necessary to ensure adherence to mandated 
training, plan-of-care development, and appropriate service-encounter documentation.   

                                                               
5. Projects for Assistance in Transition from Homelessness (PATH) 

a. The program demonstrated strong overall compliance and maintained performance improvement 
across nearly all elements reviewed. Audit results reflected a high level of compliance, with three of the 
four elements meeting and surpassing the 95% performance threshold, indicating strong adherence to 
operational practices. However, corrective action remains necessary in the domain of service to 
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encounter documentation, individualizing how the person served demonstrated progress or lack thereof 
towards treatment goals.  

                                                                       
 

Forensics Comprehensive Reviews 
 

1. Forensic Peer Support and Reentry  
a.   The program achieved an overall score of 99.25%, up from 97.65% in the 2nd Qtr. FY 2026 review. The 

program exceeded the minimum compliance threshold of 95.00% in the operations (100.00%), 
Personnel (100.00%), Client Records (97.00%), and Environment (100.00%) components. During the 2nd 
Qtr. In the FY 2026 review, the program received a score of 20.00% for Oral Communication of Rights. 
Documentation reviewed did not consistently demonstrate that the individual and/or parent, 
conservator, or guardian received an explanation of client rights, as evidenced by the required date and 
signatures. During the current comprehensive review, the program received a score of 26.00% for Oral 
Communication of Rights, representing a 6-percentage-point improvement from the previous review. 
However, the program remains unable to obtain documentation from the Harris County Sheriff’s Office 
front-door process, where client rights are communicated to individuals. Therefore, the program has not 
yet fully met the requirements of the associated Corrective Action Plan. For a comprehensive review, the 
Client Records component received an overall score of 97.00%. The AIMS requirement received a score 
of 75.00%. Trained and competent staff are required to screen applicable individuals quarterly for 
abnormal involuntary movements using a standardized instrument, such as the Abnormal Involuntary 
Movement Scale (AIMS). This requirement was not evaluated during the previous follow-up review. 
Program leadership indicated that they would collaborate with the Harris County Sheriff’s Office to 
identify additional strategies to address the remaining deficiencies.  

 
 

IDD Comprehensive and Focus Reviews 
 

1. Coffeehouse Comprehensive review  
a. The Coffeehouse program demonstrated strong overall performance, achieving an overall compliance 

score of 96.80%. The review reflected effective operational practices and high adherence to 
environmental, medical, operations, and clinical standards. While compliance was strong across most 
domains, deficiencies were identified that necessitate corrective action, primarily within the Personnel 
Records category. The Personnel Records review identified multiple compliance deficiencies related to 
required documentation and agency-mandated staff training. Specifically, several staff files lacked 
evidence of completion of the required training courses. These deficiencies directly contributed to the 
reduced compliance score in this category and indicate a need for strengthened internal monitoring 
and documentation processes. The operational walk-through revealed a deficiency in maintaining the 
fire drill log, which contributed to a lower compliance score and highlighted the need for improved 
internal monitoring. The progress notes contained a statement indicating that progress was observed, 
with staff marking “yes.” However, the narrative lacks specific details on how progress was achieved. 
This issue was raised with the program manager during the review, and the manager acknowledged it 
and expressed her intention to train staff in effective progress note writing.  The Coffeehouse program 
underwent an audit by Compliance in Fiscal Year 2024, covering the period from September 1, 2023, to 
October 31, 2023. Identified deficiencies included the use of a generic documentation template, an 
incorrect note format, and the absence of a current plan of care. These issues have since been 
addressed, resulting in no additional findings in these areas. Furthermore, the program was audited by 
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the Health and Human Services Commission (HHSC) through Service Coordination from January 26 to 
January 29, 2026, and no findings were reported. 
 

2. Preadmission Screening and Resident Review: Comprehensive review  
a. The PASRR program demonstrated strong performance, achieving an overall compliance score of 

97.72%. The review reflected effective operational practices and high adherence to clinical, medical, 
and environmental standards. While compliance was strong across most domains, deficiencies were 
identified that necessitate corrective action, primarily within the Personnel Records category.  The 
Personnel Records review identified multiple compliance deficiencies related to required 
documentation, pre-employment alcohol and drug screening completed prior to service delivery, and 
agency-mandated staff training. Specifically, several staff files lacked evidence of completion of the 
training courses required and of meeting other personnel requirements. These deficiencies directly 
contributed to the reduced compliance score in this category and indicate a need for strengthened 
internal monitoring and documentation processes. The operations review demonstrated a high level of 
compliance, with only minor deficiencies in maintaining the Fire Drill Log. While limited in scope, these 
findings resulted in a slight reduction from a perfect score. 

 
Follow-Up Audits 
 

1. Early Childhood Intervention Follow-up Review   
a. The program demonstrated robust improvements in the reviewed elements—with all audit areas 

exhibiting significant increases in compliance rates and several surpassing the threshold score; 
however, some areas did not exceed the threshold score. These scores indicate that the program 
implemented effective corrective actions in most areas. Despite the marked improvement in 
compliance rates, additional measures are required to ensure acceptable performance in those areas 
that did not surpass the threshold score. 

 
Behavioral Health Comprehensive and Follow-up Reviews 
 

1. Outreach, Screening, Assessment, and Referral (OSAR) Performance Improvement (PI) Follow-up 
Audit 
a. The program demonstrated significant improvements in the reviewed elements—with the personnel 

component surpassing the threshold score, three of seven elements in the clinical record component 
surpassing the threshold score, two clinical record elements nearing the threshold score, and two 
clinical record elements exhibiting significant improvement. These scores indicate the program 
implemented effective corrective actions in all areas, despite some areas not surpassing the threshold 
score. OSAR leadership has developed an additional POI in collaboration with Performance 
Improvement to address the remaining deficiencies.  
 

2. Juvenile Justice (JJ) Comprehensive Audit 
a. The JJ program demonstrated robust performance across many areas of the audit, with an overall compliance 

score of 95.52%. Evidence obtained from this audit indicates that the program has instituted effective 
leadership, supervision, and oversight practices to ensure compliance with regulatory standards. Although 
compliance was strong, deficiencies were identified that necessitate corrective action within the personnel 
and client records components. Program leadership submitted a POI indicating increased scrutiny of 
documentation by team leads, updates to the Children and Adolescents Services Program Manual, and 
additional training will be completed. 
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3. Substance Use Recovery Services (SURS)-Adult Recovery Program (ARP) POI Follow-up Audit 
a.   The program provided sufficient evidence to document execution of the corrective actions implemented 

in response to the 2nd Qtr. FY 2026 comprehensive review. Additionally, the program demonstrated 
robust improvements in the reviewed elements—with nearly all audit areas exhibiting significant 
increases in compliance rates; however, most areas did not exceed the threshold score. These scores 
indicate the program implemented effective corrective actions in many areas; however, despite the 
marked improvement in compliance rates, additional measures are required to ensure acceptable 
performance in those areas that did not surpass the threshold score. Program leadership submitted a 
plan of improvement indicating process changes to increase oversight of documentation; additional 
training on documentation requirements, and increased monitoring of employee training courses have 
been instituted. 

 
Agency Focus Audit 
 

1. Agency-wide Training Compliance Focus Review 
a. This Focus Review demonstrated that Agency Mandated Annual training is being completed by agency 

staff.  A sample of 105 active employees from across all four (4) Divisions reviewing thirteen (13) required 
training courses. All required training courses are being completed, and no gaps were identified in 
system assignments for active employees at the time of this review. While system assignment failures 
were not identified, monitoring and prioritization of required new training courses may increase the risk of 
non-compliance if not addressed. Targeted education and oversight will support sustained compliance moving 
forward. 
 

2. Policy Acknowledgment Focus Review 
a. This Focus Review was to evaluate the effectiveness of the organization’s policy management system 

as it relates to employee acknowledgement of the Code of Conduct and Ethics Policy and Assurance of 
Individual Rights Policy. The review sought to demonstrate if The Code of Conduct and Ethics and the 
Assurance of Individual Rights is consistently assigned to all applicable employes within the policy 
platform, the extent to which employees are completing acknowledgments on an annual basis, and to 
identify any gaps in our process or system configuration. All staff reviewed have an active Policy Stat 
account. The staff reviewed were inconsistent in acknowledging the selected policies reviewed for 
compliance. Four staff reviewed did not show evidence that the policies reviewed had been assigned to 
them to acknowledge. There is no evidence of system failure preventing annual policy 
acknowledgements. 

 
Other Compliance Activities 
 

1. Epic Deficiency Monitoring: Track and communicate ongoing Epic documentation deficiencies to ensure 
timely resolution. 

2. Policy and Procedure Oversight: Facilitate and maintain the agency’s policy and procedure process using 
the Policy Stat platform, which includes approvals, updates, and staff communication (ongoing). 

3. Corrective Action Monitoring: Track and follow up on corrective action plans related to audit findings, 
including timelines and status updates. 

4. Complaint and Grievance Review: Support the Rights Office by conducting clinical record reviews related to 
complaints and grievances. 
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The following is a list of the external reviews (i.e., Governing Bodies, Managed Care Organizations (MCO), etc.) 
completed during the review period with involvement or oversight from Compliance: 
 
External Datavant Medical Record Requests: 

1. Datavant, on behalf of United Healthcare, requested records on 6/18/2026 for the Risk Adjustment medical 
record request. The request was for the two United Healthcare members, associated with Outreach 
ID:68660737. Records were submitted by our Release of Information Coordinator. 

2. Datavant on behalf of Optum Care requested records on 6/23/2026 for the Risk Adjustment medical record 
request. The request was for one Optum care member, associated with Outreach ID: 68493941. Records 
were submitted by our Release of Information Coordinator. 

3. Datavant, on behalf of United Healthcare, requested records on 7/09/2026 for the Risk Adjustment 
medical record request. The request was for one United Healthcare member, associated with Outreach ID: 
69380513. Records were submitted by our Release of Information Coordinator. 

4. Datavant on behalf of Health Spring requested records on 7/9/2026 for the Risk Adjustment medical record 
request. The request was for the two Health Spring members, associated with Outreach ID:68163896. 
Records were submitted by our Release of Information Coordinator. 

5. Datavant, on behalf of Health Spring, requested records on 7/30/2026 for the Risk Adjustment medical 
record request. The request was for the nine Health Spring members, associated with Outreach ID: 
69475556. Records were submitted by our Release of Information Coordinator. 
 

Other External Medical Record Requests: 
 

1. On 6/6/2026, the agency was selected by Qlarant Integrity Solutions, LLC for a review of a sample of 
Medicaid claims with dates of service from October 1, 2022, through September 30, 2024. The objective of 
the review was to determine whether sampled claims were billed and paid in accordance with applicable 
federal and state Medicaid laws, regulations, and policies. 

2. Optum on behalf of United Healthcare requested records on 6/11/2026 for Medicare Risk Adjustment 
reporting. The request was forty United Healthcare members. Records were submitted by our Release of 
Information Coordinator. 

3. Optum on behalf of United Healthcare requested records on 6/11/2026 for Medicare Risk Adjustment 
reporting. The request was for Three Hundred Seventy-Three United Healthcare members. Records were 
submitted by our Release of Information Coordinator. 

4. Advantmed on behalf of United Healthcare requested records on 6/18/2026 for Medicare Risk Adjustment 
reporting. The request was for two United Healthcare members.  Records were submitted by our Release 
of Information Coordinator. 

5. During the third quarter of 2026, Superior Health Plan (Centene) conducted a medical records review of the 
Access Center. The audit included a request for four member charts with dates of service from April1, 
2026, through June 30, 2026. The purpose of the review as to evaluate compliance with Superior 
HealthPlan documentation requirements and applicable contractual standards. Requested records 
included diagnostic assessments, documentation of members' current and previous military status, 
current active recovery plans, current ANSA/CANS assessments, progress notes, and staff credentialing 
documentation. Records were sent via fax per request. 

6. Humana requested records on 7/08/2026 for the Risk Adjustment medical record request. The request was 
for eight members. Records were submitted by our Release of Information Coordinator. 
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7. Optum on behalf of Wellpoint requested records on 7/21/2026 for Medicare Risk Adjustment review 
medical record request. The request was for seventy-five Wellpoint members. Records were submitted by 
our Release of Information Coordinator. 

8. Optum on behalf of United Healthcare requested records on 7/31/2026 for Medicare Risk Adjustment 
review medical record request. The request was for two United Healthcare members. Records were 
submitted by our Release of Information Coordinator. 

9. Advantmed on behalf of United Healthcare requested records on 8/4/2026 for Medicare Risk Adjustment 
reporting. The request was for three United Healthcare members. Records were submitted by our Release 
of Information Coordinator. 

10. Optum on behalf of Wellpoint requested records on 8/6/2026 for Medicare Risk Adjustment review medical 
record request. The request was for four Wellpoint members. Records were submitted by our Release of 
Information Coordinator. 

11. Advantmed on behalf of WellCare requested records on 8/10/2026 for Medicare Risk Adjustment reporting. 
The request was for fifty-four WellCare members. Records were submitted by our Release of Information 
Coordinator. 

12. BlueCross BlueShield, on behalf of Virtix Health, requested records on 8/18/2026 for Risk Adjustment 
reporting. The request was for one Virtix health member. Records were submitted by our Release of 
Information Coordinator. 

13. Optum on behalf of United Healthcare requested records on 8/20/2026 for Medicare Risk Adjustment 
review medical record request. The request was for one United Healthcare member. Records were 
submitted by our Release of Information Coordinator. 

14. Advantmed on behalf of Superior HealthPlan requested records on 8/20/2026 for Medicare Risk 
Adjustment reporting. The request was for sixty-nine members Superior HealthPlan. Records were 
submitted by our Release of Information Coordinator. 
 

 
External Pharmacy Audits: 
 

1. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 6/4/2026 to validate claims 
associated with Invega Hafye INJ 234/1.5mg. The requested documentation was submitted by the pharmacy 
representative on 6/5/2026. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy. 

2. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 6/5/2026 to validate claims 
associated with Invega Hafye INJ 1560mg. The requested documentation was submitted by the pharmacy 
representative on 6/5/2026. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy. 

3. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 6/5/2026 to validate claims 
associated with Invega Sust 819MG. The requested documentation was submitted by the pharmacy 
representative on 6/5/2026. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy. 

4. Optum Rx conducted a chart review audit for Northwest Clinic Pharmacy on 6/5/26 to validate claims 
associated with Uzedy 200MG. The requested documentation was submitted by the pharmacy 
representative on 6/5/26. Optum Rx validated the claim with no errors identified, confirmed no overpayment, 
and determined that no recoupment is required from the pharmacy. 
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5. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 6/5/26 to validate claims 
associated with Invega Trinz INJ 819MG. The requested documentation was submitted by the pharmacy 
representative on 6/5/26. Optum Rx validated the claim with no errors identified, confirmed no overpayment, 
and determined that no recoupment is required from the pharmacy.   

6. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 6/5/2026 to validate claims 
associated with Abilify INVEGA NJ 156mg. The requested documentation was submitted by the pharmacy 
representative on 6/5/2026. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.     

7. Optum Rx conducted a chart review audit for Northwest Clinic Pharmacy on 6/8/2026 to validate claims 
associated with Uzedy Injection 200mg. The requested documentation was submitted by the pharmacy 
representative on 6/22/2026. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.     

8. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 6/9/26 to validate claims 
associated with Invega Trinz INJ 546MG. The requested documentation was submitted by the pharmacy 
representative on 6/9/26. Optum Rx validated the claim with no errors identified, confirmed no overpayment, 
and determined that no recoupment is required from the pharmacy.       

9. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 6/10/26 to validate claims 
associated with Invega Trinz INJ 546MG. The requested documentation was submitted by the pharmacy 
representative on 6/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.         

10. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 6/10/26 to validate claims 
associated with Invega Trinz INJ 156MG. The requested documentation was submitted by the pharmacy 
representative on 6/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.       

11. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 6/10/26 to validate claims 
associated with Invega Trinz INJ 156MG. The requested documentation was submitted by the pharmacy 
representative on 6/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.         

12. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 6/12/2026 to validate claims 
associated with Abilify ASIM INJ 960mg. The requested documentation was submitted by the pharmacy 
representative on 6/12/2026. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.       

13. Optum Rx conducted a chart review audit for Northwest Clinic Pharmacy on 6/16/2026 to validate claims 
associated with Invega SUST Injection 234/1.5mg. The requested documentation was submitted by the 
pharmacy representative on 6/16/2026. Optum Rx validated the claim with no errors identified, confirmed 
no overpayment, and determined that no recoupment is required from the pharmacy.     

14. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 7/06/26 to validate claims 
associated with Invega Trinz INJ 156MG. The requested documentation was submitted by the pharmacy 
representative on 6/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.       

15. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 7/10/26 to validate claims 
associated with Invega Trinz INJ 234/15MG. The requested documentation was submitted by the pharmacy 
representative on 7/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.       

16. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 8/6/26 to validate claims 
associated with Invega SUST INJ 234/1.5 and INVEGA SUST INJ 156mg/ml. The requested documentation 
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was submitted by the pharmacy representative on 8/6/26. Optum Rx validated the claim with no errors 
identified, confirmed no overpayment, and determined that no recoupment is required from the pharmacy.         

17. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 8/7/26 to validate claims 
associated with Abilify Asim INJ 960Mg. The requested documentation was submitted by the pharmacy 
representative on 8/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.         

18. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 8/10/26 to validate claims 
associated with Tresiba Flex INJ 200 Unit. The requested documentation was submitted by the pharmacy 
representative on 8/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.           

19. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 8/10/26 to validate claims 
associated with Invega Trinz INJ 156MG. The requested documentation was submitted by the pharmacy 
representative on 8/10/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.         

20. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 8/14/26 to validate claims 
associated with Invega Trinz INJ 819MG. The requested documentation was submitted by the pharmacy 
representative on 8/14/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.           

21. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 8/17/26 to validate claims 
associated with Uzedy 200MG. The requested documentation was submitted by the pharmacy 
representative on 8/17/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.        

22. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 8/17/26 to validate claims 
associated with Invega Trinz INJ 819MG. The requested documentation was submitted by the pharmacy 
representative on 8/25/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.    

23. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 8/18/26 to validate claims 
associated with Uzedy INJ 200MG. The requested documentation was submitted by the pharmacy 
representative on 8/25/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.    

24. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 8/17/26 to validate claims 
associated with Abilify Asim INJ 960MG. The requested documentation was submitted by the pharmacy 
representative on 8/25/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.    

25. Optum Rx conducted a chart review audit for Northwest Clinic Pharmacy on 8/20/26 to validate claims 
associated with Abilify Asim INJ 960MG. The requested documentation was submitted by the pharmacy 
representative on 8/25/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.    

26. Optum Rx conducted a chart review audit for Northeast Clinic Pharmacy on 8/21/26 to validate claims 
associated with Invega Sust INJ 156mg/ml. The requested documentation was submitted by the pharmacy 
representative on 8/25/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.          

27. Optum Rx conducted a chart review audit for Southeast Clinic Pharmacy on 8/25/26 to validate claims 
associated with Invega Trinz INJ 156ml. The requested documentation was submitted by the pharmacy 
representative on 8/31/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.    
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28. Optum Rx conducted a chart review audit for Southwest Clinic Pharmacy on 8/26/26 to validate claims 
associated with Abilify Asim INJ 960mg. The requested documentation was submitted by the pharmacy 
representative on 8/31/26. Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.   

29. Optum Rx conducted a chart review audit for Northwest Clinic Pharmacy on 8/28/26 to validate claims 
associated with Invega Trinz INJ 546mg. The requested documentation was submitted by the pharmacy 
representative on 8/31/26.  Optum Rx validated the claim with no errors identified, confirmed no 
overpayment, and determined that no recoupment is required from the pharmacy.   
 

External Program Specific Audits: 
 

1. City Houston Housing and Community Development Department (HCDD) (May 7, 2026): On June 3, 
2026, the agency received notice of the completed HCDD limited scope review of the Independent 
Living Main Street program. The review evaluated compliance with applicable federal, state, local, and 
program requirements.  The review concluded with no findings, confirming compliance with all 
applicable requirements. 

2. Texas Health and Human Services (HHSC)-Zero Suicide Annual Site Visit (July 6-10): The Zero 
Suicide Visit was conducted July 6-10, 2026, to assess compliance with Zero Suicide standards, 
including clinical practices, documentation, and quality improvement efforts. The results of the review 
are pending, and Regulatory Compliance is following up with the program regarding the outcome.  

3. Texas Health & Human Services (HHSC) (June 9,2026): On June 9, 2026, notification was received 
from HHSC regarding the Mental Health Quality Management Comprehensive Review, scheduled for 
September 14-18,2026. The review included a comprehensive desk review and onsite assessment of 
operations, medical services, quality management, environment, personnel, and applicable program 
areas, including crisis facilities, the Diversion Center, and State Hospital Step-Down services.  

4. Texas Health and Human Services Commission (HHSC)- Pasadena Cottage B Inspection (July 16, 
2026): HHSC conducted an inspection at the Pasadena Cottage B location on July 16, 2026, with an 
exit date of August 14, 2026. The inspection included a review of allegations related to admission, 
transfer, and discharge rights. All allegations were determined were determined to be unsubstantiated, 
and no citations were issued. 

5. Texas Health & Human Services (HHSC) Life Safety Code-Westbury House (August 26, 2026):  
HHSC conducted an onsite Life Safety Code follow-up survey at Westbury House to assess 
compliance with state licensure and federal ICF/IID Medicare/Medicaid participation requirements. 
The facility met state licensure requirements and was found to be in substantial compliance with 
federal participation requirements. 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Home and Community-Based Services (HCS) Q4 Comprehensive Review 

Review Dates: July 24, 2026- September 1, 2026 

   
 

 

I. Audit Type: 
Comprehensive Program Compliance Audit (Plan of Improvement Follow-Up Review / Q3 FY 2026 Data) 
 

II. Purpose: 
This comprehensive review assessed the Home and Community-based Services (HCS) program's compliance 
with federal, state, and internal agency requirements. The audit evaluated compliance with specific Texas 
Administra�ve Code (TAC) rules—including 26 Tex. Admin. Code § 262.103, § 262.501, § 301.361, § 262.701, 
§ 331.5, § 331.7, § 331.11, and § 331.21—governing applicant enrollment, program transfers, and LIDDA 
service coordina�on and documenta�on responsibili�es. Addi�onally, the review examined core program 
opera�ons, personnel requirements, and documenta�on standards to ensure Type A and Type B encounters 
were billed and coded correctly. 
 

III. Audit Method: 
Program leadership provided client and employee rosters for the 3rd Quarter of FY 2026 (March 1, 2026 – 
May 31, 2026), from which Compliance u�lized Excel randomiza�on func�ons to select a sample of 10 client 
records and 10 employee records for the regulatory aspect of the audit, while expanding the sample to 21 
clients for the coding, clinical documenta�on, and billing components. Compliance also developed 
appropriate review tools to evaluate adherence to applicable program requirements across all these 
reviewed domains. 
 

IV. Audit Findings/History: 
The HCS program demonstrated exemplary performance, achieving an impressive combined Regulatory and 
Coding/Billing overall compliance score of 98.01%, with Personnel achieving a perfect 100%, Client Records 
at 99.76%, and Coding/Clinical Documenta�on at 96.91%. However, a cri�cal subset botleneck was 
iden�fied within Reimbursement Valida�on, which scored at 78.92% due to unsupported or unauthorized 
services. We iden�fied a persistent documenta�on lag where progress notes missed the mandatory two-
business-day comple�on deadline, which failed to fully ensure that entries were �mely and suppor�ve of the 
service rendered. Addi�onally, an audit finding iden�fied significant discrepancies within the reimbursement 
valida�on component, where specific claims were processed for unsupported or unauthorized services due 
to underlying clinical documenta�on deficiencies. 
 

V. Recommenda�ons: 
The program should con�nue to review client documenta�on for compliance with regulatory standards, 
provide periodic targeted training based on self-monitoring results, and ensure employees remain current on 
all training courses and policy acknowledgements. Program leadership should con�nue implemen�ng the 
previous POI protocols, more frequently monitor the documenta�on of services, and consult with PI to 
develop addi�onal strategies to resolve deficiencies noted during this review. 
 

VI. Correc�ve Ac�ons: 
Compliance has issued Plan of Improvement (POI) requests to the program managers. Compliance will meet 
with the program managers and conduct formal follow-up evalua�ons at the 90-day and 180-day marks to 
monitor their progress and evaluate their success in achieving their POI goals. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Home and Community-Based Services 
Comprehensive Review 

 
Compliance Auditor(s): Lacee Gilbert, Obiageri Pickens, Meredith Greene 
 
Review Dates: July 24, 2026- September 1, 2026 

Purpose 
 The purpose of this review was to assess whether the HCS program successfully implemented the plan of 
improvement submitted to the compliance department concerning the following Texas Administrative Code 
(Tex. Admin. Code) rules: Process for Enrollment of Applicants 26 Tex. Admin. Code § 262.103 (t); Process for 
Individual to Transfer to a Different Program Provider of FMSA 26 Tex. Admin. Code § 262.501 (a); HCS 26 Tex. 
Admin. Code § 263  LIDDA Requirements for Providing Service Coordination in the elating to Documentation of 
Service Provision; Code §§ 262.701 (f), (h)(3-4), (j)(8), (k), (l), and (m); Definitions 26 Tex. Admin. Code § 331.5 
(33) (B-C); Eligibility 26 Tex. Admin. Code § 331.7 (a)(1); LIDDA’s Responsibilities 26 Tex. Admin. Code §§ 331.11 
(a), (b)(1)(A), (c)(1-2), and (d)(1-2); and Documentation of Service Coordination § 331.21 (a)(3).  
 
 

Methods 
Program leadership provided client and employee rosters for the 3rd Quarter of FY 2026 (March 1, 2026 – 
May 31, 2026), from which Compliance utilized Excel randomization functions to select a sample of 10 client 
records and 10 employee records for the regulatory aspect of the audit, while expanding the sample to 21 
clients for the coding, clinical documentation, and billing components. Compliance also developed appropriate 
review tools to evaluate adherence to applicable program requirements across all these reviewed domains. 

 
Findings 

The HCS program showed exemplary performance across many elements included in this comprehensive 
review, achieving a combined Regulatory and Coding/Billing overall compliance score of 98.01%. This review 
demonstrates that the HCS program has instituted effective leadership, supervision, and oversight practices to 
ensure compliance with regulatory standards. Although compliance was strong, deficiencies were identified 
that necessitate corrective action within the clinical documentation (Note Completeness) and billing 
(Reimbursement) categories. 
 
 
Client Records: 99.76% 
 
HCS demonstrated commendable performance in the clinical review, achieving a near-perfect score of 99.76% 
in Client Records, which deserves great praise and reflects their hard work.  
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Personnel: 100% 
 
The HCS personnel review achieved a 100% compliance score, demonstrating strong adherence to applicable 
personnel requirements. The review assessed areas including employee qualifications, required training, 
personnel documentation, background checks, and performance evaluations. Overall records were well 
maintained and demonstrated effective program oversight and compliance with established requirements. 
 Completion of agency-mandated training courses, including: 
 
Coding and Clinical Documentation Score: 96.91% 
 
During this review, the Coding and Clinical Documentation domain demonstrated overall compliance; however, 
deficiencies were identified that contributed to score reduction and present compliance risk. 
Specifically, findings were noted in progress note completeness; documentation failed to fully ensure that 
entries were complete, accurate, timely, and supportive of the service rendered. While other domains 
maintain high compliance, these specific gaps indicate a need for improved documentation integrity to fully 
support the billed services under Medicaid requirements. 
 
Key findings include missing or incomplete documentation for the following requirements:  

o Note Completeness (CMS Guidelines, 26 Tex. Admin. Code § 301.361)  
 
Operations (Billing) Findings – 95.62% 
 
The Billing review demonstrated a strong level of compliance across the HCS programs, with most claims 
accurately reflecting payer requirements, provider information, coding accuracy, and billing components. Most 
areas achieved scores above the 95% threshold score, indicating effective billing processes and adherence to 
regulatory guidelines. 
However, specific findings were identified within the reimbursement component that contributed to the 
overall compliance score reduction. Addressing these reimbursement gaps will be critical to ensuring full 
financial compliance and optimizing future claim accuracy. 

 
Key findings include missing or incomplete documentation for the following requirements: 

o Reimbursement Validation: Discrepancies were identified in reimbursement validation due to 
unsupported or unauthorized services and documentation deficiencies (1 Tex. Admin. Code § 
355.743 (D)(1–2)) (78.92%) 

 
 

 
 

Recommendations 
The program should continue to review client documentation for compliance with regulatory standards, 
provide periodic targeted training based on self-monitoring results, and ensure employees remain current on 
all training courses and policy acknowledgements. Program leadership should continue implementing the 
previous POI protocols, more frequently monitor the documentation of services, and consult with PI to 
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develop additional strategies to resolve deficiencies noted during this review. The Vice President of the IDD 
Division and the HCS Program Directors must sign and return this report to Compliance within seven (7) days. 

 
Management Response 
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We will continue to review records regularly to maintain all contractual requirements are met and remain in 

compliance.
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Signature Page 
 

X  
Lacee Gilbert, Regulatory Compliance Auditor 

 

X          
Obiageri Pickens, Medical Coding Auditor  

X          
Annie Cuba, Director – IDD Authority Services 

 

X 
Randi Garza, Program Director V 

 

X         
Crystal Almaguer, Program Manager III 

 

X 
Evanthe Collins, VP – IDD Services 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Texas Home Living Program (TxHmL) Q4 Comprehensive Review 

Review Dates: July 24, 2026 – August 28, 2026 

   
 

 

I. Audit Type: 
Comprehensive Program Compliance Audit (Q4 Review / Q3 FY 2026 Data) 
 

II. Purpose: 
This comprehensive review assessed the Texas Home Living (TxHmL) program's compliance with federal, state, 
and internal agency requirements. The audit evaluated compliance with specific Texas Administra�ve Code (TAC) 
rules—including 26 Tex. Admin. Code § 262.103, § 262.501, § 301.361, § 262.701, § 331.5, § 331.7, § 331.11, and 
§ 331.21—governing applicant enrollment, program transfers, and LIDDA service coordina�on and documenta�on 
responsibili�es. Addi�onally, the review examined core program opera�ons, personnel requirements, and 
documenta�on standards to ensure Type A and Type B encounters were billed and coded correctly. 
 

III. Audit Method: 
Program leadership provided client and employee rosters for the 3rd Quarter of FY 2026 (March 1, 2026 – May 31, 
2026), from which Compliance u�lized Excel randomiza�on func�ons to select a sample of 10 client records and 
10 employee records for the regulatory aspect of the audit, while expanding the sample to 21 clients for the 
coding, clinical documenta�on, and billing components. Compliance also developed appropriate review tools to 
evaluate adherence to applicable program requirements across all these reviewed elements. 
 

IV. Audit Findings/History: 
TxHmL demonstrated a strong baseline score of 94.55%, with Personnel at 99%, Billing at 97.53%, Client Records 
at 95.24%, and Coding/Clinical Documenta�on at 90.18%. However, a cri�cal subset botleneck was iden�fied 
within Reimbursement Valida�on, which scored at 78.92% due to unsupported services. We iden�fied that 
mul�ple IDD Face-to-Face encounters used incorrect Type B codes instead of required Type A codes. Addi�onally, 
an audit finding iden�fied that Type B support encounters were submited without the required matching 
monthly Type A face-to-face visit. We iden�fied a persistent documenta�on lag across TxHmL where progress 
notes missed the two-business-day deadline. Finally, an audit finding iden�fied that case records lacked 
documented evidence of the Service Coordinator monitoring client goal progress, tracking service sa�sfac�on, 
transferring enrollment files, or comple�ng 30-day pre-expira�on IPC/PDP updates. 
 

V. Recommenda�ons: 
The program should con�nue to review client documenta�on for compliance with regulatory standards, provide 
periodic targeted training based on self-monitoring results, and ensure employees remain current on all training 
courses and policy acknowledgements. Program leadership should con�nue implemen�ng the previous POI 
protocols, more frequently monitor the documenta�on of services, and consult with PI to develop addi�onal 
strategies to resolve deficiencies noted during this review. 
 

VI. Correc�ve Ac�ons: 
Compliance has issued Plan of Improvement (POI) requests to the program managers. Compliance will meet with 
the program managers and conduct formal follow-up evalua�ons at the 90-day and 180-day marks to monitor 
their progress and evaluate their success in achieving their POI goals. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Texas Home Living Program (TxHmL) 
Comprehensive Review 

 
Compliance Auditor(s): Lacee Gilbert, Obiageri Pickens, Meredith Greene 
 
Review Dates: July 24, 2026- August 28, 2026 

Purpose 
 The purpose of this Comprehensive review was to assess whether the TxHmL program was compliant with 
applicable federal and state requirements, agency policies and procedures and established program 
requirements.  The review evaluated key areas of program operations, including personnel requirements, 
client records, service coordination, documentation, and overall program oversight.                                                 
Applicable requirements reviewed included: Texas Administrative Code (Tex. Admin. Code) rules: Process for 
Enrollment of Applicants 26 Tex. Admin. Code § 262.103 (t); Process for Individual to Transfer to a Different 
Program Provider of FMSA 26 Tex. Admin. Code § 262.501 (a); LIDDA Requirements for Providing Service 
Coordination in the TxHmL Program 26 Tex. Admin. Tex. Admin. Code § 301.361 relating to Documentation of 
Service Provision; Code §§ 262.701 (f), (h)(3-4), (j)(8), (k), (l), and (m); Definitions 26 Tex. Admin. Code § 331.5 
(33)(B-C); Eligibility 26 Tex. Admin. Code § 331.7 (a)(1); LIDDA’s Responsibilities 26 Tex. Admin. Code §§ 331.11 
(a), (b)(1)(A), (c)(1-2), and (d)(1-2); and Documentation of Service Coordination § 331.21 (a)(3).  
 

Methods 
Program leadership provided client and employee rosters for the 3rd Quarter of FY 2026 (March 1, 2026 – May 
31, 2026), from which Compliance utilized Excel randomization functions to select a sample of 10 client records 
and 10 employee records for the regulatory aspect of the audit, while expanding the sample to 21 clients for 
the coding, clinical documentation, and billing components. Compliance also developed appropriate review 
tools to evaluate adherence to applicable program requirements across all these reviewed elements. 

 
Findings 

TxHmL demonstrated a highly successful baseline in this comprehensive review, capturing an impressive 
combined Regulatory and Coding/Billing score of 94.55%. This high mark stands as clear proof that leadership 
and oversight structures are operating at a premium level. Yet, even with such a strong foundation, the audit 
spotlighted a critical bottleneck: minor documentation gaps within HCPCS code selection, Type A/Type B 
tracking, note completeness, progress logs, and Service Delivery and Satisfaction records directly disrupted the 
program's ultimate financial recovery and reimbursement. 
 
Detailed findings are presented below: 
 
Personnel: 99% 
 
The TxHmL personnel review achieved a 99% compliance score, demonstrating strong adherence to applicable 
personnel requirements. The review assessed employee qualifications, required training, personnel 
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documentation, background checks, and performance evaluations. Overall, personnel records were well 
maintained and demonstrated effective program oversight and substantial compliance with the requirements 
evaluated.  

 
Client Records: 95.24% 
 
The TxHmL program demonstrated strong overall performance, achieving Client Records compliance score of 
95.24%. The review reflected effective program leadership, responsiveness, and program oversight. The 
majority of records reviewed demonstrated compliance with applicable requirements. Opportunities for 
improvement were identified within the client-record and billing and coding portions of the review. A Plan of 
Improvement (POI) is required for the identified client-record deficiency. 
 
Client Record Findings: 
 

• A LIDDA must provide to the selected program provider and FMSA, if applicable: copies of all 
enrollment documentation and associated supporting documentation, including relevant assessment 
results and recommendations; TEX ADMIN. CODE §262.103(t) §262.701 (f) 

• The individual's needs change: or (B) the individual, LAR or actively involved person, service provider, 
or other person provides relevant information indicating revision of the plan is appropriate. 
§331.11(A)(B)  

• A LIDDA must ensure that service coordination revises the plan using person-directed planning that is 
consistent with DADS Person Directed Planning Guidelines. §331.11(2)  

• When a service coordination becomes aware that a change to an individual's PDP or IPC may be 
needed, the service coordination must discuss the need for the change with the individual or LAR, the 
individual's program provider, and other appropriate persons. §262.701(k)  

• At least 30 calendar days before the expiration of an individual's IPC, the service coordination must: 
update the individual's PDP with the individual's service planning team; and §262.701(l)(1)  

• If the individual receives a TxHmL Program service or a CFC service from a program provider, submit to 
the program provider and the individual or LAR:(A) the updated PDP; and §262.701(l)(2)(A)  

• If CFC PAS/HAB is included on the PDP, a copy of the completed HHSC HCS/TxHmL CFC PAS/HAB 
Assessment form. §262.701(l)(2)(B) 

• A service coordination must:(1) complete the HHSC TxHmL Service Coordination Notification form with 
the individual or LAR and provide a copy of the completed form to the individual or LAR: (A) upon 
receipt of HHSC approval of the enrollment of the individual; §262.701(m) 

Coding and Clinical Documentation Score: 90.18% 
 
During this review, the Coding and Clinical Documentation domain demonstrated overall strong compliance, 
though deficiencies were identified that contributed to score reductions and compliance risks. Specifically, 
findings in HCPCS code selection, Type A/Type B documentation, note completeness, progress, and service 
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delivery and satisfaction limited the demonstration of individualized care and impacted program 
reimbursement under Medicaid requirements.  
Key findings include missing or incomplete documentation for the following requirements:  
 

• HCPCS Accuracy: (CMS / AMA CPT Editorial Panel for CPT Guidelines)  
• Note Completeness: (CMS Guidelines, 26 Tex. Admin. Code § 301.361) 
• TYPE A/B : Texas Health and Human Services for T1017, 26 TAC §262.701 
• Progress: Documentation reflects progress toward identified goals and outcomes 26 TAC §262.701, 

Texas Health and Human Services for T1017 
• Svc Del. & Sat.: Documentation reflects the individual's satisfaction with services received 26 TAC 

§262.70, Texas Health and Human Services for T1017 
 

Operations (Billing) Findings – 97.53% 
The Billing review demonstrated a strong level of compliance across the TxHmL programs, with most claims 
accurately reflecting payer requirements, provider information, and general billing components. Most areas 
achieved near perfect or perfect scores, indicating effective billing processes and adherence to regulatory 
guidelines. 
However, specific areas for improvement were identified within the code selection and reimbursement 
components that contributed to the overall compliance score reduction. Addressing these coding errors will 
be critical to resolving the impacted reimbursement and ensuring full financial compliance moving forward. 

 
Key findings include missing or incomplete documentation for the following requirements:  

 
• HCPCS Accuracy (AMA CPT 2024; CMS Claims Processing Manual) 
• Reimbursement Validation: Discrepancies were identified in reimbursement validation due to 

unsupported or unauthorized services and documentation deficiencies (1 Tex. Admin. Code § 
355.743 (D)(1–2)) (78.92%) 

 
Recommendations 

The program should continue to review client documentation for compliance with regulatory standards, 
provide periodic targeted training based on self-monitoring results, and ensure employees remain current on 
all training courses and policy acknowledgements. Program leadership should continue implementing the 
previous POI protocols, more frequently monitor the documentation of services, and consult with PI to 
develop additional strategies to resolve deficiencies noted during this review. The Vice President of the IDD 
Division and the TxHmL Program Directors must sign and return this report to Compliance within seven (7) 
days. 
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Management Response 
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Signature Page 
 

X 
Lacee Gilbert, Regulatory Compliance Auditor 

 

X          
Obiageri Pickens, Medical Coding Auditor  

X          
Annie Cuba, Director – IDD Authority Services  

 

X 
Winne Peters, Program Manager III 

 

X         
Evanthe Collins, Div VP – IDD Services 

 

X         
Click or tap here to enter text. 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Medica�on Training and Support (MTS) Four Programs 

Review Dates: 7/17/2026 – 8/27/2026 

   
 

 

I. Audit Type: 
Focus Audit 
 

II. Purpose: 
To evaluate program compliance with Texas Medicaid, Texas Medicaid and Healthcare Partnership, and Texas 
Administra�ve Code requirements—specifically Title 26 of the Texas Administra�ve Code Sec�ons 306.315, 
301.353, and 301.361—governing clinical documenta�on accuracy, service authoriza�on, and billing 
compliance for Medica�on Training and Support services. 
 

III. Audit Method: 
The Compliance Department conducted an audit of Medica�on Training and Support (MTS) services by 
pulling a client roster from the Epic Electronic Health Record (EHR) system for the third quarter of Fiscal Year 
2026, which ran from March 1, 2026, through May 31, 2026. U�lizing an audit tool developed by the 
Compliance Department, the team used Epic’s repor�ng func�onality to generate a list of completed 
encounters and applied a random sampling methodology to select specific cases for review. Out of the 123 
total encounters randomly selected and audited, the sample was distributed across four programs: 50 from 
the New Start Program, 30 from the Southwest Mental Health Child Program, 30 from the Neuropsychiatry 
Center Psychiatric Emergency Services (NPC PES) Program, and 13 from the TCOOMMI JR Program. 
 

IV. Audit Findings/History: 
The Medica�on Training and Support (MTS) review resulted in an overall compliance score of 91.23%, which 
fails to meet the established 95.00% threshold due to cri�cal deficiencies in coding, documenta�on, and 
billing prac�ces. While the TCOOMMI JR Program achieved excep�onal compliance at 99.54% with zero 
errors, and the Southwest Child Program passed the threshold at 96.37% despite minor consent issues, the 
other two programs dragged down the overall score. Specifically, the New Start Program failed with a 90.09% 
score due to poor HCPCS documenta�on and cloned notes, while the NPC PES Program performed the worst 
at 75.73% because of severe gaps in �me-based logging and progress notes. Collec�vely, these 
documenta�on vulnerabili�es across the failing programs significantly increase the organiza�on's risk for 
insurance claim denials, financial recoupments, and poten�al false claim viola�ons. 
 

V. Recommenda�ons: 
It is recommended that the underperforming programs strengthen internal monitoring, mandate targeted 
staff training on �me-based documenta�on and coding, and submit a mandatory Plan of Improvement to 
eliminate the risk of claim denials or fund recoupments. 
 

VI. Correc�ve Ac�ons: 
The four programs commit to achieving full compliance by October 31, 2026 by u�lizing the Specific, 
Measurable, Achievable, Relevant, and Time-Bound framework to deliver 1-on-1 template retraining with 
leadership note reviews for the New Start program, remove the Medica�on Training and Support service 
code en�rely alongside mandatory documented staff training for the Neuropsychiatry Center Psychiatric 
Emergency Services program, and validate the permanent template fix previously implemented in the 
Southwest Mental Health Child program. 
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Compliance Department (Compliance) Review Report 
Fourth Quarter (Qtr.) of Fiscal Year (FY) 2026 

Four Programs 
                                       Medication Training and Support (MTS) Coding, Documentation, and Billing 

Compliance Review 
 

1 | Medication Training and Support Review Q4 FY 2026 

 

 
Compliance Auditor(s): Obiageri Pickens 
 
Review Dates: 7/17/2026 – 8/27/2026 

Purpose 

This review was conducted to evaluate compliance with applicable federal and state regulations, Texas Medicaid 

requirements, Texas Administrative Code (Tex. Admin. Code) requirements, Texas Medicaid & Healthcare Partnership 

(TMHP) billing requirements, 26 Tex. Admin. Code § 306.315 relating to Medication Training and Support Services, 26 

Tex. Admin. Code § 301.353 relating to Provider Responsibilities for Treatment Planning and Service Authorization, 26 

Tex. Admin. Code § 301.361 relating to Documentation of Service Provision, and applicable agency policies and 

procedures governing Medication Training and Support (MTS) services. The review focused on coding, documentation, 

and billing compliance in the areas of Current Procedural Terminology/Healthcare Common Procedure Coding System 

(CPT/HCPCS) documentation, medical necessity, progress note requirements, consent for services, copy-and-paste 

(cloning) practices, total time-based documentation, authorization requirements, billing accuracy, reimbursement 

requirements, and provider credentialing and approval requirements. 

Methods 

 
A client roster for individuals receiving Medication Training and Support (MTS) services during the Third Quarter (Q3) of 
Fiscal Year (FY) 2026 (March 1, 2026, through May 31, 2026) was obtained from the Epic Electronic Health Record (EHR) 
system for review. A random sampling methodology was utilized to select encounters for review. Epic EHR reporting 
functionality was used to generate a list of completed Medication Training and Support encounters during the review 
period, from which encounters were randomly selected. A total of 123 encounters were reviewed. The sample included 
30 encounters from the Neuropsychiatry Center Psychiatric Emergency Services (NPC PES) Program, 13 encounters from 
the Texas Correctional Office on Offenders with Medical or Mental Impairments Juvenile Rehabilitation Program 
(TCOOMMI JR), 30 encounters from the Southwest Mental Health Child Program, and 50 encounters from the New Start 
Program. The review was conducted using an audit tool developed by the Compliance Department. 

 
Findings 

 

The Medication Training and Support (MTS) review resulted in an overall compliance score of 91.23%, which falls below 

the established compliance threshold of 95.00%. The review identified deficiencies in Coding/documentation and billing 

practices that may affect service authorization, reimbursement, and the supportability of claims submitted for payment. 

While compliance performance varied among the programs reviewed, the most significant deficiencies were 

concentrated within the Neuropsychiatry Center (NPC) Psychiatric Emergency Services Program and the New Start 

Program. 
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Detailed findings contributing to these scores are summarized below. 

 NPC PES Program Findings – 75.73% 

The Neuropsychiatry Center Psychiatric Emergency Services Program demonstrated deficiencies in Current Healthcare 

Common Procedure Coding System (HCPCS) documentation, progress note documentation, and total time-based 

documentation. These deficiencies increase the risk that services billed may not be adequately supported by the clinical 

record, which may impact service authorization and reimbursement. 

Southwest Mental Health Child Program Findings – 96.37% 

The Southwest Mental Health Child Program demonstrated deficiencies in Consent for Services documentation and 

Healthcare Common Procedure Coding System (HCPCS) documentation. Although the program exceeded the established 

compliance threshold, improvements are needed to ensure service authorization requirements and documentation 

expectations are consistently met. 

New Start Program Findings – 90.09% 

The New Start Program demonstrated deficiencies in Healthcare Common Procedure Coding System (HCPCS) 

documentation, copy-and-paste (cloning) practices, and progress note documentation. These deficiencies increase the 

risk of inconsistencies between documented services and billed services and may impact reimbursement and 

compliance. 

TCOOMMI JR Program Findings – 99.54% 

The Texas Correctional Office on Offenders with Medical or Mental Impairments Juvenile Rehabilitation Program 
demonstrated exceptional compliance with documentation and billing requirements, with no deficiencies identified 
during the review. 
 
In contrast to the fully compliant Juvenile Rehabilitation program, the remaining three audited programs demonstrated 
several deficiencies that have the potential to impact service authorization, reimbursement, and claim supportability. 
Specifically, the vulnerabilities associated with Current Procedural Terminology/Healthcare Common Procedure Coding 
System (CPT/HCPCS) documentation, progress notes, copy-and-paste practices, consent requirements, and total time-
based documentation across those specific sites increase the collective risk of claim denials, recoupments, and potential 
false claim concerns. 

Recommendations 
It is recommended that the Neuropsychiatry Center Psychiatric Emergency Services Program, Southwest Mental Health 
Child Program, and New Start Program strengthen internal monitoring processes to ensure compliance with 
documentation and billing requirements associated with Medication Training and Support (MTS) services. Attention 
should be given to Current Procedural Terminology/Healthcare Common Procedure Coding System (CPT/HCPCS) 
documentation, consent requirements, copy-and-paste (cloning) practices, progress note documentation, and total 
time-based documentation. Program leadership should provide additional staff training and ongoing oversight to ensure 
services are accurately documented, appropriately supported by the clinical record, and compliant with applicable 
regulatory and billing requirements. 
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The deficiencies identified during this review may impact service authorization, reimbursement, and claim 
supportability. Compliance with documentation and billing standards should be routinely monitored to reduce the risk 
of claim denials, recoupments, and potential false claim concerns. 
A Plan of Improvement (POI) is required for all elements that did not meet the established compliance threshold of 
95.00%. Compliance will assess each program's progress toward implementation and completion of corrective actions 
within 90 – 180 days of issuance of this report. The Vice President, Director, and Program Managers are required to sign 
and return both this report and the completed Plan of Improvement to the Compliance Department within seven (7) 
business days of receipt of this report. 

 
Management Response 
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The findings were reviewed with NPC nursing leadership, and nursing leadership has decided to discontinue use of the MTS service code. 

Moving forward, nursing staff will no longer utilize this service code. Nursing leadership is actively retraining staff on applicable 

documentation and billing requirements and will conduct monthly chart audits to monitor ongoing compliance. 

I agree with the findings and our team is actively working to implement all corrective actions outlined in the Plan of Improvement (POI)

Staff were retrained on using MTS service code.  Staff were billing MTS when discussing diagnosis and failed to document discussions 

around medication usage. 

Team meeting was held and audit results were reviewed to discuss billing, service, and coding errors.  Ongoing training with staff for the next

 quarter related to MTS notes will be conducted to ensure services are being provided and correct coding is being entered for the service.
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Signature Page 
 

X              
Compliance Auditor – Obiageri Pickens 
          

 
X 
Director Social Services – Darchel Richards 

 
X 
VP Crisis Services – Kimberly Kornmayer 

 
X 
Director Forensic Juvenile Justice Svcs – Samuel Means 

 
X              
VP Forensic Services – Seam McElroy 
          

X 
Director CAS – Tiffanie Williams-Brooks 

 
X 
Director AMH – Jennifer Boswell 

 
X 
Practice Manager V – Shannon Chenier 

 

X              
VP Behavioral Health Services – Lance Britt 
          

 
X 
Practice Manager V – Raul Ureste 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
                Skills Training and Development Coding, Documenta�on, and Billing Compliance Review 

Four Programs 
Review Dates: 7/17/2026 – 8/26/2026 

   
 

 

I. Audit Type: 
Focus Audit 
 

II. Purpose: 
This review evaluated compliance with federal and state regula�ons, Texas Medicaid and Texas Medicaid & 
Healthcare Partnership (TMHP) billing requirements, internal agency policies, and specific Texas 
Administra�ve Code (TAC) standards—including 26 Tex. Admin. Code § 306.319, § 301.353, and § 301.361—
governing Skills Training, treatment planning, and documenta�on. The audit focused on key billing and 
coding areas, including Healthcare Common Procedure Coding System (HCPCS) and Current Procedural 
Terminology (CPT) coding, medical necessity, progress notes, service consents, copy-and-paste (cloning) 
prac�ces, �me-based tracking, authoriza�ons, billing accuracy, reimbursement, and provider creden�aling. 
 

III. Audit Method: 
The Compliance Department used an internal audit tool to randomly sample 150 completed Skills Training 
and Development encounters from the Epic EHR system for Q3 FY2026 (March 1 to May 31, 2026). The 
audited sample consisted of 41 encounters from the Early Onset Psychosis Program, 40 from the Southwest 
Behavioral Health Specialty Services Program, 37 from the Northeast Child, Youth and Family Wellness 
Center Program, and 32 from the Youth Empowerment Services (YES) Waiver Program. 
 

IV. Audit Findings/History: 
The review yielded an excep�onal overall compliance score of 98.02%, successfully exceeding the 95.00% 
threshold across all four audited programs. The Compliance Department commends the program leadership 
and staff for exceeding expecta�ons and demonstra�ng a strong commitment to quality billing prac�ces. 
However, minor deficiencies were iden�fied in Care Plans, Healthcare Common Procedure Coding System 
(HCPCS) coding, and Service Consents. If le� unaddressed, these limited gaps s�ll carry minor financial risks 
that could result in service authoriza�on delays or insurance claim denials. 
 

V. Recommenda�ons: 
It is recommended that leadership and staff be commended for their outstanding performance while 
con�nuing to strengthen internal monitoring, ongoing oversight, and rou�ne staff educa�on to maintain 
these high standards and eliminate minor risks related to claim supportability. 
 

VI. Correc�ve Ac�ons: 
The four programs commit to maintaining full compliance by October 31, 2026 by u�lizing the Specific, 
Measurable, Achievable, Relevant, and Time-Bound framework to deliver targeted staff educa�on on Plan of 
Care elements, refine coding consistency workflows, and ensure all required Consent for Services 
documenta�on remains current and complete. 
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 Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Four Programs 
                Skills Training and Development Coding, Documentation, and Billing Compliance Review 

 

1 | Skills Training and Development Review 4th Qtr FY 2026 

 

Compliance Auditor(s): Obiageri Pickens 
 
Review Dates: 7/17/2026 – 8/26/2026 

Purpose 

This review was conducted to evaluate compliance with applicable federal and state regulations, Texas Medicaid 

requirements, Texas Administrative Code (Tex. Admin. Code) requirements, Texas Medicaid & Healthcare Partnership 

(TMHP) billing requirements, 26 Tex. Admin. Code § 306.319 relating to Skills Training and Development Services, 26 

Tex. Admin. Code § 301.353 relating to Provider Responsibilities for Treatment Planning and Service Authorization, 26 

Tex. Admin. Code § 301.361 relating to Documentation of Service Provision, and applicable agency policies and 

procedures governing Skills Training and Development services. The review focused on coding, documentation, and 

billing compliance in the areas of Current Procedural Terminology/Healthcare Common Procedure Coding System 

(CPT/HCPCS) documentation, medical necessity, progress note requirements, consent for services, copy-and-paste 

(cloning) practices, total time-based documentation, authorization requirements, billing accuracy, reimbursement 

requirements, and provider credentialing and approval requirements. 

Methods 
 

A client roster for individuals receiving Skills Training and Development services during the Third Quarter (Q3) of Fiscal 
Year (FY) 2026 (March 1, 2026, through May 31, 2026) was obtained from the Epic Electronic Health Record (EHR) 
system for review. A random sampling methodology was utilized to select encounters for review. Epic EHR reporting 
functionality was used to generate a list of completed Skills Training and Development encounters during the review 
period, from which encounters were randomly selected. 
A total of 150 encounters were reviewed. The sample included 32 encounters from the YES Waiver Program, 41 
encounters from the Early Onset Psychosis Program, 37 encounters from the Northeast Child, Youth and Family 
Wellness Center Program, and 40 encounters from the Southwest Behavioral Health Specialty Services Program. The 
review was conducted using an audit tool developed by the Compliance Department. 

 
Findings 

The Skills Training and Development Coding, Documentation, and Billing Compliance Review resulted in an overall 

compliance score of 98.02%, which exceeds the established compliance threshold of 95.00%. The review demonstrated 

strong compliance with applicable coding, documentation, and billing requirements across all programs reviewed. 

Deficiencies identified during the review were limited and primarily involved Plan of Care documentation, Current 

Procedural Terminology/Healthcare Common Procedure Coding System (CPT/HCPCS) documentation, and Consent for 

Services requirements. 

Detailed findings contributing to these scores are summarized below.  

YES Waiver Program Findings – 98.57% 
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The YES Waiver Program demonstrated strong compliance with documentation and billing requirements. The only 

deficiency identified during the review involved Wraparound Plan documentation. Although the program exceeded the 

established compliance threshold, improvements are needed to ensure all required Plan of Care elements are 

consistently completed and maintained within the medical record. 

Early Onset Psychosis Program Findings – 98.02% 

The Early Onset Psychosis Program demonstrated strong compliance with documentation and billing requirements. The 

only deficiency identified during the review involved Current Procedural Terminology/Healthcare Common Procedure 

Coding System (CPT/HCPCS) documentation. While the program exceeded the established compliance threshold, 

additional monitoring is recommended to ensure services are documented and coded consistently in accordance with 

regulatory and billing requirements. 

Northeast Child, Youth and Family Wellness Center Program Findings – 96.44% 

The Northeast Child Youth and Family Wellness Center Program demonstrated strong overall compliance. The only 

deficiency identified during the review involved Consent for Services documentation. Although the program exceeded 

the compliance threshold score, improvements are needed to ensure consent requirements are consistently 

documented and maintained in accordance with agency policy and regulatory requirements. 

Southwest Behavioral Health Specialty Services Program Findings – 98.40% 

The Southwest Behavioral Health Specialty Services Program demonstrates strong compliance with documentation and 

billing requirements. The only deficiency identified during the review involved Consent for Services documentation. 

Although the program exceeded the established compliance threshold score, additional monitoring is recommended to 

ensure consent documentation remains current and complete. 

The Compliance Department commends the leadership and staff of the YES Waiver Program, Early Onset Psychosis 

Program, Northeast Child, Youth, and Family Wellness Center Program, and Southwest Behavioral Health Specialty 

Services Program for their outstanding performance during this review period and for exceeding compliance 

expectations. Their commitment to quality documentation, coding, and billing practices contributed significantly to the 

overall success of this audit. While overall compliance was strong, deficiencies related to Plan of Care documentation, 

Current Procedural Terminology/Healthcare Common Procedure Coding System (CPT/HCPCS) documentation, and 

Consent for Services documentation were identified. These deficiencies may affect service authorization, 

reimbursement, and claim supportability, and increase the risk of claim denials when services are not fully supported by 

the clinical record. 
 
   

 
 
 
 
 

Docusign Envelope ID: B9E0D694-B3E6-8F53-834C-CD885A7076EF Page 91 of 262



 
 

3 | Skills Training and Development Review 4th Qrt FY 2026 

 

Recommendations 
 

It is recommended that the YES Waiver Program, Early Onset Psychosis Program, Northeast Child, Youth and Family 
Wellness Center Program, and Southwest Behavioral Health Specialty Services Program continue to strengthen internal 
monitoring processes to ensure compliance with documentation, coding, and billing requirements associated with Skills 
Training and Development services. Attention should be given to Plan of Care documentation, Current Procedural 
Terminology/Healthcare Common Procedure Coding System (CPT/HCPCS) documentation, and Consent for Services 
requirements. Program leadership should provide ongoing oversight and staff education to ensure documentation 
remains complete, accurate, and compliant with applicable regulatory and agency requirements. The deficiencies 
identified during this review may impact service authorization, reimbursement, and claim supportability. Compliance 
with documentation, coding, and billing standards should be routinely monitored to reduce the risk of claim denials and 
reimbursement concerns. 
A Plan of Improvement (POI) is required for all elements that did not meet the established compliance threshold of 
95.00%. Compliance will assess each program's progress toward implementation and completion of corrective actions 
within 90-180 days of issuance of this report. The Vice President, Director, and Program Managers are required to sign 
and return both this report and the completed Plan of Improvement to the Compliance Department within seven (7) 
business days of receipt of this report. 

 
Management Response 
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We will proceed with POI

Will proceed.

We will proceed with POI

We will proceed with POI
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Signature Page 
 

X              
Compliance Auditor – Obiageri Pickens 
          
 

X 
Practice Manager – Rena Strope 

 
X 
Program Director – Stella Olise 

 
X 
Program Manager VI – Juan Cruz 

 

X              
Practice Manager – Tricia Novotny 
          

X 
Director CAS – Tiffanie Williams-Brooks 

 
X 
Director AMH & Specialty Services – Jennifer Boswell 

 
X 
VP Behavioral Health Service – Lance Britt 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Southwest Mental Health Child Program 

Coding, Documenta�on, and Billing Follow-Up Review 
Review Dates: 7/17/2026 – 8/28/2026 

   
 

 

I. Audit Type: 
Focus Audit 
 

II. Purpose: 
This review was conducted to evaluate the effec�veness of correc�ve ac�ons implemented in response to a 
previous Progress Note Completeness deficiency by assessing compliance with Title 26 of the Texas 
Administra�ve Code Sec�on 301.361, Evalua�on and Management coding standards, Texas Medicaid and 
Healthcare Partnership billing guidelines, and applicable agency clinical documenta�on policies 
 

III. Audit Method: 
A client roster for individuals receiving Evalua�on and Management (E/M) services during the Third Quarter 
(Q3) of Fiscal Year (FY) 2026 (March 1, 2026, through May 31, 2026) was obtained from the Epic Electronic 
Health Record (EHR) system for review. A random sampling methodology was u�lized to select encounters 
for review. Epic EHR repor�ng func�onality was used to generate a list of completed Evalua�on and 
Management service encounters during the review period, from which encounters were randomly selected. 
A total of 86 encounters were reviewed. The review was conducted using an audit tool developed by the 
Compliance Department. 
 

IV. Audit Findings/History: 
The follow-up review yielded an overall compliance score of 96.28%, successfully exceeding the 95.00% 
established compliance threshold score, and confirming that the correc�ve ac�ons have been implemented 
based on the results of your follow-up review. However, a new, isolated deficiency in Current Procedural 
Terminology documenta�on was iden�fied due to instances where the billed service code did not 
consistently align with the documented clinical interven�on. 
 

V. Recommenda�ons: 
It is recommended that the Southwest Mental Health Child Program con�nue its efforts to maintain 
compliance with Progress Note Completeness requirements while strengthening oversight of Current 
Procedural Terminology/Healthcare Common Procedure Coding System (CPT/HCPCS) documenta�on. 
Program leadership should ensure that billed service codes accurately correspond with the documented 
interven�on, service type, and progress note content maintained within the medical record. Ongoing staff 
educa�on and periodic internal monitoring should be implemented to ensure compliance with 
documenta�on and billing requirements. 
 

VI. Correc�ve Ac�ons: 
The Southwest Mental Health Child program commits to achieving full, comprehensive compliance by 
October 31 2026 by u�lizing the Specific, Measurable, Achievable, Relevant, and Time-Bound framework to 
provide immediate 1-on-1 staff educa�on on accurate coding alignment and strictly enforce exis�ng 
electronic documenta�on policies. 
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Compliance Auditor(s): Obiageri Pickens 
 
Review Dates: 7/17/2026 – 8/28/2026 

Purpose 
 

This follow-up review was conducted to evaluate corrective actions implemented in response to the Progress Note 

Completeness deficiency identified during the Southwest Mental Health Child Program audit conducted during the 

Second Quarter (Q2) of Fiscal Year (FY) 2026. The review was designed to assess compliance with 26 Tex. Admin. Code § 

301.361 relating to Documentation of Service Provision and applicable requirements governing progress note 

documentation, as well as Evaluation and Management (E/M) coding requirements. The review also evaluated 

compliance with applicable federal and state regulations, Texas Medicaid requirements, Texas Administrative Code (Tex. 

Admin. Code) requirements, Texas Medicaid & Healthcare Partnership (TMHP) billing requirements, and agency policies 

and procedures. The review focused on documentation, coding, and billing compliance to determine whether services 

were appropriately documented, supported by the clinical record, and accurately billed. 
 

Methods 
 

A client roster for individuals receiving Evaluation and Management (E/M) services during the Third Quarter (Q3) of 
Fiscal Year (FY) 2026 (March 1, 2026, through May 31, 2026) was obtained from the Epic Electronic Health Record (EHR) 
system for review. A random sampling methodology was utilized to select encounters for review. Epic EHR reporting 
functionality was used to generate a list of completed Evaluation and Management service encounters during the review 
period, from which encounters were randomly selected. A total of 86 encounters were reviewed. The review was 
conducted using an audit tool developed by the Compliance Department. 

 
Findings 

The Southwest Mental Health Child Program Follow-Up Review resulted in an overall compliance score of 96.28%, 

exceeding the established compliance threshold score of 95.00%. This follow-up review was conducted to assess 

corrective actions implemented in response to the Progress Note Completeness deficiency identified during the Q2 FY 

2026 audit. The Compliance Department commends the Southwest Mental Health Child Program for successfully 

addressing the previously identified deficiency. While the original deficiency was corrected, the review identified a 

deficiency related to Current Procedural Terminology/Healthcare Common Procedure Coding System (CPT/HCPCS) 

documentation. Instances were identified in which the billed service code did not consistently align with the 

documented intervention and progress note content. This deficiency may affect service authorization, reimbursement, 

and claim supportability by increasing the risk that billed services are not adequately supported by the clinical record. 

Recommendations 
 

It is recommended that the Southwest Mental Health Child Program continue its efforts to maintain compliance with 
Progress Note Completeness requirements while strengthening oversight of Current Procedural Terminology/Healthcare 
Common Procedure Coding System (CPT/HCPCS) documentation. Program leadership should ensure that billed service 
codes accurately correspond with the documented intervention, service type, and progress note content maintained 
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within the medical record. Ongoing staff education and periodic internal monitoring should be implemented to ensure 
compliance with documentation and billing requirements. 

 
Management Response 
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I agree with the findings and our team is actively working to implement all corrective actions outlined in the Plan of Improvement (POI). 
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Signature Page 

                                              
            
 
X              
Compliance Auditor – Obiageri Pickens 
          
 
 

X 
Practice Manager – Raul Ureste 

 

X 
Director CAS – Tiffanie Williams-Brooks 

 

X 
VP Behavioral Health Services – Lance Britt 

 
     

 
Click or tap here to enter text. 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Community First Choice (CFC) 

Review Dates: July 24,2026-september 10,2026 

   
 

 

I. Audit Type: 
Focus Audit 
 

II. Purpose: 
This review was conducted to ensure that services are appropriately documented, supported, and delivered 
in accordance with applicable program guidelines for Community First Choice (CFC). Ensuring compliance 
with Texas Health and Human Services Commission (HHSC) documenta�on and billing requirements, as well 
as compliance with Local Intellectual and Developmental Disability Authority (LIDDA), in accordance with 
Texas Administra�ve Code (TAC)   
 

III. Audit Method: 
A client roster of individuals receiving service coordination during the third quarter of fiscal year 2026 
(March 1, 2026 – May 31, 2026) was extracted from the Epic EHR system. The random sample selected for 
this audit consisted of 21 active clients, 10 service coordinators, and 50 service encounters. Compliance also 
developed appropriate review tools to evaluate adherence to applicable program requirements across all 
reviewed domains.  
 

IV. Audit Findings/History: 

The Community First Choice (CFC) program demonstrated strong overall performance during this review 
period, achieving an overall score of 97.91% exceeding the established 95% threshold score. Despite this 
strong performance, specific administra�ve deficiencies lowered the overall score. Coding/Clinical 
Documenta�on received (95.82%) while Billing received (100%) Deficiencies were iden�fied in 
documenta�on �meliness; Multiple progress notes failed to meet mandatory state timely submission 
requirements. There were also instances where documentation failed to verify monitoring of service 
delivery, progress, and satisfaction.  
 

V. Recommenda�ons: 
 It is recommended that the CFC program strengthens compliance oversight by implemen�ng rou�ne self-
monitoring processes to ensure �mely documenta�on, appropriate service monitoring, and alignment 
between clinical documenta�on and billed services. Documenta�on should be individualized, clearly reflect 
services rendered, and meet requirements for service coordina�on.                  
 

VI. Correc�ve Ac�ons: 
Following collabora�on with Performance Improvement (PI), the program submited a comprehensive Plan 
of Improvement (POI) to remediate all areas of deficiency. Compliance will assess the efficacy of the POI 
within 90-180 days 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

IDD Division 
Community First Choice (CFC) 

 
Compliance Auditor(s): Greene, Meredith and Pickens, Obiageri 
 
Review Dates: July 24,2026- September 10, 2026 

Purpose 
This review was conducted to ensure that services are appropriately documented, supported, and delivered in 
accordance with applicable program guidelines for Community First Choice (CFC). Ensuring compliance with   
Texas Health and Human Services Commission (HHSC) documentation and billing requirements, compliance 
with Local Intellectual and Developmental Disability Authority (LIDDA), and in accordance with ‘Texas 
Administrative Code’ (TAC)  26 Tex. Admin. Code § 262.6 Description of CFC services, 26 Tex Admin code 262 § 
701 LIDDA's Requirements, 26 Tex. Admin. Code § 331.21 Documentation of Service Coordination, 26 Tex. 
Admin. Code 330.9 Access, Intake, and Enrollment Related Responsibilities, & HCPCS coding guidelines (CMS) 
HCPCS Level II Code Set.   
   

 
Methods 

A client roster of individuals receiving service coordination during the third quarter of fiscal year 2026 (March 
1, 2026 – May 31, 2026) was extracted from the Epic EHR system. The random sample selected for this audit 
consisted of 21 active clients, 9 service coordinators, and 49 service encounters. Compliance also developed 
appropriate review tools to evaluate adherence to applicable program requirements across all reviewed 
domains.  
 

Findings 
Summary Overall Score 97.91 
 
The Community First Choice (CFC) program demonstrated strong overall performance during this review 
period, achieving a 97.91% compliance score and exceeding the established 95% threshold. Despite this strong 
performance, specific administrative deficiencies lowered the overall score. 
Identified Findings 

 
• Untimely Progress Notes: Multiple progress notes failed to meet mandatory state timely filing 

requirements. 
• Incomplete Service Monitoring: Documentation failed to fully support or verify monitoring of service 

delivery, progress, and satisfaction. 
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Recommendations 
It is recommended that the CFC program strengthens compliance oversight by implementing routine self-
monitoring processes to ensure timely documentation, appropriate service monitoring of implementation, 
delivery, satisfaction and alignment between clinical documentation and billed services. Documentation 
should be individualized, clearly reflect services rendered, and meet requirements for service coordination.   

 
 
 
 

 
 
 
 
 

Management Response 
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Management will ensure all staff in the unit receive training and support, to address areas identified during the audit. Management will 

complete routine chart reviews to spot any areas of concerns and provide ongoing training as needed.
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X 
Merdith Greene, Medical Coding Auditor 
 
 
 

X 
Daniel German Practice Manager 

 

X 
Alejandra McKinney Program Director 

 

X 
Evanthe Collins VP of IDD  
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
General Revenue (GR) 

Review Dates: July 24,2026- September 10,2026  

   
 

 

I. Audit Type: 
Focus Audit 
 

II. Purpose: 
This review was conducted to ensure that services are appropriately documented, supported, and delivered in 
accordance with applicable program guidelines for General Revenue (GR). Ensuring compliance with Texas Health and 
Human Services Commission (HHSC) documenta�on and billing requirements, as well as compliance with Local 
Intellectual and Developmental Disability Authority (LIDDA), in accordance with Texas Administra�ve Code (TAC)   
 

III. Audit Method: 
A client roster of individuals receiving service coordination during the third quarter of fiscal year 2026 (March 1, 2026 – 
May 31, 2026) was extracted from the Epic EHR system. The random sample selected for this audit consisted of 21 
active clients, 10 service coordinators, and 50 service encounters. Compliance also developed appropriate review tools 
to evaluate adherence to applicable program requirements across all reviewed domains.  
 

Audit Findings/History: 
IV. The General Revenue (GR) program demonstrated strong overall performance during this review period, achieving an 

overall score of 97.94% exceeding the established 95% threshold score. Despite this strong performance, specific 
administra�ve deficiencies lowered the overall score. Coding/Clinical Documenta�on received (96.89%) Billing received 
(99%) Deficiencies iden�fied in documenta�on �meliness; evidence of copy and pas�ng Mul�ple progress notes failed 
to meet mandatory state �mely submission requirements. There were also instances where SC documenta�on failed to 
verify monitoring of service delivery, progress, and sa�sfac�on.  
 
 

V. Recommenda�ons: 
It is recommended that the GR program strengthens compliance oversight by implemen�ng rou�ne self-monitoring 
processes to ensure �mely documenta�on, 1 monthly type A service, and subsequent type B service monitoring of 
delivery, progress, and sa�sfac�on. Clinical documenta�on should align with the billed service type; documenta�on 
should be individualized, and clearly reflect services rendered. 
 
 

Correc�ve Ac�ons: 

VI. Following collabora�on with Performance Improvement (PI), the program submited a comprehensive Plan of 
Improvement (POI) to remediate all areas of deficiency. Compliance will assess the efficacy of the POI within 90-180 
days. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

IDD  
General Revenue (GR)  

 
Compliance Auditor(s): Meredith Greene, Obiageri Pickens  
 
Review Dates: July 24,2026- September 10,2026 

Purpose 
This review evaluates compliance with Texas Health Human Services Commission (HHSC) documentation, 
billing, and program guidelines for individuals receiving General Revenue (GR) services. Specifically, it assesses 
adherence to Local Intellectual and Developmental Disability Authority (LIDDA) Service Coordination 
standards, Type A and Type B reimbursement requirements, and the following Texas Administrative Code Tex 
Admin code 26 § 330.13: Provision and Oversight of General Revenue Services, 26 Tex. Admin. Code § 331.21: 
Documentation of Service Coordination, 26 Tex Admin code 262 § 701 LIDDA's Requirements.   
 

Methods 
A client roster of individuals receiving service coordination during the third quarter of fiscal year 2026 (March 
1, 2026 – May 31, 2026) was extracted from the Epic EHR system. The random sample selected for this audit 
consisted of 21 active clients, 10 service coordinators, and 50 service encounters. Compliance also developed 
appropriate review tools to evaluate adherence to applicable program requirements across all reviewed 
domains.  

 
Findings 

Summary Overall Score: 97.94%  
 

The General Revenue (GR) program demonstrated strong overall performance during this review period, 
achieving a 97.94% compliance score and exceeding the established 95% threshold score. Despite this strong 
performance, specific administrative deficiencies lowered the overall score. 
Identified Deficiencies 

• Documentation Cloning: Multiple instances of repetitive progress note across patient records.  
• Untimely Progress Notes: Multiple progress notes failed to meet mandatory state and program timely 

filing requirements. 
• Incomplete Service Monitoring: Documentation failed to fully support or verify required service 

monitoring activities.   
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Recommendations 

 
 

It is recommended that the GR program strengthens compliance oversight by implementing routine self-
monitoring processes to ensure timely documentation, 1 monthly type A service, and subsequent type B 
service monitoring of delivery, progress, and satisfaction. Clinical documentation should align with billed 
service type, documentation should be individualized, and clearly reflect services rendered. 

 
 

A Plan of Improvement (POI) is required to address the deficiencies identified in this report.  Compliance will 
also refer the program to Performance Improvement (PI) for assistance with its POI development and 
implementation. Compliance will assess the program’s progress toward completion of the POI within 90 days. 
The Vice President of the Practice Manager and the Senior Program Director are required to sign and return 
both this report and the completed POI to the Compliance department within seven (7) business days  
 

 
 
 
 

Management Response 
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Management will ensure all staff in the unit receive training and support, to address areas identified during the audit. Management will complete

 routine chart reviews to spot any areas of concerns and provide ongoing training as needed.
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Signature Page 
 
 
 

 

X 
Meredith Greene, Medical Coding Auditor 
 
 
 

X 
Daniel German, Practice Manager 

 

X 
Alejandra McKinney, Program Manager 

 

 

X 
Evanthe Collins, V.P of IDD 
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The Harris Center for Mental Health and IDD:  
The Compliance Department 

4th Quarter (Qtr.) of Fiscal Year (FY) 2026 
Executive Summary Cover Sheet  

Comprehensive Psychiatric Emergency Program (CPEP) Division  
Substance Use Disorder Outreach Program (SUDOP)  
Review Date: August 17, 2026, to September 2, 2026 

 
I. Audit Type:  

Comprehensive review. 
 

II. Purpose:  
The purpose of this review was to assess the SUDOP program Medical, Personnel, and Clinical Record requirements 
for compliance with the Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code §301.355 Medication 
Services, 26 Tex. Admin. Code §301.361 Documentation of Service Provision, 26 Tex. Admin. Code §301.331 
Competency and Credentialing, 26 Tex. Admin. Code §320.207 General Principles, 26 Tex. Admin. Code §320.29 Staff 
Training in Rights of Individuals Receiving Mental Health Services, 26 Tex. Admin. Code §320.113 Staff Member 
Training, 26 Tex. Admin. Code §301.323 Environment of Care and Safety, 26 Tex. Admin. Code §320.25 Communication 
of Rights to Individuals Receiving Mental Health Services, 26 Tex. Admin. Code §320.217 Medication Monitoring, 26 
Tex. Admin. Code §320.59 Documentation of Informed Consent, 26 Tex. Admin. Code §301.353 Provider 
Responsibilities for Treatment Planning and Service Authorization, SUDOP Statement of Work SOW and SUDOP 
Operational Guidelines. 

 
III. Audit Method: 

Active records were randomly selected from the Affiliated Harris Center Encounter Data Outpatient Service Detail 
Auditing report in the Electronic Health Record (EHR) for persons served during the 3rd Qtr. of FY 2026 (March 1, 
2026, to May 31, 2026), and the Organizational Development Staff Training Roster Report. Compliance conducted a 
desk review, sampling fifteen (15) consumer records and eight (8) personnel records were reviewed using an 
auditing tool developed by the Compliance Department.   

 
IV. Audit Findings and History: 

The SUDOP program achieved an overall score of 98.10%. While compliance was strong across all domains reviewed, 
there were deficiencies identified that required corrective action measures needed within the Personnel and Clinical 
Record domains.   
                                                              

V. Recommendations: 
Compliance recommends that the SUDOP program review the findings and continue to assess its processes to ensure 
all required standards are completed in accordance with SUDOP Operational Guidelines and Tex Admin Code: Staff 
Member Training, Provider Responsibilities for Treatment Planning, Documentation of Service Provision, and 
Competency and Credentialing. The SUDOP program is required to submit a Plan of Improvement (POI) focusing on 
the elements in Personnel requirements and Clinical Record requirements. The program will collaborate with 
Performance Improvement (PI) to help mitigate the reported deficiencies. The Vice President (VP) of CPEP Division 
and the Program Manager/Director must sign and return the report with management response along with the POI 
to Compliance. 
 

VI. Corrective Actions:  
Compliance provided the program with an updated Plan of Improvement to complete in collaboration with the 
Performance Improvement (PI) Department and will conduct a follow-up review within 90-180 days. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Comprehensive Psychiatric Emergency Program (CPEP) Division 
Substance Use Disorder Outreach Program (SUDOP) Comprehensive Audit  

 
Compliance Auditor(s): Marvin Williams 
 
Review Dates: August 17, 2026, to September 2, 2026 
 

Purpose 
The purpose of this review was to assess the SUDOP program Medical, Personnel, and Clinical Record 
requirements for compliance with the Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code 
§301.355 Medication Services, 26 Tex. Admin. Code §301.361 Documentation of Service Provision, 26 Tex. 
Admin. Code §301.331 Competency and Credentialing, 26 Tex. Admin. Code §320.207 General Principles, 26 
Tex. Admin. Code §320.29 Staff Training in Rights of Individuals Receiving Mental Health Services, 26 Tex. 
Admin. Code §320.113 Staff Member Training, 26 Tex. Admin. Code §301.323 Environment of Care and Safety, 
26 Tex. Admin. Code §320.25 Communication of Rights to Individuals Receiving Mental Health Services, 26 Tex. 
Admin. Code §320.217 Medication Monitoring, 26 Tex. Admin. Code §320.59 Documentation of Informed 
Consent, 26 Tex. Admin. Code §301.353 Provider Responsibilities for Treatment Planning and Service 
Authorization, SUDOP Statement of Work SOW and SUDOP Operational Guidelines. 

 
Methods 

Active records were randomly selected from the Affiliated Harris Center Encounter Data Outpatient Service 
Detail Auditing report in the Electronic Health Record (EHR) for persons served during the 3rd Qtr. of FY 2026 
(March 1, 2026, to May 31, 2026), and the Organizational Development Staff Training Roster Report. 
Compliance conducted a desk review, sampling fifteen (15) consumer records and eight (8) personnel records 
were reviewed using an auditing tool developed by the Compliance Department.   

 
Findings 

The SUDOP program achieved an overall score of 98.10%. While compliance was strong across all domains 
reviewed, there were deficiencies identified that required corrective action measures needed within the 
Personnel and Clinical Record domains.   
 
Detailed data for this review is presented below. 
 
Medical Requirements – 100% 
 
The program demonstrated strong overall performance in the medical requirements. 
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Personnel Record Findings – 99.17% 
 
The Personnel Records identified two instances of non-compliance with agency-mandated trainings. The 
review revealed strong compliance in completion of nearly all training courses, which directly contributed to 
the program almost having a perfect score. 
 
Key findings include missing or incomplete documentation for the following requirements: 
 

• Completion of agency mandated training courses. (26 Tex. Admin. Code §301.331 (a)(A) (i-x) (B)(i-ii)) 
o Safe Care RL 
o Handle with Care 

 
Clinical Record Findings – 95.14% 

The Clinical Records review identified multiple compliance deficiencies. While the program’s overall score met 
the performance threshold, several evaluated elements did not achieve compliance. Program leadership will 

need to strengthen documentation controls to ensure alignment with regulatory standards, resulting in a 

requirement for the program to submit a plan of improvement.   

Key findings include missing or incomplete documentation for the following requirements:  
 

• For medications known to cause movement disorders staff will screen the patient quarterly for 

abnormal involuntary movement scale (AIMS) assessment. (26 Tex. Admin. Code §320.217 (e)) 

• Plans of care will be developed after it has been determined the person served is eligible for service.  (§301.353 

(d)(1)(c)) 

• The objectives in the plans of care must be measurable. (§301.353 (e)(2)(D)) 

• The adult crisis risk assessment will be completed for each person served. (SUDOP Operational 

Guidelines 5.4) 

• The program will complete the Patient Health Questionnaire (PHQ9) for each person served. (SUDOP 

Operational Guidelines 5.4) 

• The Quality-of-Life Enjoyment and Satisfaction Questionnaire (QLESQ) will be completed for every 

person served. (SUDOP Operational Guidelines 5.4) 

• A discharge summary will be completed when it has been determined that the person served will no 

longer receive services. (26 Tex. Admin. Code §301.353 (h)) 

• Each service encounter documentation must be individualized to show how the person served 

demonstrates progress or the lack of progress toward achieving their treatment goals. (26 Tex. Admin. 
Code §301.361 (a) (12)) 

• The start and end time must be documented for every service encounter. (26 Tex. Admin. Code 

§301.361 (a) (4)) 

• There should be no evidence of cloning, copying and pasting in the clinical record. 
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History 
Compliance conducted a review of the SUDOP program during the 2nd quarter of Fiscal Year (FY) 2025.   
 

Recommendations 
Compliance recommends that the SUDOP program review the findings and continue to assess its processes to 
ensure all required standards are completed in accordance with SUDOP Operational Guidelines and Tex Admin 
Code: Staff Member Training, Provider Responsibilities for Treatment Planning, Documentation of Service 
Provision, and Competency and Credentialing. The SUDOP program is required to submit a Plan of 
Improvement (POI) focusing on the elements in Personnel requirements and Clinical Record requirements. The 
program will collaborate with Performance Improvement (PI) to help mitigate the reported deficiencies. The 
Vice President (VP) of CPEP Division and the Program Manager/Director must sign and return the report with 
management response along with the POI to Compliance by Tuesday, September 29, 2026. 
 

Management Response 
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The SUDOP PD has received the compliance audit documentation and notes that no further revisions are required beyond the items identified 

during the exit meeting. I will begin developing the Plan of Improvement (POI) immediately to ensure it is completed and submitted to the 

compliance department by the close of business on Tuesday, September 29, 2026.

Page 109 of 262



  

4 | CPEP Division: Substance Use Disorder Outreach Program (SUDOP) Comprehensive Review 4th Qtr. FY 2026 

 

                                                                                                   Signature Page 
 

X 
Program Manager / Director 
 
 
 

X 
Vice President of CPEP Division 

 

X 
Regulatory Compliance Auditor 
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The Harris Center for Mental Health and IDD:  
The Compliance Department 

4th Quarter (Qtr.) of Fiscal Year (FY) 2026 
Executive Summary Cover Sheet  

Comprehensive Psychiatric Emergency Program (CPEP) Division  
Homeless Outreach Team (HOT)  

Review Date: August 3, 2026, to August 14, 2026 
 

I. Audit Type:  
Comprehensive review. 
 

II. Purpose:  
The purpose of this review was to assess the Homeless Outreach Team (HOT) program, Personnel and 
Clinical Record requirements for compliance with the Texas Administrative Code (Tex. Admin. Code) 26 
Tex. Admin. Code §301.331 Competency and Credentialing, 26 Tex. Admin. Code §320.29 Staff Training in 
Rights of Individuals Receiving Mental Health Services, 26 Tex. Admin. Code §320.113 Staff Member 
Training, 26 Tex. Admin. Code §301.331 (h) (1-2) (4) Competency and Credentialing, and HOT Operational 
Guidelines. 

 
III. Audit Method: 

Active records were randomly selected from the service encounter roster report submitted by HOT 
program for person’s served during the 3rd Qtr. of FY 2026 (March 1, 2026, to May 31, 2026), and the 
Organizational Development Staff Training Roster Report. Compliance conducted a desk review; sampling 
of twenty (20) consumer records and three (3) personnel records were reviewed using a tool developed 
by the Compliance department.   

 
IV. Audit Findings and History: 

The HOT program achieved an overall score of 97.22%. The review identified strong compliance with the 
clinical record requirements; however, there were instances of non-compliance with agency-mandated 
trainings with the personnel requirements resulting in the need for a plan of improvement. 
                                                                 

V. Recommendations: 
Compliance recommends that the HOT program review the findings and assess its processes to ensure all 
required standards are completed in accordance with the HOT Operational Guidelines and TEX Admin 
Code: Staff Member Training, Competency and Credentialing. The HOT program is required to submit a 
Plan of Improvement (POI) focusing on the elements in Personnel and the Clinical Record Requirement and 
Collaborate with Performance Improvement (PI) to help mitigate the reported deficiencies. The Vice 
President (VP) of CPEP Division and the Program Manager/Director must sign and return the report with 
management response along with the POI to Compliance 
 

VI. Corrective Actions:  
Compliance provided the program with an updated Plan of Improvement to complete in collaboration with 
the Performance Improvement (PI) Department and will conduct a follow-up review within 90-180 days. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Comprehensive Psychiatric Emergency Program (CPEP) Division 
Homeless Outreach Team (HOT) Comprehensive Audit 

 
Compliance Auditor(s): Marvin Williams  
 
Review Dates: August 3, 2026, to August 14, 2026 
Comprehensive Audit 

Purpose 
The purpose of this review was to assess the Homeless Outreach Team (HOT) program, Personnel and Clinical 
Record requirements for compliance with the Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. 
Code §301.331 Competency and Credentialing, 26 Tex. Admin. Code §320.29 Staff Training in Rights of 
Individuals Receiving Mental Health Services, 26 Tex. Admin. Code §320.113 Staff Member Training, 26 Tex. 
Admin. Code §301.331 (h) (1-2) (4) Competency and Credentialing, and HOT Operational Guidelines. 

 
Methods 

Active records were randomly selected from the service encounter roster report submitted by HOT program for 
person’s served during the 3rd Qtr. of FY 2026 (March 1, 2026, to May 31, 2026), and the Organizational 
Development Staff Training Roster Report. Compliance conducted a desk review; sampling of twenty (20) 
consumer records and three (3) personnel records were reviewed using a tool developed by the Compliance 
department.   

 
Findings 

The HOT program achieved an overall score of 97.22%. The review identified strong compliance with the 
clinical record requirements; however, there were instances of non-compliance with agency-mandated 
trainings with the personnel requirements resulting in the need for a plan of improvement. 
 
Detailed findings are presented below: 
 
Personnel Record – 95.56% 
 
The Personnel Records review identified occurrences of non-compliance with agency mandated trainings. The 
review disclosed evidence confirming that the required training courses were not completed and documented 
in the staff personnel file, which directly contributed to the reduced score resulting in the need to enhance 
internal monitoring. 

Identified findings include: 

• Receive training in identifying the causes of aggressive or threatening behavior. (TEX. ADMIN. CODE 26 
§320.113(c)(2)) 

o Handle with Care 
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• Completion of agency mandated training courses, including but not limited to: (26 TEX. ADMIN. CODE 
§301.331 (a)(A)(i-x)(B)(i-ii)) 

o Co-Occurring Psychiatric and Substance Use Disorders (COPSD) 
o Trauma Informed Care 

o Safe Care RL 

Clinical Record – 98.89% 
 
The clinical record demonstrated progress across all elements reviewed except one, documenting the service 
encounters in the EHR within the required timeframe after each service which led to not meeting the 
threshold score.  

Key findings include missing or incomplete documentation for the following requirements: 

Service encounter documentation was not documented in the Harris Center EHR within 24 hours. (HOT 
Operational Guidelines) 
 

History 
Compliance conducted a review of this program during 4th quarter of fiscal year 2024.   
 

Recommendations 
Compliance recommends that the HOT program review the findings and assess its processes to ensure all 
required standards are completed in accordance with the HOT Operational Guidelines and TEX Admin Code: 
Staff Member Training, Competency and Credentialing. The HOT program is required to submit a Plan of 
Improvement (POI) focusing on the elements in Personnel and the Clinical Record Requirement and 
Collaborate with Performance Improvement (PI) to help mitigate the reported deficiencies. The Vice President 
(VP) of CPEP Division and the Program Manager/Director must sign and return the report with management 
response along with the POI to Compliance by the close of business Tuesday, September 29, 2026. 

 
Management Response 
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The staff Daniel German with the missing trainings was a staff who transferred from MCOT to PATH/HOT on 4/26/26 and left the program 

(transferred) to IDD on 8/15/26. This staff did not complete his trainings prior to transferring to PATH/HOT. PATH/HOT Mgmt was not aware of the

 missing trainings. This staff is no longer on the unit.

Page 113 of 262



  

3 | CPEP Division: Homeless Outreach Team (HOT) Comprehensive Review 4th Qtr. FY 2026 

 

Signature Page 
 
 

 

X 
Program Manager / Director 
 
 
 

X 
Vice President of CPEP Division 

 

X 
Regulatory Compliance Auditor 
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The Harris Center for Mental Health and IDD:  
The Compliance Department 

4th Quarter (Qtr.) of Fiscal Year (FY) 2026 
Executive Summary Cover Sheet  

Comprehensive Psychiatric Emergency Program (CPEP) Division  
Step Down State Hospital Transition  

Review Date: July 21, 2026, to July 29, 2026 
 

I. Audit Type:  
Plan of Improvement Follow Up review. 
 

II. Purpose:  
The purpose of this review was to assess the Step Down State Hospital Transition program for implementation 
of its POI requirements to ensure compliance with Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. 
Code Provider Responsibilities for Treatment Planning and Service Authorization §301.353 (d)(1)(C); 26 Tex. 
Admin. Code Documentation of Service Provision §301.361 (a)(12); Health and Human Service Attachment H 
Staff Job Duties (Training) §SLGHS H.d.i.2. 
  

III. Audit Method: 
Active records were randomly selected from the Affiliated Harris Center Encounter Data IP Service Detail 
Auditing report in the Electronic Health Record (EHR) for persons served during the 4th Qtr. of FY 2026 (June 
1, 2026, to June 30, 2026), Compliance conducted a desk review, sampling nine (9) consumer records and 
three (3) personnel records using a tool that was developed by the Compliance Department.  Detailed data for 
this review is presented below. 

 
IV. Audit Findings and History: 

The program demonstrated minimal overall compliance, with measurable improvement observed in two of the 
five reviewed elements, resulting in one element deemed not applicable. Audit scoring reflected one element 
which met and surpassed the 95% performance threshold score, indicating strong adherence in that specific 
area. However, corrective action remains necessary in the clinical record domain of plan of care development 
and ensuring service encounter documentation reflects the individual’s identified goals and objectives as 
outlined in the plan of care and documenting how the person served demonstrated progress or the lack of 
progress towards treatment goals.  
                                                                             

V. Recommendations: 
Program leadership should review the findings and assess its processes to ensure all required standards are 
completed in accordance with TEX. ADMIN. CODE: Documentation of Service Provision, Provider Responsibilities 
for Treatment Planning and Service Authorization and Health and Human Service Attachment H Staff Job Duties 
(Training). The Step-Down program is required to collaborate with Performance Improvement (PI) and submit a 
Plan of Improvement (POI) focusing on the Clinical Record Requirements. Compliance provided the program 
with an updated Plan of Improvement to complete in collaboration with the Performance Improvement (PI). 
The Vice President of the CPEP division and the Program Director must sign the report and return along with 
POI document to the Compliance Department 
 

VI. Corrective Actions:  
Compliance provided the program with an updated Plan of Improvement to complete in collaboration with the 
Performance Improvement (PI) Department and will conduct a follow-up review within 90-180 days. 
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 Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Comprehensive Psychiatric Emergency Program (CPEP) 
Step Down State Hospital Transition Plan of Improvement (POI) Follow-up Review 

 
Compliance Auditor(s): Marvin Williams 
 
Review Dates: July 21, 2026, to July 29, 2026 

Purpose 
The purpose of this review was to assess the Step Down State Hospital Transition program for implementation of its POI 
requirements to ensure compliance with Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code Provider 
Responsibilities for Treatment Planning and Service Authorization §301.353 (d)(1)(C); 26 Tex. Admin. Code Documentation 
of Service Provision §301.361 (a)(12); Health and Human Service Attachment H Staff Job Duties (Training) §SLGHS H.d.i.2. 
 

Methods 
Active records were randomly selected from the Affiliated Harris Center Encounter Data IP Service Detail Auditing report 
in the Electronic Health Record (EHR) for persons served during the 4th Qtr. of FY 2026 (June 1, 2026, to June 30, 2026), 
Compliance conducted a desk review, sampling nine (9) consumer records and three (3) personnel records using a tool 
that was developed by the Compliance Department.  Detailed data for this review is presented below. 
 

Findings 
The program demonstrated minimal overall compliance, with measurable improvement observed in two of the five 
reviewed elements, resulting in one element deemed not applicable. Audit scoring reflected one element which met and 
surpassed the 95% performance threshold score, indicating strong adherence in that specific area. However, corrective 
action remains necessary in the clinical record domain of plan of care development and ensuring service encounter 
documentation reflects the individual’s identified goals and objectives as outlined in the plan of care and documenting 
how the person served demonstrated progress or the lack of progress towards treatment goals.  
 
Detailed findings are presented below: 
 

Follow-up Audit Element(s) 

Previous 
Score 

(Qtr. 2 FY 
2026) 

Current Score 
(Qtr. 4 FY 

2026) 

• Staff job duties that involve direct care responsibilities must be current with 
annual training. (HHS Attachment H §SLGHS H.d.i.2)   

75.00% 100% 

• The program must develop a person-centered plan of care for each person 
served. (§301.353 (d)(1)(c)) 

88.89% 88.89% 

• Service encounter documentation must reflect the person served goals and 
objectives as stated in the plan of care and be consistent with the purpose 
and intent of the service.  (§301.361 (a)(11)) 

85.18% 78.00% 

• Service encounter documentation must reflect how the person served 
demonstrated progress or the lack of progress towards treatment goals. 
(§301.361 (a)(12)) 

11.11% 78.00% 
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• Pre-service training for Licensed Practitioners of the Healing Arts (LPHA) shall 
be current with Cognitive Adaptation training. (HHS Attachment H §SLGHS 
H.d.ii.1)   

66.67% NA 

 
History 

Compliance previously audited the State Hospital Step Down Transition Program during the 2nd Qtr. FY 2026.    
 

Recommendations 
Program leadership should review the findings and assess its processes to ensure all required standards are completed 
in accordance with TEX. ADMIN. CODE: Documentation of Service Provision, Provider Responsibilities for Treatment 
Planning and Service Authorization. The Step-Down program is required to collaborate with Performance Improvement 
(PI) and submit a Plan of Improvement (POI) focusing on the Clinical Record Requirements. Compliance provided the 
program with an updated Plan of Improvement to complete in collaboration with the Performance Improvement (PI). 
The Vice President of the CPEP division and the Program Director must sign this report and return along with POI 
document to the Compliance Department by Tuesday, September 29, 2026. 

 
Management Response 
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Program Manager provided a Plan of Improvement (POI) focusing on the Clinical Records Requirements as requested by the Compliance 

Department.
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Signature Page 
  

X              
Program Director / Manager 
          
 
 

X 
Div. VP – Comprehensive Psychiatric Emergency Program 

 

X 
Regulatory Compliance Auditor 
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The Harris Center for Mental Health and IDD:  
The Compliance Department 

4th Quarter (Qtr.) of Fiscal Year (FY) 2026 
Executive Summary Cover Sheet  

Comprehensive Psychiatric Emergency Program (CPEP) Division  
Chronic Consumer Stabilization Initiative (CCSI)  

Review Date: July 20, 2026, to July 27, 2026 
 

I. Audit Type:  
Plan of Improvement Follow Up review. 
 

II. Purpose:  
The purpose of this review was to assess the CCSI program for implementation of its POI requirements to ensure 
compliance with Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code Staff Member Training 
§320.113 (c)(2); 26 Tex. Admin. Competency and Credentialing §301.331 (a)(3)(A)(v); 26 Tex. Admin. Code 
Provider Responsibilities for Treatment Planning and Service Authorization §301.353 (d)(1)(C)(e)(2)(D-E)(f)(1)(a); 
26 Tex. Admin. Code Communication of Rights to Individuals Receiving Mental Health Services §320.25 (a)(b); 26 
Tex. Admin. Code Documentation of Service Provision §301.361 (a)(11-12). 

 
III. Audit Method: 

Active records were randomly selected from the Affiliated Harris Center Encounter Data OP Service Detail 
Auditing report in the Electronic Health Record (EHR) for persons served during the 3rd Qtr. of FY 2026 (April 
1, 2026, to May 31, 2026), Compliance conducted a desk review, sampling ten (10) consumer records and five 
(5) personnel records using a tool that was developed by the Compliance Department.  Detailed data for this 
review is presented below. 

 
IV. Audit Findings and History: 

The program demonstrated strong overall compliance and maintained performance improvement across nearly 
all elements reviewed. Audit results reflected a high level of compliance with six of the fourteen elements 
meeting and surpassing the 95% performance threshold score, indicating a robust effort towards fulfilling 
operational practices. However, corrective action remains necessary in adherence to mandated training, plan 
of care development, and service encounter documentation appropriateness.   
                                                                 

V. Recommendations: 
Program leadership should review the finding and assess its processes to ensure all required standards are 
completed in accordance with TEX. ADMIN. CODE: Documentation of Service Provision. The CCSI program is 
required to collaborate with Performance Improvement (PI) and submit a Plan of Improvement (POI) focusing 
on the Clinical Record Requirements. Compliance provided the program with an updated Plan of Improvement 
to complete in collaboration with the Performance Improvement (PI). The Vice President of the CPEP division 
and the Program Director must sign the report and return along with POI document to the Compliance 
Department. 
 

VI. Corrective Actions:  
Compliance provided the program with an updated Plan of Improvement to complete in collaboration with the 
Performance Improvement (PI) Department and will conduct a follow-up review within 90-180 days. 

Page 119 of 262



  

1 | CPEP Division: CCSI POI Follow-up Review 4th Qtr. FY 2026 

 

 Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Comprehensive Psychiatric Emergency Program (CPEP) 
Chronic Consumer Stabilization Initiative (CCSI) Plan of Improvement (POI) Follow-up Review 

 
Compliance Auditor(s): Marvin Williams 
 
Review Dates: July 20, 2026, to July 27, 2026 

Purpose 
The purpose of this review was to assess the CCSI program for implementation of its POI requirements to ensure 
compliance with Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code Staff Member Training §320.113 
(c)(2); 26 Tex. Admin. Competency and Credentialing §301.331 (a)(3)(A)(v); 26 Tex. Admin. Code Provider Responsibilities 
for Treatment Planning and Service Authorization §301.353 (d)(1)(C)(e)(2)(D-E)(f)(1)(a); 26 Tex. Admin. Code 
Communication of Rights to Individuals Receiving Mental Health Services §320.25 (a)(b); 26 Tex. Admin. Code 
Documentation of Service Provision §301.361 (a)(11-12). 
 

Methods 
Active records were randomly selected from the Affiliated Harris Center Encounter Data OP Service Detail Auditing report 
in the Electronic Health Record (EHR) for persons served during the 3rd Qtr. of FY 2026 (April 1, 2026, to May 31, 2026), 
Compliance conducted a desk review, sampling ten (10) consumer records and five (5) personnel records using a tool 
that was developed by the Compliance Department.  Detailed data for this review is presented below. 
 

Findings 
The program demonstrated strong overall compliance and maintained performance improvement across nearly all 
elements reviewed. Audit results reflected a high level of compliance with three of the four elements meeting and 
surpassing the 95% performance threshold score, indicating strong adherence to operational practices. However, a 
corrective action remains necessary in the domain of service encounter documentation individualizing how the person 
served demonstrated progress or the lack of progress towards treatment goals.  
 
Detailed findings are presented below: 
 

Follow-up Audit Element(s) 

Previous 
Score 

(Qtr. 2 FY 
2026) 

Current Score 
(Qtr. 4 FY 

2026) 

• Staff job duties that involve direct care responsibilities must be current with 
the training in identifying the causes of aggressive or threatening behavior. 
(§320.113 (c)(2) 

57.14% 80.00% 

• The provider must develop a written treatment plan after it has been 
determined the person served is eligible for service.  (§301.353 (d)(1)(c)) 

80.00% 80.00% 

• The rights acknowledgement form must be signed and dated for each 
person’s served annually. (§320.25 (a)(b)) 

70.00% 90.00% 

• Plans of care for each person served must be developed and finalized within 
ten (10) business days after eligibility is determined. (§320.25 (a)(b)) 

50.00% 83.33% 

• The credentials of the staff responsible for providing the service must be 
documented in the plans of care. (§301.353 (d)(1)(C)) 

75.00% 0.00% 
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• The plans of care objectives must be measurable using quantifiable criteria. 
(§301.353 (e)(2)(D) 

87.50% 100.00% 

• The plans of care must be clearly individualized using person-centered 
language. (§301.353 (e)(2)(E)) 

0.00% 100.00% 

• Plans of care reviews must be conducted for the continuation of services. 
(§301.353 (f)(1)(A)) 

80.00% 100.00% 

• Service encounter documentation must include a summary of the skills and 
techniques utilized to assist the person served in their recovery. (§301.361 (a) 
(6)) 

14.29% 76.67% 

• Service encounter documentation must reflect the person served goals and 
objectives as stated in the plan of care and be consistent with the purpose 
and intent of the service.  (§301.361 (a)(11)) 

85.71% 76.67% 

• Service encounter documentation must reflect how the person served 
demonstrated progress or the lack of progress towards treatment goals. 
(§301.361 (a)(12)) 

71.43% 76.67%% 

• To determine the person’s served appropriateness for the program the 
provider will complete the Crisis Risk Assessment. (CCSI Operational 
Guidelines) 

90.00% 100.00% 

• To assist in determining the person served service needs the provider will 
administer the Patient Health Questionnaire (PHQ9). (CCSI Operational 
Guidelines) 

90.00% 100.00% 

• The Fagerstrom Tolerance questionnaire will be utilized to assess the persons 
served nicotine dependency. (CCSI Operational Guidelines) 

90.00% 100.00% 

 
 

History 
Compliance previously audited the CCSI Program during the 2nd Qtr. FY 2026.    

 
Recommendations 

Program leadership should review the findings and assess its processes to ensure all required standards are completed in 
accordance with TEX. ADMIN. CODE: Documentation of Service Provision, Provider Responsibilities for Treatment 
Planning and Service Authorization, Communication of Rights to Individuals Receiving Mental Health Services and Staff 
Member Training. The CCSI program is required to collaborate with Performance Improvement (PI) and submit a Plan of 
Improvement (POI) focusing on the Clinical Record Requirements. Compliance provided the program with an updated 
Plan of Improvement to complete in collaboration with the Performance Improvement (PI). The Vice President of the 
CPEP division and the Program Director must sign this report and return along with POI document to the Compliance 
Department within seven (7) business days (Tuesday, September 29, 2026). 
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Management Response 
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CCSI demonstrated significant improvement across multiple audit focus areas during Q2 through the development and implementation of a 

targeted Plan of Action. While the program achieved substantial progress, a perfect score for staff training was not attainable due to one 

employee being on approved FMLA leave during the review period.

Additionally, CCSI's score for Plan of Care credentialing decreased from 75% to 0% due to a system-wide documentation issue identified 

within EPIC. Upon review, it was determined that the missing credentialing associated with a specific objective is not unique to the program 

but reflects a broader electronic health record configuration concern. The CCSI Director has initiated collaboration with the EHR Committee 

to address and resolve the issue as quickly as possible.

Despite this setback, CCSI leadership remains committed to continuous quality improvement and continues to implement corrective actions 

and performance improvement strategies through its ongoing Plan of Improvement process. The program will continue monitoring outcomes,

 addressing identified barriers, and pursuing sustainable solutions to enhance compliance and audit performance.
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Signature Page 

  

X              
Program Director / Manager 
          
 
 

X 
Div. VP – Comprehensive Psychiatric Emergency Program 

 

X 
Regulatory Compliance Auditor 
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The Harris Center for Mental Health and IDD:  
The Compliance Department 

4th Quarter (Qtr.) of Fiscal Year (FY) 2026 
Executive Summary Cover Sheet  

Comprehensive Psychiatric Emergency Program (CPEP) Division  
Projects for Assistance in Transition from Homelessness (PATH)  

Review Date: July 17, 2026, to July 22, 2026 
 

I. Audit Type:  
Plan of Improvement Follow Up review. 
 

II. Purpose:  
The purpose of this review was to assess the PATH program for implementation of its POI requirements to 
ensure compliance with Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code Staff Member 
Training §320.113 (c)(2); 26 Tex. Admin. Competency and Credentialing §301.331 (a)(3)(A)(v); 26 Tex. 
Admin. Code Staff Member Training §320.113 (c)(2)); 26 Tex. Admin. Code Documentation of Service 
Provision §301.361 (a)(11-12). 
  

III. Audit Method: 
Active records were randomly selected from the Affiliated Harris Center Encounter Data OP Service Detail 
Auditing report in the Electronic Health Record (EHR) for persons served during the 4th Qtr. of FY 2026 
(June 1, 2026, to June 30, 2026), Compliance conducted a desk review, sampling ten (10) consumer 
records and two (2) personnel records using a tool that was developed by the Compliance Department.  
Detailed data for this review is presented below. 

 
IV. Audit Findings and History: 

The program demonstrated strong overall compliance and maintained performance improvement across 
nearly all elements reviewed. Audit results reflected a high level of compliance with three of the four 
elements meeting and surpassing the 95% performance threshold score, indicating strong adherence to 
operational practices. However, a corrective action remains necessary in the domain of service encounter 
documentation individualizing how the person served demonstrated progress or the lack of progress 
towards treatment goals.  
                                                                             

V. Recommendations: 
Program leadership should review the finding and assess its processes to ensure all required standards are 
completed in accordance with TEX. ADMIN. CODE: Documentation of Service Provision. The PATH program 
is required to collaborate with Performance Improvement (PI) and submit a Plan of Improvement (POI) 
focusing on the Clinical Record Requirements. Compliance provided the program with an updated Plan of 
Improvement to complete in collaboration with the Performance Improvement (PI). The Vice President of 
the CPEP division and the Program Director must sign the report and return along with POI document to 
the Compliance Department 
 

VI. Corrective Actions:  
Compliance provided the program with an updated Plan of Improvement to complete in collaboration with 
the Performance Improvement (PI) Department and will conduct a follow-up review within 90-180 days. 
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 Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Comprehensive Psychiatric Emergency Program (CPEP) 
Projects for Assistance in Transition from Homelessness (PATH) Plan of Improvement (POI) Follow-up Review 

 
Compliance Auditor(s): Marvin Williams 
 
Review Dates: July 17, 2026, to July 22, 2026 

Purpose 
The purpose of this review was to assess the PATH program for implementation of its POI requirements to ensure 
compliance with Texas Administrative Code (Tex. Admin. Code) 26 Tex. Admin. Code Staff Member Training §320.113 
(c)(2); 26 Tex. Admin. Competency and Credentialing §301.331 (a)(3)(A)(v); 26 Tex. Admin. Code Staff Member Training 
§320.113 (c)(2)); 26 Tex. Admin. Code Documentation of Service Provision §301.361 (a)(11-12). 
 

Methods 
Active records were randomly selected from the Affiliated Harris Center Encounter Data OP Service Detail Auditing report 
in the Electronic Health Record (EHR) for persons served during the 4th Qtr. of FY 2026 (June 1, 2026, to June 30, 2026), 
Compliance conducted a desk review, sampling ten (10) consumer records and two (2) personnel records using a tool 
that was developed by the Compliance Department.  Detailed data for this review is presented below. 
 

Findings 
The program demonstrated strong overall compliance and maintained performance improvement across nearly all 
elements reviewed. Audit results reflected a high level of compliance with three of the four elements meeting and 
surpassing the 95% performance threshold score, indicating strong adherence to operational practices. However, a 
corrective action remains necessary in the domain of service encounter documentation individualizing how the person 
served demonstrated progress or the lack of progress towards treatment goals.  
 
Detailed findings are presented below: 
 

Follow-up Audit Element(s) 

Previous 
Score 

(Qtr. 2 FY 
2026) 

Current Score 
(Qtr. 4 FY 

2026) 

• Staff job duties that involve direct care responsibilities must be current with 
the training in identifying the causes of aggressive or threatening behavior. 
(§320.113 (c)(2) 

91.67% 100% 

• Direct care staff must be current with all annual required trainings.  (§301.353 
(d)(1)(c)) 

90.00% 100% 

• Service encounter documentation must reflect the person served goals and 
objectives as stated in the plan of care and be consistent with the purpose 
and intent of the service.  (§301.361 (a)(11)) 

90.00% 100% 

• Service encounter documentation must reflect how the person served 
demonstrated progress or the lack of progress towards treatment goals. 
(§301.361 (a)(12)) 

90.00% 73.33% 
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History 
Compliance previously audited the PATH Program during the 2nd Qtr. FY 2026.    

 
Recommendations 

Program leadership should review the finding and assess its processes to ensure all required standards are completed in 
accordance with TEX. ADMIN. CODE: Documentation of Service Provision. The PATH program is required to collaborate 
with Performance Improvement (PI) and submit a Plan of Improvement (POI) focusing on the Clinical Record 
Requirements. Compliance provided the program with an updated Plan of Improvement to complete in collaboration 
with the Performance Improvement (PI). The Vice President of the CPEP division and the Program Director must sign this 
report and return along with POI document to the Compliance Department by Tuesday, September 29, 2026. 

 
Management Response 
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PATH Program Director and CSTL met with Dean on 8/17/26 discussed the results of the audit. Program Director shadowed Dean during 

the completion of his group notes after his group concluded on 8/17/26. Program Director and Dean Worked on individualizing notes and 

specifying the frequency/attendance of the group; i.e. 1-3, 2-3, or 3-3 groups attended weekly. CSTL shadowed LCDC on 8/18/26 during 

the completion of his LCDC BAM assessment and the amendment of the plan of care. Management will coordinate with the training 

department to schedule and facilitate a Group Notes refresher, alongside the upcoming August/September Case Management, Rehab, and 

Housing training series.
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Program Director / Manager 
          
 
 

X 
Div. VP – Comprehensive Psychiatric Emergency Program 

 

X 
Regulatory Compliance Auditor 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Peer Support and Reentry Comprehensive & Plan of Improvement (POI Follow-up Review 

Review Dates: August 31, 2026-September 9,2026  

   
 

 

I. Audit Type: 
Comprehensive Review and POI) Follow-up Review 
 

II. Purpose: 
The purpose of this review was to determine if the Peer Support and Reentry program was compliant with the Texas Administra�ve 
Code (Tex. Admin. Code), 26 Tex. Admin. Code Competency and Creden�aling §§ 301.331 (a)(3)(A)(v), (viii), and (x); (a)(3)(B)(iii) and 
(v); and (a)(3)(C)(ii), (viii), and (xii); 26 Tex. Admin. Code Communica�on of Rights to Individuals Receiving Mental Health Services §§ 
320.25 (a) and (b); 26 Tex. Admin. Code Staff Training in Rights of Individuals Receiving Mental Health Services §§ 320.29 (1) and (3); 
and 26 Tex. Admin. Code Medica�on Monitoring §§320.217 (a); 26 Tex. Admin. Code Environment of Care §§ 301.323 (A)(C; 26 Tex. 
Admin. Code Rights of Individuals  §§ 320.21; 1 Tex. Admin. Code Eligibility to Receive Service §§ 354.3011; 26 Tex. Admin. Code 
Documenta�on of Service Provision §§ 301.361; Interlocal Agreement (ILS) between The Harris Center for Mental Health and IDD 
and the Harris County Sheriff’s Office; Peer Support Reentry Pilot (MH/PSR) Version 1 Contract; Program Descrip�on and the Harris 
Center procedures HR.B.35 Creden�aling, Re-Creden�aling Guideline & Procedure and MED.MH.B.1 Suicide/Violence Behavioral 
Crisis Interven�on; Harris Center policies and procedures; and if the program had successfully implemented processes to rec�fy the 
deficiencies noted in the follow up review conducted during the 2nd Quarters of FY 2026. . 
 

III. Audit Method: 
Program leadership provided client rosters of persons served during the 3rd Qtr. FY 2026 (March 1, 2026-May 31, 2026). A random 
sample of 20 clients (approximately 20% of the caseload of 20% of the Peer Navigators) was generated using Excel functions. 
Employee rosters were also provided by program leadership. All six (6) employees were selected. The review was conducted using 
an audit tool developed by Compliance. 
 

IV. Audit Findings/History: 
 

The programs had an overall score of 99.25.00%, an increase from the 2nd Qtr. FY 2026 audit score of 97.65%. The program surpassed 
the minimum threshold score of 95.00% in the opera�ons (100%), personnel (100.00%), client records (97.00%), and environment 
(100.00%) components. During the 2nd Qtr. FY2026 review: the program score was 20.00% in Oral communica�on of Rights, 
documented on a form bearing the date and signatures of the individual and/or the parent, conservator, or guardian, and the staff 
member who explained the rights. The form should be filed in the individual's chart. For this comprehensive review, the program 
score was 26.00%, in the oral communica�on of rights in the client record, a minor improvement. The program has been unable to 
obtain records from the Harris County Sheriff’s Office, which is the front door where the individual’s rights are explained to the 
pa�ents. The program did not meet the Correc�ve Ac�on Plan requirement. It was inconclusive in the last review, and it is scored in 
this comprehensive review. Client records (97.00%) components for the comprehensive review, with a 75% score for Medica�ons 
known to cause movement disorder. Trained and competent staff were to screen the pa�ent quarterly for abnormal involuntary 
movements, using a standardized procedure such as AIMS. This was not reviewed in the follow-up review. Program leadership stated 
they would collaborate with the Harris County Sheriff’s Office to iden�fy addi�onal strategies to resolve deficiencies. The contract 
requires that the program assign a Client Assistant and Registra�on (CARE) iden�fica�on number to connect individuals with their 
prior involvement with the public behavioral health system. This will include those who have been formally diagnosed or otherwise 
iden�fied. The program u�lizes Clinical Management for Behavioral Health Service (CMBHS), 

 
V. Recommenda�ons: 

The program should continue to review client documentation for compliance with regulatory standards. Program leadership should 
continue implementing the previous POI protocols, more frequently monitor service documentation, and consult with Performance 
Improvement (PI) to develop additional strategies to address deficiencies noted during this review. The Vice President of the 
Forensic Division and the Forensic Program Directors must sign and return this report to Compliance within seven (7) days. 
 

VI. Correc�ve Ac�ons: 
Compliance provided the program with a new Plan of Improvement (POI) to be completed in collabora�on with PI.  
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Forensic Division Peer Support and Reentry Program  
Comprehensive Review and Plan of Improvement (POI) Follow-up Review 

 
Compliance Auditor(s): Emmanuel Golakai 
 
Review Dates: August 31, 2026-September 9, 2026 

Purpose 
The purpose of this review was to determine if the Peer Support and Reentry program was compliant with the 
Texas Administrative Code (Tex. Admin. Code), 26 Tex. Admin. Code Competency and Credentialing §§ 301.331 
(a)(3)(A)(v), (viii), and (x); (a)(3)(B)(iii) and (v); and (a)(3)(C)(ii), (viii), and (xii); 26 Tex. Admin. Code 
Communication of Rights to Individuals Receiving Mental Health Services §§ 320.25 (a) and (b); 26 Tex. Admin. 
Code Staff Training in Rights of Individuals Receiving Mental Health Services §§ 320.29 (1) and (3); and 26 Tex. 
Admin. Code Medication Monitoring §§320.217 (a); 26 Tex. Admin. Code Environment of Care §§ 301.323 
(A)(C; 26 Tex. Admin. Code Rights of Individuals  §§ 320.21; 1 Tex. Admin. Code Eligibility to Receive Service §§ 
354.3011; 26 Tex. Admin. Code Documentation of Service Provision §§ 301.361; Interlocal Agreement (ILS) 
between The Harris Center for Mental Health and IDD and the Harris County Sheriff’s Office; Peer Support 
Reentry Pilot (MH/PSR) Version 1 Contract; Program Description and the Harris Center procedures HR.B.35 
Credentialing, Re-Credentialing Guideline & Procedure and MED.MH.B.1 Suicide/Violence Behavioral Crisis 
Intervention; Harris Center policies and procedures; and if the program had successfully implemented 
processes to rectify the deficiencies noted in the follow up review conducted during the 2nd Quarters of FY 
2026. . 
 

Methods 
Program leadership provided client rosters of persons served during the 3rd Qtr. FY 2026 (March 1, 2026-May 
31, 2026). A random sample of 20 clients was generated using Excel functions. Employee rosters were also 
provided by program leadership. All six (6) employees were selected. The review was conducted using an audit 
tool developed by Compliance. 

 
Findings 

Comprehensive/POI Follow-up Review 
Overall Score: 99.25% 
Summary:  
The program achieved an overall score of 99.25%, up from 97.65% in the 2nd Qtr. FY 2026 review. The program 
exceeded the minimum compliance threshold of 95.00% in the operations (100.00%), Personnel (100.00%), 
Client Records (97.00%), and Environment (100.00%) components. 
 
During the 2nd Qtr. FY 2026 review, the program received a score of 20.00% for Oral Communication of Rights. 
Documentation reviewed did not consistently demonstrate that the individual and/or parent, conservator, or 
guardian received an explanation of client rights, as evidenced by the required date and signatures. 
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During the current comprehensive review, the program received a score of 26.00% for Oral Communication of 
Rights, representing a 6-percentage-point improvement from the previous review. However, the program 
remains unable to obtain documentation from the Harris Health front-door process, where client rights are 
communicated to individuals. Therefore, the program has not yet fully met the requirements of the associated 
Corrective Action Plan. 
 
For a comprehensive review, the Client Records component received an overall score of 97.00%. The AIMS 
requirement received a score of 75.00%. Trained and competent staff are required to screen applicable 
individuals quarterly for abnormal involuntary movements using a standardized instrument, such as the 
Abnormal Involuntary Movement Scale (AIMS). This requirement was not evaluated during the previous 
follow-up review. 
 
Program leadership indicated that they will collaborate with the Harris Health to identify additional strategies 
to address the remaining deficiencies. 
 
Strengths: 

• Operations (Interlocal Agreement)  100.00% 

• Personnel (26 Tex. Admin. Code §§ 301.331; Interlocal agreement, 
Agency Mandated Training, 26 Tex. Admin. Code §§ 354.3211) 

100.00% 

• Environment (26 Tex. Admin. Code §§ 301.323 (a)(2)(A)(C); 26 Tex. 
Admin. Code § 320.21(f) 

100.00% 

  
Areas for Improvement:  

• Client Records (1 Tex. Admin. Code 26 Tex. Admin. Code §§ 354.301; 
Interlocal agreement; Peer Support Reentry Pilot (MH/PSR) Version 1 
Contract; 26 Tex. Admin. Code 320.163 (a)(b); 26 Tex. Admin. Code §§ 
320.217 (a)(1)-(a)(10), (a)(3) (e)(g)); 26 Tex. Admin. Code §§ 
320.59(a)(b)(2) ; 26 Tex. Admin. Code § 320.361 (a)(1)-(a14); 26 Tex. 
Admin. Code ֻ§ 301.361(b); 26 Tex. Admin. Code § 301 329(a)(3)(A-C) and ; 
HIM.EHR.B.9.5.I.; and ACC.B.8.) 

97.00% 

• Abnormal Involuntary Movement Scale (AIMS)l; 26 Tex. Admin. Code 
§§ 320.217 ( e) 

75.00% 

• Client Rights (26 Tex. Admin. Code §§ 320.163 (b); and 
HIM.EHR.B.5.5.K.1. and 3.) 

26.00% 

 
Observations 

• The contract requires that the program assign a Client Assistant and Registration 
(CARE) identification number to connect individuals with their prior involvement with 
the public behavioral health system. This will include those who have been formally 
diagnosed or otherwise identified. The program utilizes Clinical Management for 
Behavioral Health Service (CMBHS), 
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History 
 Compliance previously conducted a comprehensive/follow-up review of the Forensic Peer Support and 
Reentry Program during the 2nd Qtr. FY 2026. The previous review identified deficiencies related to Client 
Records and Oral Communication of Rights. Oral Communication of Rights received a score of 20.00%. During 
the current review, Oral Communication of Rights increased to 26.00%; however, additional improvement is 
required to achieve compliance with the established standard.   

 
 

Recommendations 
The program should continue to monitor client documentation for compliance with applicable regulatory, 
contractual, and agency requirements. Program leadership should continue implementing previously 
established Plans of Improvement (POIs), with increased monitoring of documentation related to Oral 
Communication of Rights and AIMS screenings. 
 
Program leadership should collaborate with the Harris Health and Performance Improvement (PI), as 
appropriate, to develop and implement additional strategies to address the deficiencies identified during this 
review. Corrective strategies should include clearly defined responsibilities, monitoring processes, and 
documentation requirements to demonstrate sustained compliance.  Compliance will conduct a follow-up 
review in 90  to 180 days to determine if the program is implementing its POI. 
 
The Vice President of the Forensic Division and the Forensic Program Directors must sign and return this 
report to Compliance within seven (7) calendar days of receipt by September 24, 2026. 
 

Management Response 
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The finding stated above regarding documenting oral communication of patient's rights is a 

responsibility of Harris Health, it is not a responsibility of The Harris Center; therefore, no plan

 of improvement will be executed. We will relay the findings to Harris Health for them to look 

into.

Regarding AIMS, there was one patient identified that exceeded the time limit for readmission

 of AIMS, but the patient had gone ATW at the time of the finding; therefore, an AIMS could 

not be completed. The program will continue to monitor procedures for the administration of 

the AIMS to ensure the quarterly guideline is followed. 
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Signature Page 

 

X 
Emmanuel Golakai, Senior Regulatory Compliance Auditor 
 
 
 

X          
Amber Trevino, Practice Manager V, Patient Processing and Planning Unit 

 

X 
Tonya Smith, Program Director VI, Forensics Clinical Services  

 

X         
Krystin Holmes, Senior Director of Adult Forensic Services 

 

X 
Sean McElroy, Div VP-Forensic Services 
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 The Harris Center for Mental Health and IDD:  
The Compliance Department 

Executive Summary Cover Sheet  
Coffeehouse Comprehensive Review 

Review Dates: July 15, 2026-July 23, 2026 

   
 

 
I. Audit Type: 

Comprehensive Review 
 

II. Purpose: 
This review was conducted to determine if the Coffeehouse program was compliant with the Texas Administrative Code (Tex. 
Admin. Code Rights Handbooks and Rights Protection Officer 26 Tex. Admin. Code § 320.21) (f); Determination of Ability to Pay 26 
Tex. Admin. Code § 301.509 (a)(1)(2); Maintaining documented personnel information HR.B4, HR.A.6; Criminal Background Checks 
Health and Human Services Commission (HHSC) Grant Agreement; Licensure, Certification and Registration HR.B.14; Agency 
Mandated Training/HR.B.35; Re-Credentialing Guideline & Procedure.5. Procedure: Competency of All Staff and Volunteers; The 
Determination of Intellectual Disability Report 26 Tex. Admin. Code § 304.402; Access, Intake, and Enrollment Related 
Responsibilities 26 Tex. Admin. Code § 330.9 (e) (2); Plan of Care ACC.B.2; Service Definition Manual and Interlocal Agreement 
Contract. 
 

III. Audit Method: 
A client roster for individuals served during the second (3rd) quarter of FY 2026 (March 1, 2026 – May 31, 2026) was provided by 
program leadership for review. Twenty (20) active records were randomly selected for this review. The program leadership 
provided a list of seven (7) employees assigned to the program during this review period. All seven (7) employees were reviewed. 
The review was conducted using an audit tool developed by the Compliance department. 
. 

IV. Audit Findings and History: 
The Coffeehouse program demonstrated strong overall performance, achieving an overall compliance score of 96.80%. The review 
reflected effective operational practices and high adherence to environmental, medical, operations, and clinical standards. While 
compliance was strong across most domains, deficiencies were identified that necessitate corrective action, primarily within the 
Personnel Records category. The Personnel Records review identified multiple compliance deficiencies related to required 
documentation and agency-mandated staff training. Specifically, several staff files lacked evidence of completion of the required 
training courses. These deficiencies directly contributed to the reduced compliance score in this category and indicate a need for 
strengthened internal monitoring and documentation processes. The operational walk-through revealed a deficiency in maintaining 
the fire drill log, which contributed to a lower compliance score and highlighted the need for improved internal monitoring. The 
progress notes contained a statement indicating that progress was observed, with staff marking “yes.” However, the narrative lacks 
specific details on how progress was achieved. This issue was raised with the program manager during the review, and the manager 
acknowledged it and expressed her intention to train staff in effective progress note writing.  The Coffeehouse program underwent 
an audit by Compliance in Fiscal Year 2024, covering the period from September 1, 2023, to October 31, 2023. Identified 
deficiencies included the use of a generic documentation template, an incorrect note format, and the absence of a current plan of 
care. These issues have since been addressed, resulting in no additional findings in these areas. Furthermore, the program was 
audited by the Health and Human Services Commission (HHSC) through Service Coordination from January 26 to January 29, 2026, 
and no findings were reported.     

V. Recommendations 
It is recommended that the Coffeehouse program strengthen compliance oversight by implementing standardized processes to 
ensure personnel records and operational reviews are complete and current, and to track all agency‑mandated trainings. The 
program should conduct periodic internal reviews of staff training to sustain regulatory compliance and reduce the risk of 
recurrence. 
A Plan of Improvement (POI) is required to address the deficiencies identified in this report.  Compliance will also refer the program 
to Performance Improvement (PI) for assistance with its POI development and implementation. Compliance will assess the 
program’s progress toward completion of the POI within 90 days. The Vice President of the IDD Division, the Director of IDD 
Services, and the Program Manager must sign and return both this report and the completed POI to the Compliance department 
within seven (7) business days. 
 

VI. Corrective Actions: 
Compliance provided the program with a Plan of Improvement (POI) to be completed in collaboration with PI.  
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Intellectual and Developmental Disabilities (IDD) Division 
Coffeehouse Comprehensive Review 

 
Compliance Auditor(s): Emmanuel Golakai 
 
Review Dates: July 15, 2026-July 23, 2026 

Purpose 
This review was conducted to determine if the Coffeehouse program was compliant with the Texas 
Administrative Code (Tex. Admin. Code Rights Handbooks and Rights Protection Officer 26 Tex. Admin. Code § 
320.21) (f); Determination of Ability to Pay 26 Tex. Admin. Code § 301.509 (a)(1)(2); Maintaining documented 
personnel information HR.B4, HR.A.6; Criminal Background Checks Health and Human Services Commission 
(HHSC) Grant Agreement; Licensure, Certification and Registration HR.B.14; Agency Mandated 
Training/HR.B.35; Re-Credentialing Guideline & Procedure.5. Procedure: Competency of All Staff and 
Volunteers; The Determination of Intellectual Disability Report 26 Tex. Admin. Code § 304.402; Access, Intake, 
and Enrollment Related Responsibilities 26 Tex. Admin. Code § 330.9 (e) (2); Plan of Care ACC.B.2; Service 
Definition Manual and Interlocal Agreement Contract. 
    
 

Methods 
A client roster for individuals served during the second (3rd) quarter of FY 2026 (March 1, 2026 – May 31, 
2026) was provided by program leadership for review. Twenty (20) active records were randomly selected for 
this review. The program leadership provided a list of seven (7) employees assigned to the program during this 
review period. All seven (7) employees were reviewed. The review was conducted using an audit tool 
developed by the Compliance department. 

 
Findings 

The Coffeehouse program demonstrated strong overall performance, achieving an overall compliance score 

of 96.80%. The review reflected effective operational practices and high adherence to environmental, medical, 
operations, and clinical standards. While compliance was strong across most domains, deficiencies were 

identified that necessitate corrective action, primarily within the Personnel Records category.  

Detailed findings contributing to these scores are summarized below 

Personnel Record Findings – 88.00% 

The Personnel Records review identified multiple compliance deficiencies related to required documentation 

and agency-mandated staff training. Specifically, several staff files lacked evidence of completion of the 
required training courses. These deficiencies directly contributed to the reduced compliance score in this 

category and indicate a need for strengthened internal monitoring and documentation processes. 

• Completion of agency-mandated training courses, including but not limited to:  

Docusign Envelope ID: CBD388D0-B0FB-8398-8093-DDC55802DB31 Page 134 of 262



  

2 | IDD Division: Coffeehouse Comprehensive Review 4th FY 2026 

 

o Basic Pharmacology HR.B.35) 

o Code of Conduct and Ethics (HR.B.35) 
o Cybersecurity Awareness Training (HR.B.35) 

o Handle with Care (II) (MED.MH.B.1.5) 
o Office Safety (Agency Mandated) 

o OSHA - Emergency and Fire Preparedness (Agency Mandated training);  
o Protecting Individual Rights: Understanding and Preventing Abuse (HR.B.35.5) 

o AS+K Gatekeeper Training (formerly Safe Talk) (Agency Mandated training) 
o Safety in Practice: Suicide & Homicide Prevention (Agency Mandated training) 

o Seizure Assessment (HR.B.35) 
o Understanding CLAS, Cultural Competency, and Cultural Humility (R.B.35.5) 

o Understanding the Harris Center's Mission, Vision, and Beyond (Agency Mandated training) 

 

Observation 

• The progress notes contained a statement indicating that progress was observed, with staff marking 

“yes.” However, the narrative lacks specific details on how progress was achieved. This issue was 
raised with the program manager during the review, and the manager acknowledged it and 

expressed her intention to train staff in effective progress note writing.   

• The operational walk-through revealed a significant gap in maintaining the fire drill log, negatively 
impacting the compliance score and highlighting the need for improved internal monitoring. 

 
 

History 
The Coffeehouse program underwent an audit by Compliance in Fiscal Year 2024, covering the period from 
September 1, 2023, to October 31, 2023. Identified deficiencies included the use of a generic documentation 
template, an incorrect note format, and the absence of a current plan of care. These issues have since been 
addressed, resulting in no additional findings in these areas. Furthermore, the program was audited by the 
Health and Human Services Commission (HHSC) through Service Coordination from January 26, 2026, to 
January 29, 2026, and no findings were reported.   
 
 

Recommendations 
It is recommended that the Coffeehouse program strengthen compliance oversight by implementing 
standardized processes to ensure personnel records and operational reviews are complete and current, and to 
track all agency‑mandated trainings. The program should conduct periodic internal reviews of staff training to 
sustain regulatory compliance and reduce the risk of recurrence. 
A Plan of Improvement (POI) is required to address the deficiencies identified in this report.  Compliance will 
also refer the program to Performance Improvement (PI) for assistance with its POI development and 
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implementation. Compliance will assess the program’s progress toward completion of the POI within 90 days. 
The Vice President of the IDD Division, the Director of IDD services, and the Program Manager are required to 
sign and return both this report and the completed POI to the Compliance department within seven (7) 
business days of August 14, 2026. 
 
 

 
Management Response  

Please type Management Response here: 
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The following is our rebuttal to the findings of this Comprehensive Review:

1. Completion of Agency mandated training courses: Seizure Assessment and Basic 

Pharmacology trainings are to be located in the agency's online training platform "Absorb". For the 

personnel identified in this audit, these trainings are not available. As a result, the personnel 

cannot complete these trainings until HR provides assistance. HR is aware of this issue as multiple

 requests have been made for them to assist. 

2. Fire Drill Log: The Coffeehouse program does not maintain the fire drill log. This is assigned to 

Risk Management. 
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Signature Page 
 

X 
Emmanuel Golakai, Senior Regulatory Compliance Auditor 
 
 
 

X 
Margaret Strobel, Program Manager-Coffeehouse and Espresso 
 

X 
Amanda Willis, Director- IDD Clinical Services 
 

X 
Evanthe Collins, Vice President-IDD Services 

 

X 

Demetria Luckett, Compliance Director 
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 The Harris Center for Mental Health and IDD:  
The Compliance Department 

Executive Summary Cover Sheet  
Preadmission Screening and Resident Review (PASRR) Comprehensive Review 

Review Dates: August 3, 2026-August 22, 2026 

   
 

 
I. Audit Type: 

Comprehensive Review 
 

II. Purpose: 
This review was conducted to determine if the Preadmission Screening and Resident Review (PASRR) program was compliant with 
the Texas Administrative Code (Tex. Admin. Code), PASRR Screening and Evaluation Process  26 Tex. Admin. Code § 303.204;  
Habilitation Coordination for a Designated Resident §26 Tex. Admin. Code § 303.601; Service Planning Team Responsibilities Related 
to specialized Services 26 Tex. Admin. Code §303.602; Habilitation Coordination for a Designated Resident Receiving Individualized 
Habilitation Specialized Services (IHSS) 26 Tex. Admin. Code § 303.603); Description of Mental Impairment (MI) Specialized Services 
26 Tex. Admin. Code §303.901; Process for Service Initiation 26 Tex. Admin. Code §303.905; Persson-Center Recovery Plan 26 Tex. 
Admin. Code §303.906; Renewal and Revision of Person-Centered Recovery Plan (PCRP) 26 Tex. Admin. Code §303.907; Refusal of 
the Uniform Assessment or MI Specialized Services 26 Tex. Admin. Code §303.909; Suspension and Termination of MI Specialized 
Services 26 Tex. Admin. Code §303.910; Mental Impairment (MI) Specialized  26 Tex. Admin. Code §303.912; Agency Mandated 
Training/HR.B.35; 301.331(a)(3)(C )(viii), HR.B.35 Credentialing, Re-Credentialing Guideline & Procedure. 5. Procedure: Competency 
of All Staff and Volunteers: Critical competencies, Infection Control Policy and Procedures; Operations Review 42 U.S.C., 26 Tex. 
Admin. Code 301.323 (a)(3); Medical 29 CFR §1910.151(b); ANSI/IZEA Z308.1-2021; Environment 26 Tex. Admin. Code §301.323 (a), 
29 C.F.R. §1903.2 (a)(1) .     
 

III. Audit Method: 
A client roster for individuals served during the third (3rd) quarter of FY 2026 (March 1, 2026 – May 31, 2026) was provided by 
program leadership for review. Fifteen (15) active records were randomly selected for this review. The program leadership 
provided a list of thirteen (13) employees assigned to the program during this review period. All thirteen (13) employees were 
reviewed. The review was conducted using an audit tool developed by the Compliance department. 
 

IV. Audit Findings and History: 
The PASRR program demonstrated strong performance, achieving an overall compliance score of 98.70%. The review reflected 
effective operational practices and high adherence to clinical, medical, and environmental standards. While compliance was strong 
across most domains, deficiencies were identified that necessitate corrective action, primarily within the Personnel Records 
category.  The Personnel Records (94.00%) review identified multiple compliance deficiencies related to required documentation, 
pre-employment alcohol and drug screening completed prior to service delivery, and agency-mandated staff training. Specifically, 
several staff files lacked evidence of completion of the training courses required and of meeting other personnel requirements. 
These deficiencies directly contributed to the reduced compliance score in this category and indicate a need for strengthened 
internal monitoring and documentation processes. The operations review (95.45%) demonstrated a high level of compliance, with 
only minor deficiencies in maintaining the Fire Drill Log. While limited in scope, these findings resulted in a slight reduction from a 
perfect score. 

V. Recommendations 
It is recommended that the PASRR program strengthen compliance oversight by implementing standardized processes to ensure 
personnel records are complete and current, including verification of required pre‑employment documentation and the completion 
and tracking of all agency‑mandated training. Additionally, while clinical, medical, and environmental compliance is strong, the 
program should reinforce requirements to maintain fire drill logs and ensure that logs are kept for each internal review to sustain 
regulatory compliance and reduce the risk of recurrence. 
A Plan of Improvement (POI) is required to address the deficiencies identified in this report.  Compliance will also refer the program 
to Performance Improvement (PI) for assistance with its POI development and implementation. Compliance will assess the 
program’s progress toward completion of the POI within 90 days. The Vice President of the IDD Division and the Senior Program 
Director are required to sign and return both this report and the completed POI to the Compliance department within seven (7) 
business days. 
 
 

VI. Corrective Actions: 
Compliance provided the program with a Plan of Improvement (POI) to be completed in collaboration with PI.  
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Intellectual and Developmental Disability (IDD) Division 
Preadmission Screening and Resident Review (PASRR) Comprehensive Review 

 
Compliance Auditor(s): Emmanuel Golakai 
 
Review Dates: August 3, 2026-August 22, 2026 

Purpose 
This review was conducted to determine if the Preadmission Screening and Resident Review (PASRR) program 
was compliant with the Texas Administrative Code (Tex. Admin. Code) PASRR Screening and Evaluation Process  
26 Tex. Admin. Code § 303.204;  Habilitation Coordination for a Designated Resident §26 Tex. Admin. Code § 
303.601; Service Planning Team Responsibilities Related to specialized Services 26 Tex. Admin. Code §303.602; 
Habilitation Coordination for a Designated Resident Receiving Individualized Habilitation Specialized Services 
(IHSS) 26 Tex. Admin. Code § 303.603); Description of Mental Impairment (MI) Specialized Services 26 Tex. 
Admin. Code §303.901; Process for Service Initiation 26 Tex. Admin. Code §303.905; Persson-Center Recovery 
Plan 26 Tex. Admin. Code §303.906; Renewal and Revision of Person-Centered Recovery Plan (PCRP) 26 Tex. 
Admin. Code §303.907; Refusal of the Uniform Assessment or MI Specialized Services 26 Tex. Admin. Code 
§303.909; Suspension and Termination of MI Specialized Services 26 Tex. Admin. Code §303.910; Mental 
Impairment (MI) Specialized  26 Tex. Admin. Code §303.912; Agency Mandated Training/HR.B.35; 
301.331(a)(3)(C )(viii), HR.B.35 Credentialing, Re-Credentialing Guideline & Procedure. 5. Procedure: 
Competency of All Staff and Volunteers: Critical competencies, Infection Control Policy and Procedures; 
Operations Review 42 U.S.C., 26 Tex. Admin. Code 301.323 (a)(3); Medical 29 CFR §1910.151(b);   
ANSI/IZEA Z308.1-2021; Environment 26 Tex. Admin. Code §301.323 (a), 29 C.F.R. §1903.2 (a)(1) .   
 

Methods 
A client roster for individuals served during the third (3rd) quarter of FY 2026 (March 1, 2026 – May 31, 2026) 
was provided by program leadership for review. Fifteen (15) active records were randomly selected for this 
review. The program leadership provided a list of thirteen (13) employees assigned to the program during this 
review period. All thirteen (13) employees were reviewed. The review was conducted using an audit tool 
developed by the Compliance department. 

 
Findings 

The PASRR program demonstrated strong overall performance, achieving an overall compliance score of 

97.72%. The review reflected effective operational practices and high adherence to clinical standards. While 
compliance was strong across most domains, deficiencies were identified that necessitate corrective action, 

primarily within the Personnel Records category.  

Detailed findings contributing to these scores are summarized below 

Personnel Record Findings – 94.00% 
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The Personnel Records review identified multiple compliance deficiencies related to required documentation 

and agency-mandated staff training. Specifically, several staff files lacked evidence of completion of the 
training courses required and of meeting other personnel requirements. These deficiencies directly 

contributed to the reduced compliance score in this category and indicate a need for strengthened internal 

monitoring and documentation processes. 

Key findings include missing or incomplete documentation for the following requirements: 

• Pre-employment alcohol and drug screening completed prior to service delivery 
(Agency policy and Procedures HR.B.33) 

• Completion of agency-mandated training courses, including but not limited to:  
o Handle With Care  

(MED.MH. B.1.5) 
o First Aid (Agency Mandated Training) 

o CPR or Basic Life Support (Agency Mandated Training; HR.B.35.5) 
o OSHA Emergency and Fire Preparedness (Agency Mandated Training) 

o AS+K Gatekeeper Training (formerly Safe Talk) 

Operations Findings – 95.45% 

The Operations review demonstrated a high level of compliance. However, a Minor deficiency was identified 
related to the maintenance of the Fire Drill Log. While isolated and limited in scope, this finding contributed to 

a slight reduction from a perfect score. 

Identified issues included: 

• The fire drill log was not found on the floor to review. Compliance contacted Risk Management for 

assistance, but the fire drill log was not available at the conclusion of the review. 

(26 Tex. Admin. Code §301.323(a)(3) 

 
Observations 

• Some employees had not completed the annual policy procedure acknowledgments. 

• None of the residents reviewed required a transition plan or pre-move and post-move. 
 

 
History 

The PASRR program underwent an audit by the Health and Human Services Commission (HHSC) from January 
26, 2026, through January 29, 2026. Findings indicated a lack of face-to-face contact with the designated 
residents, insufficient resident participation in planning, and an issue with the Service Planning Team (SPT) not 
including all required members and participants.  Additionally, there were concerns regarding the 
development and revision of the Habilitation Service Plan (HSP).  It is essential to conduct and document a 
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pre-move site review of the proposed community residence. This review should ensure that all necessary 
supports outlined in the transition plan are in place and that any barriers identified by the SPT are resolved 
before the residents’ transition to the community. Post-transition monitoring activities are required, and at 
least annually, the status of the letters of guardianship should be verified. If appropriate, a referral for 
guardianship should be made. An HHSC-required Corrective Action Plan (CAP) has been submitted by the 
program. HHSC is scheduled to return in January 2027 to follow up on the CAP.   
 
 
 
 

Recommendations 
It is recommended that the PASRR program strengthen compliance oversight by implementing standardized 
processes to ensure personnel records are complete and current, including verification of required 
pre‑employment documentation and the completion and tracking of all agency‑mandated training. 
Additionally, while clinical, medical, and environmental compliance is strong, the program should reinforce 
requirements to maintain fire drill logs and ensure that logs are kept for each internal review to sustain 
regulatory compliance and reduce the risk of recurrence. 
A Plan of Improvement (POI) is required to address the deficiencies identified in this report.  Compliance will 
also refer the program to Performance Improvement (PI) for assistance with its POI development and 
implementation. Compliance will assess the program’s progress toward completion of the POI within 90 days. 
The Vice President of the IDD Division and the Senior Program Director are required to sign and return both 
this report and the completed POI to the Compliance department within seven (7) business days of September 
22, 2026. 
 
 

 
Management Response  

Please Type Management Response here: 
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I am pleased to have achieved an overall audit score of 97.72%. We will review the 

audit findings and will ensure that the identified opportunities for improvement are 

addressed appropriately. The team will continue to focus on strengthening our 

processes and maintaining consistency to achieve even better results in future 

comprehensive review. 
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Signature Page 

 

X 
Emmanuel Golakai, Senior Regulatory Compliance Auditor 
 
 
 

X 
Katrina Ware, Program Director for PASRR/COS/ECC 
 
 

X 
Anne Cuba, Director of Authority Services 
 

X 
 Evanthe Collins, Vice President IDD Services 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Early Childhood Interven�on (ECI) 

Review Dates: July 14, 2026-August 3, 2026 

   
 

 

I. Audit Type: 
Follow-up Review 
 

II. Purpose: 
The purpose of this review was to determine if the ECI Program was compliant with the Texas Administra�ve 
Code (Tex. Admin. Code), the Texas Labor Code, the Texas Health and Safety Code, the Texas Government 
Code (Tex. Gov’t Code), the United States Code (U.S.C.), the Code of Federal Regula�ons (C.F.R.), the Texas 
Health and Human Services Commission’s (HHSC) Performance Contract Notebook (PCN) FY 26-27, HHSC’s 
Making It Work Supervisor Guidelines, and Harris Center policies and procedures; and if the program had 
successfully implemented processes to rec�fy the deficiencies noted in the comprehensive review conducted 
during the 4th Quarter of FY 2025. An annual Opera�onal Review was also conducted as part of the 
comprehensive review. 
 

III. Audit Method: 
Program leadership provided a client roster of persons served between February 1, 2026, and April 30, 
2026). A random sample of 40 clients (approximately 10% of the caseload of 20% of the child development 
specialists) was generated using Excel func�ons. An employee roster was also provided by program 
leadership. A random sample of approximately 20% of ECI employees (total of 19 employees) was selected 
using Excel func�ons. An appropriate review tool was developed by Compliance. 
 

IV. Audit Findings/History: 
The program provided sufficient evidence to document execution of the corrective actions 
implemented in response to the FY 2025 comprehensive review. Additionally, the program 
demonstrated robust improvements in the reviewed elements—with all audit areas exhibiting 
significant increases in compliance rates and several surpassing the threshold score; however, some 
areas did not exceed the threshold score. These scores indicate the program implemented effective 
corrective actions in most areas; however, despite the marked improvement in compliance rates, 
additional measures are required to ensure acceptable performance in those areas that did not 
surpass the threshold score. 
 

V. Recommenda�ons: 
The program should focus on documenting service coordinator changes, and informing parents of the 
Local Education Agency (LEA) Notification requirements and the LEA Opt Out option in accordance 
with the Texas Administrative Code. Additionally, the program should continue to monitor employee 
documentation and training course completion to maintain the high standards established during this 
review. 
 

VI. Correc�ve Ac�ons: 
Program leadership should consult with Performance Improvement (PI) to develop addi�onal correc�ve 
ac�ons to resolve ongoing deficiencies. Compliance will conduct a follow-up review in 90-180 days. 
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Program leadership provided a client roster of persons served between February 1, 2026, and April 30, 2026. A random 
sample of 40 clients (approximately 10% of the caseload of 20% of the child development specialists) was generated 
using Excel functions. An employee roster was also provided by program leadership. A random sample of approximately 
20% of ECI employees (total of 19 employees) was selected using Excel functions. An appropriate review tool was 
developed by Compliance.
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Compliance previously completed a comprehensive review of the ECI Program during the 4th Qtr. FY 2025.
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Outreach, Screening, Referral, and Assessment (OSAR) 

Review Dates: June 11, 2026-July 16, 2026 

   
 

 

I. Audit Type: 
Follow-up Review 
 

II. Purpose: 
The purpose of this review was to determine if the subcontracted OSAR provider (i.e., The Council 
on Recovery) successfully implemented correc�ve ac�ons in response to the 1st Qtr. FY 2026 
comprehensive audit conducted by the Harris Center Compliance Department. This audit also 
reviewed the program’s compliance with the Texas Administra�ve Code; the Health and Human 
Services Commission’s (HHSC) Grant Agreement No. HHS001644600013 Atachment A Statement of 
Grant (SOG); the Harris Center policies and procedures, and The Council on Recovery Policy & 
Procedure Manual Outreach, Screening, Assessment, and Referral (OSAR) (revised February 13, 
2026). 
 

III. Audit Method: 
Program leadership provided a roster of persons served between May 1, 2026, and May 26, 2026, 
as well as a current staff roster. All persons served (total of 100) and all staff members (total of two) 
were included in the review. An appropriate audit tool was developed by Compliance. 
 

IV. Audit Findings/History: 
The program demonstrated significant improvements in the reviewed elements—with the 
personnel component surpassing the threshold score, three of seven elements in the clinical record 
component surpassing the threshold score, two clinical record elements nearing the threshold 
score, and two clinical record elements exhibi�ng significant improvement. These scores indicate 
the program implemented effec�ve correc�ve ac�ons in all areas; however, addi�onal measures 
are required to ensure acceptable performance in those areas that did not surpass the threshold 
score. 
 

V. Recommenda�ons: 
The program should con�nue to closely monitor the provision of OSAR services by the 
subcontracted agency to ensure compliance with regulatory standards and provide periodic 
guidance to the subcontractor based on self-monitoring results.  
 

VI. Correc�ve Ac�ons: 
Program leadership has consulted with Performance Improvement (PI) to develop addi�onal 
correc�ve ac�ons, such as electronically tracking program-related informa�on, to resolve ongoing 
deficiencies. Compliance will conduct a follow-up review in 90-180 days. 
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Program leadership provided a roster of persons served between May 1, 2026, and May 26, 2026, as well as a current 
staff roster. All persons served (total of 100), and all staff members (total of two) were included in the review. An 
appropriate audit tool was developed by Compliance.
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Compliance previously completed comprehensive reviews of the OSAR Program during the 4th Qtr. FY 2021, the 2nd 
Qtr. FY 2025, and the 1st Qtr. FY 2026.
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Juvenile Jus�ce (JJ) 

Review Dates: July 23, 2026-August 4, 2026  

   
 

 

I. Audit Type: 
Follow-up Review 
 

II. Purpose: 
The purpose of this review was to determine if the JJ Program was compliant with the Texas Administra�ve 
Code (Tex. Admin. Code), the Texas Health and Human Services Commission’s (HHSC) Performance Contract 
Notebook (PCN) FY 26-27, and Harris Center policies and procedures. 
 

III. Audit Method: 
Program leadership provided a client roster of persons served during the 3rd Qtr. FY 2026 (March 1, 2026-
May 31, 2026). The client records of all persons served who received services during the reviewed period 
(total of 17) were reviewed for this audit. An employee roster was also provided by program leadership. A 
random sample of approximately 20% of JJ employees (total of 8 employees) was selected using Excel 
functions. An appropriate review tool was developed by Compliance. 
 

IV. Audit Findings/History: 
The JJ program demonstrated robust performance across many areas of the audit—with an overall 
compliance score of 95.11%. Evidence obtained from this audit indicates the program has ins�tuted effec�ve 
leadership, supervision, and oversight prac�ces to ensure compliance with regulatory standards. Although 
compliance was strong, deficiencies were iden�fied that necessitate correc�ve ac�on within the personnel 
and client records components. 
 

V. Recommenda�ons: 
The program should continue to review client documentation for compliance with regulatory standards, 
provide periodic targeted training based on self-monitoring results, and ensure employees remain current 
on all training courses and policy acknowledgements.  
 

VI. Correc�ve Ac�ons: 
Program leadership completed a plan of improvement indica�ng enactment of the following correc�ve 
ac�ons: Compliance will conduct a follow-up review in 90-180 days. 
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Mental Health Division Juvenile Justice (JJ) Program 
Comprehensive Review

Program leadership provided a client roster of persons served during the 3rd Qtr. FY 2026 (March 1, 2026-May 
31, 2026). The client records of all persons served who received services during the review period (total of 17) 
were reviewed for this audit. An employee roster was also provided by program leadership. A random sample 
of approximately 20% of JJ employees (total of 8 employees) was selected using Excel functions. An 
appropriate review tool was developed by Compliance.
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Compliance has not previously completed a comprehensive review of the JJ Program.

The program should continue to review client documentation for compliance with regulatory standards, 
provide periodic targeted training based on self-monitoring results, and ensure employees remain current on 
all training courses and policy acknowledgements. Program leadership is required to complete and return the 
provided plan of improvement to address the deficiencies noted in this report. The Vice President of the MH 
Division and the JJ Program Director must sign and return this report to Compliance within seven (7) business
days (Monday, August 17, 2026).
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Substance Use Recovery Services (SURS) Adult Recovery Program (ARP) 

Review Dates: August 12, 2026-August 31, 2026 

   
 

 

I. Audit Type: 
Comprehensive 
 

II. Purpose: 
The purpose of this review was to determine if the SURS-ARP was compliant with the Texas Administra�ve 
Code (Tex. Admin. Code), the Texas Health and Human Services Commission’s (HHSC) Performance Contract 
Notebook (PCN) FY 26-27, and Harris Center policies and procedures; and if the program had successfully 
implemented processes to rec�fy the deficiencies noted in the comprehensive review conducted during the 
2nd Quarter of FY 2025. 
 

III. Audit Method: 
Program leadership provided a client roster of persons served between May 1, 2026, and July 27, 2026. A 
random sample of 36 clients (approximately 50% of the caseload of assigned licensed chemical dependency 
counselors [LCDC]) was generated using Excel func�ons. An employee roster was also provided by program 
leadership. The training records of all employees (total of six) were reviewed. An appropriate audit tool was 
developed by Compliance. 
 

IV. Audit Findings/History: 
The program provided sufficient evidence to document execu�on of the correc�ve ac�ons implemented in 
response to the 2nd Qtr. FY 2026 comprehensive review. Addi�onally, the program demonstrated robust 
improvements in the reviewed elements—with nearly all audit areas exhibi�ng significant increases in 
compliance rates; however, most areas did not exceed the threshold score. These scores indicate the 
program implemented effec�ve correc�ve ac�ons in most areas; however, despite the marked improvement 
in compliance rates, addi�onal measures are required to ensure acceptable performance in those areas that 
did not surpass the threshold score. 
 

V. Recommenda�ons: 
The program should focus on ensuring staff members obtain all required signatures on client documents 
(e.g., treatment plans, treatment plan reviews, and discharge plans) accordance with the Texas 
Administra�ve Code. Addi�onally, the program should con�nue to monitor employee training course 
comple�on to maintain the high standards established during this review. Program leadership should 
complete the provided POI in collabora�on with Performance Improvement (PI) to develop addi�onal 
protocols to address those items that did not meet the threshold score. 
 

VI. Correc�ve Ac�ons: 
Program leadership stated process changes have been ini�ated to resolve deficiencies iden�fied with 
treatment plans (e.g., addi�onal training for LCDCs and requiring treatment plans be completed prior to the 
provision of services), �meliness of documenta�on entry (e.g., addi�onal oversight by the program’s CTL), 
and employee training (e.g., a comprehensive Excel-based training course monitoring tool). 
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Program leadership provided a client roster of persons served between May 1, 2026, and July 27, 2026. A random 
sample of 36 clients (approximately 50% of the caseload of assigned licensed chemical dependency counselors [LCDC]) 
was generated using Excel functions. An employee roster was also provided by program leadership. The training records 
of all employees (total of six) were reviewed. An appropriate audit tool was developed by Compliance.
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Compliance previously completed a comprehensive review of the SURS-ARP during the 2nd Qtr. FY 2026.
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Rena Strope, Practice Manager IV
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Agency Wide Training Compliance Focus Review 

Review Dates: August 11, 2026 – September 2, 2026 

   
 

 

I. Audit Type: 
Focus Review 
 

II. Purpose: 
The purpose of this focused audit was to obtain a high-level view of current training compliance across 
divisions by reviewing assignment and comple�on status for thirteen required annual trainings in Absorb. 
This review was designed to assess current visibility, progress monitoring, and consistency across divisions, 
rather than historical annual due dates. 
 

III. Audit Method: 
A sample size of 20% of 527 ac�ve employees was selected for review across thirteen required training 
courses applicable across the agency. Training was analyzed for ac�ve employees only, and results are broken 
down by overall scores and individual training. The trainings were audited through December 31st, 2026, 
due to some employees being current with their trainings through December 2026. Detailed findings and 
data analysis from this review are presented in the sec�ons below. 
 

IV. Audit Findings/History: 
The Focus Review demonstrated that Agency Mandated Annual trainings are being completed by agency 
staff as evidence by an overall score of 96.92%. All required trainings reviewed are being assigned and are 
accessible in Absorb. There were no gaps iden�fied in system assignments for ac�ve employees at the �me 
of the review. Supervisors have had ini�al training to Absorb ‘Manager View’ upon the change in learning 
module systems. Organiza�onal Development will be sending a refresher to leaders. Two training courses 
were added to the required courses for all staff. Those trainings are The Harris Center's Dress Code & 
Professional Appearance and The Harris Center's Time and Atendance Policy Training. The Harris Center's 
Time and Atendance Policy Training was the latest training requirement for all staff, and its implementa�on 
date was August of 2026. This training was excluded from the trainings reviewed due to the implementa�on 
date not being un�l August of 2026.  While system assignment failures were not iden�fied, monitoring and 
priori�za�on of required new trainings may increase risk of non-compliance if not addressed. Targeted 
educa�on and oversight will support sustained compliance moving forward. 
 
 

V. Recommenda�ons: 
Based on the current review, it appears that staff are comple�ng the agency's required training at a high rate. 
To maintain compliance across the agency, supervisors should con�nue to monitor training progress in 
Absorb. Supervisors should con�nue to monitor and review assignments, iden�fy overdue trainings, and 
conduct regular compliance checks which will help create accountability and standard prac�ces across the 
agency. 
 

VI. Correc�ve Ac�ons: 
No correc�ve ac�ons are needed currently. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Agency Wide Audit 
Training Compliance Focus Review 

 

  1 Agency Wide TrainingComplinace Focus Review 4th Qtr FY 2026 
 

Compliance Auditor(s): Christopher Webb 
 
Purpose 
The purpose of this focused audit was to obtain a high-level view of current training compliance across divisions by 
reviewing assignment and comple�on status for thirteen required annual trainings in Absorb. This review was designed 
to assess current visibility, progress monitoring, and consistency across divisions, rather than historical annual due 
dates. 
 
Methods 
A sample size of 20% of 527 active employees was selected for review across thirteen required training courses 
applicable across the agency. Trainings were analyzed for active employees only, and results are broken down by 
overall scores and individual training. The trainings were audited through December 31st, 2026, for those staff whose 
trainings were current up until that time. Detailed findings and data analysis from this review are presented in the 
sections below.  

 
Findings  
Overall Score: 96.92%  
Detailed findings are presented below: 
 

Course Total Staff Current on Training Not Current Percentage 
Ac�ve Shooter Response 105 105 0 100.00% 
Annual Defensive Driving 105 105 0 100.00% 
Code of Conduct and Ethics 105 104 1 99.04% 
Cybersecurity Awareness 
Training 

105 104 1 99.04% 

HIPPA for Covered En��es 105 105 0 100.00% 
Office Safety 105 105 0 100.00% 
OSHA Bloodborne 
Pathogens 

105 105 0 100.00% 

OSHA - Emergency and Fire 
Preparedness 

105 86 19 81.90% 

Protec�ng Individual Rights   105 104 1 99.04% 
Understanding The Harris 
Center's Mission, Vision, 
and Beyond 

105 105 0 100.00% 

Safety in Prac�ce 105 105 0 100.00% 
Understand Harris Center 
Mission 

105 105 0 100.00% 

The Harris Center's Dress 
Code & Professional 
Appearance 

105 85 20 80.95% 

Overall Combined 1365 1323 42 96.92% 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Agency Wide Audit 
Training Compliance Focus Review 

 

  2 Agency Wide TrainingComplinace Focus Review 4th Qtr FY 2026 
 

 
History 
Compliance previously completed a Focus review over agency wide training compliance during the 1st Qtr. of FY2026. 
The overall score was 81.29%.  Individual programs are audited for training records within comprehensive audits.   
 
Key Findings 
1. All required trainings reviewed are assigned and accessible in Absorb. No gaps were iden�fied in system 

assignments for ac�ve employees at the �me of the review. 
2. Supervisors have had ini�al training to Absorb ‘Manager View’ upon the change in learning module systems. 

Organiza�onal Development will be sending a refresher to leaders. 
3. Two trainings were added to the required courses for all staff. Those trainings are The Harris Center's Dress Code & 

Professional Appearance and The Harris Center's Time and Atendance Policy Training. The Harris Center's Time and 
Atendance Policy Training was the latest training requirement for all staff, and its implementa�on date was August 
of 2026. This training was excluded from the trainings reviewed due to the implementa�on date.  

Risk Considera�ons 
While system assignment failures were not iden�fied, monitoring and priori�za�on of required new trainings may 
increase risk of non-compliance if not addressed. Targeted educa�on and oversight will support sustained compliance 
moving forward. 
 
Recommenda�ons/Correc�ve Ac�on Plan  
Based on the current review it appears that staff are comple�ng agency required trainings at a high rate. To maintain 
compliance across the agency, supervisors should con�nue to monitor training progress in Absorb. Supervisors should 
con�nue to monitor and review assignments, iden�fy overdue trainings, and conduct regular compliance checks which 
will help create accountability and standard prac�ces across the agency. 
 
Management Response 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Docusign Envelope ID: 7D48F666-DF86-83CF-8376-6975DD0A13F5

The overall finding of 96.92% demonstrated a strong level of compliance and awareness across the agency.  However, the results also 

identified opportunities for improvement, particularly in Professional Appearance/Dress Code at 80.95% and Emergency ad Fire 

Preparedness at 81.90%.

OD will review the identified gaps and areas of opportunity to determine where additional education and reinforcement may be beneficial. In 

additional OD will continue to leverage the LMS Absorb system to provide targeted alerts, notifications, and reminders related to agency 

training expectations.     
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Agency Wide Audit 
Training Compliance Focus Review 

 

  3 Agency Wide TrainingComplinace Focus Review 4th Qtr FY 2026 
 

 
Signatures 

 
 
X 
Sharonda McLaurin, Director Organiza�onal Development Director 

 
X 
Toby Hicks, Senior Director of Human Services 
 
X 
Christopher Webb, Senior Regulatory Compliance Auditor 
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The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
Agency wide Policy Acknowledgment Focus Review 
Review Dates: August 11, 2026 – September 2, 2026 

   
 

 

I. Audit Type: 
Focus Review 
 

II. Purpose: 
The purpose of this focused audit was to evaluate the effec�veness of the organiza�on’s policy management 
system as it relates to employee acknowledgement of the Code of Conduct and Ethics Policy and the 
Assurance of Individual Rights Policy. Specifically, this audit sought to determine the following: Whether the 
Code of Conduct and Ethics and Assurance of Individual Rights policies are consistently assigned to all 
applicable employees within our policy pla�orm. The extent to which employees are comple�ng 
acknowledgements on an annual basis. To iden�fy any gaps in our process or system configura�on. By 
assessing these areas, the audit aims to provide leadership with assurance on the adequacy of current 
workflows and highlights risk where acknowledgements are incomplete or inconsistent. CARF standards 
reference the need for writen documenta�on when policies, procedures, and staff accountability are 
involved. Formalizing acknowledgement procedures provides the organiza�on with evidence of compliance 
during survey review.  
 

III. Audit Method: 

A sample size of fi�y-three (53) ac�ve employees across all Divisions was selected for review. Detailed 
findings and data analysis from this review are presented in the sec�ons below. 
 

IV. Audit Findings/History: 

The overall score for this review was 44.18%. The policy acknowledgments were assigned to staff for the 
policies reviewed in Policy Stat. All staff reviewed have an ac�ve Policy Stat account. The staff reviewed 
were inconsistent in acknowledging the selected policies reviewed for compliance. Four staff reviewed did 
not show evidence that the policies reviewed had been assigned to them to acknowledge. The staff 
reviewed were inconsistent in acknowledging the selected policies reviewed for compliance. Four staff 
reviewed did not show evidence that the policies reviewed had been assigned to them to acknowledge. 
There is no evidence of system failure preven�ng annual policy acknowledgements. Compliance has 
previously conducted a Focus review over our Policy Management System tracking during the 4th Qtr. of 
FY2025 
 

V. Recommenda�ons: 
To strengthen the agency’s approach to policy acknowledgements, the Compliance Department will con�nue 
to take ownership of implemen�ng the following improvements: Currently all new hires are instructed on 
signing into Policy Stat to claim their accounts once they receive their agency email. Supervisors should 
encourage staff to log into Policy Stat regularly to check their dashboard for any documents requiring their 
acknowledgment 
 

VI. Correc�ve Ac�ons: 
Compliance should con�nue to work with Human Resources and leadership to develop a formal Policy 
Acknowledgement Policy and Procedure. It should outline the requirements for employees to acknowledge 
key policies, including the Code of Conduct and Ethics and Assurance of Individual Rights at the �me of hire 
and on an annual basis. 
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Compliance Department (Compliance) Review Report 
4th Quarter (Qtr.) of Fiscal Year (FY) 2026 

Agency Wide Audit 
Policy Acknowledgement Focus Review 

 
Compliance Auditor(s): Christopher Webb 
 
Purpose 
The purpose of this focused audit was to evaluate the effectiveness of the organization’s policy management system as 
it relates to employee acknowledgement of the Code of Conduct and Ethics Policy and the Assurance of Individual 
Rights Policy. Specifically, this audit sought to determine the following: 
 

• Whether the Code of Conduct and Ethics and Assurance of Individual Rights policies are consistently assigned to 
all applicable employees within our policy platform. 

• The extent to which employees are completing acknowledgements on an annual basis. 

• To identify any gaps in our process or system configuration. 
 
By assessing these areas, the audit aims to provide leadership with assurance on the adequacy of current workflows 
and highlights risk where acknowledgements are incomplete or inconsistent. CARF standards reference the need for 
written documentation when policies, procedures, and staff accountability are involved. Formalizing acknowledgement 
procedures provides the organization with evidence of compliance during survey review. 

 

Methods 
A sample size of 10% of 527 active employees across all Divisions was selected for review. Detailed findings and data 
analysis from this review are presented in the sections below. 

 

Findings  
Overall Score: 44.18%  
Detailed findings are presented below: 
 

Policy Total Staff Acknowledged Not 
Acknowledged 

NA Percentage 

Code of Conduct and 

Ethics 

53 18 33 2 35.29% 

Assurance of 

Individual Rights 

53 26 23 4 53.06 

 
 

  
 44.18% 

   
 

History 
Compliance has previously conducted a Focus review over our Policy Management System tracking during the 4th Qtr. 
of FY2025     
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2 Policy Acknowledgements Focus Review 4th Qtr FY 2026 
 

Key Findings 
1. The policy acknowledgments were assigned to staff for the policies reviewed in Policy Stat. All staff reviewed have 

an active Policy Stat account.  
2. The staff reviewed were inconsistent in acknowledging the selected policies reviewed for compliance. 
3. Four staff reviewed did not show evidence that the policies reviewed had been assigned to them to 

acknowledge.  
4. There is no clear evidence of system failure which causes policy acknowledgement not to be completed 

annually. 
 

Risk Considerations 
The gaps identified in assignment, account activation, and tracking continue to create several risks for our organization: 

• Compliance risk identified in potentially not meeting accreditation recommendations. 

• Staff must be fully aligned with agency code of conduct, ethical standards and the rights of those we serve. 
Annual policy and procedure acknowledgments are essential; without them, the organization lacks the 
necessary framework to verify staff awareness of policies and adherence to required operational policies and 
procedures. 

• Employees who do not claim their accounts cannot be included in acknowledgement tracking, which limits the 
accuracy of acknowledgement records.  

 
Recommendations/Corrective Action Plan  
To strengthen the agency’s approach to policy acknowledgements, the Compliance Department will continue to take 
ownership of implementing the following improvements: 
 
Compliance should continue to work with Human Resources and leadership to develop a formal Policy 
Acknowledgement Policy and Procedure. It should outline the requirements for employees to acknowledge key policies, 
including the Code of Conduct and Ethics and Assurance of Individual Rights at the time of hire and on an annual basis. 
 
Currently all new hires are instructed on signing into Policy Stat to claim their accounts once they receive their agency 
email. Supervisors should encourage staff to log into Policy Stat regularly to check their dashboard for any documents 
requiring their acknowledgment. 
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3 Policy Acknowledgements Focus Review 4th Qtr FY 2026 
 

Signatures 
 
 
 
 

X 
Christopher Webb, Senior Regulatory Compliance Auditor 

 

 
X 
Evanthe Collins V.P. of IDD Services 
 

 
X 
Lance Britt V.P. of Behavioral Health Services 

 

 
X 
Sean McElroy V.P. of Forensic Services 

 
X 
Kim Kornmayer V.P. Crisis Services 
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( 
\ 

dotovbnt 
Formerly named C:iox Health Outreach ID:  Site ID:  

Chart Review Request 

To:  Date: 7/29/2026 ______ ...._ _____ _ 
Fax Number: 

I 
Phone Number:  

I 

  
. 

I 

I 
I 
I 

 
 

:: - I 
" 

Medical recoids can be submitted through the following options: 
,, 

1. Provider Portal: I . . . 
 

   
 

 
 

  
  
  

2. Remote EM~: R:etrieval: 
'I 

Set up secure remote connection from an EMR 
directly to Datavant for timely remote retrieval by 
trained Data~ant associates. 

Contact 

3. Onsite Chart Retrieval: 
Schedule on-site retrieval with a complimentary 

I 

Datavant Chart Retrieval Specialist or review any 
aspects of the on-site retrieval Jervices at Datavant. 

Contact 

5. Mail: 
Mark "Confidential" on the envelope and mail the 

medical records   
 

 
 

I 

JUL 3 0 2026 
Datavant can lielp you remove the burden of fulfilling record requests through: 
> Digital Retri~ival: Automate the intake, fulfillment, quality control and delivery of medical reef CEI"\7ED 
> Release of lriformation Services: Free up staff time with centralized and outsourced chart retrierals -•-

To learn more about One of these NO COST retrieval options, visit www .datavant.com/campaignTetterway 

·11 l 
I 

VERIFICATION OF RECEIP! OF FAX: . • \ . 
This. communication may c:ontain confidential Protected Health Information. This information is intended only for the use of the individual or entity to 1.-.rhich it is addressed. The authorized recipient of this information Is 
prcihibited from dlsclosfng this information to any other party unless required to do so by la·w or regulation and is required to destroy the information after Its stated need has bee

1 

fulfilled. If you are not the intended 
recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these documents ls STRICTLY PROHlBITED by Fed_eral law If you have received this information in 
error, please riotifythe se\~der immediately ar,d arrange for the return or destruction of these docume:rits. 
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Hea:lthSpring .. 

February 9, 2026 

Information for providers: Datavant to request medical record documentation for HealthSpring 

! • I 

; I 
Dear PROVIDER: 

i 
I I 

We're condusting medical record diagnostic coding reviews as part of our Medicare Advantag~ risk adjustment 
process and commitment to quality patient care and provider support. Risk adjustment is the methodology used 
by the Centers for Medicare and Medicaid Services to determine payments to Medicare Advantage health plans. 

I 

. I 
This methodology is dependent on accurate and complete diagnosis coding. Reviewing medi¢al chart 
documentation helps us meet these requirements. To make this process as efficient as possitjle, we've enlisted the 
services of Datavant to retrieve medical records. I 

I 

Next steps: Datavant will call you to schedule the chart retrieval at a convenient time for your practice. For each 
medical record, the following information is needed for dates of service from Jan. 1, 2025, to :current: 

I 
I 
I 

• History and physical • Medication list I 

: ~~;;;~:,'~:~.:otes : ~~~:;~.~~~,'~~;;~r/THMR documents 

Please search all electronic and paper records for the specified date range and respond promptly. 
I 

Patient authorization for the release of medical records is not required for this audit. HealthS'pring is conducting 
this review to ensure compliance with CMS guidelines for the submission of accurate patient information. This 
request falls under the terms and conditions of your contract with HealthSpring. Our confide~tiality agreement with 
Datavant and their employees ensures any information shared during this review will be kep~ strictly confidential in 
accordance with all applicable state and federal laws regarding confidentiality and Health Insurance Portability and 
Accountability Act of 1996 requirements. Additional patient authorization is not required. 

I 
: I 

 
.com. 

Thank you for your partnership in providing quality care to our members. 
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datavcint 
Formerly named Cio:< Health PULL LIST 

PULL CNA MEMBER/REQUESTER 

   

   

   

   

   

   

   

   
 

   

 

-

Outreach   Charts 

 
9  

DOB 

 

 

 

 

 

 

 

 

 

 

 

 

   
 

 

 

 

 

 
 

  

 

  
 
 

 

 
 
 

  
 

 

 

  

 
 

  

 

 
  

 
 
 

 

 
  

 

 

  
 

  

Page 181 of 262



Unified Program Integrity Contractor 
South Western Jurisdiction (UPICSW) 

 

Page 1 of 2 
 

 

Delivery Method: Kiteworks 

 

May 6, 2026 

 

The Harris Center for Mental Health and Idd 

9401 Southwest Fwy  

Houston, TX 77074 

 

Re:  Request for Information  

  

  

         

 

 

 

Dear The Harris Center for Mental Health and Idd: 

 

This is to inform you that you have been selected by Qlarant Integrity Solutions, LLC 

(Qlarant) for a review of sampled claims billed to Medicaid with dates of services from 

October 1, 2022 through September 30, 2024. The objective of our review is to determine 

whether the claims for services were billed and paid in accordance with applicable federal 

and state Medicaid laws, regulations, and policies. 

 

In order to fulfill its contractual obligation with the Centers for Medicare & Medicaid 

Services (CMS), Qlarant, the Unified Program Integrity Contractor (UPIC) for the South 

Western Jurisdiction (Arkansas, Colorado, Louisiana, Mississippi, New Mexico, 

Oklahoma, and Texas), performs reviews for program integrity. As a UPIC, Qlarant is 

authorized by CMS to review any service provided in the South Western Jurisdiction and 

billed to Medicare or Medicaid. 

 

Section 6034 of the Deficit Reduction Act of 2005 (DRA) established the Medicaid 

Integrity Program, through which CMS shall conduct reviews of claims submitted by 

Medicaid providers. As a Medicaid provider and a recipient of funds under the State 

Medicaid program, you are subject to these reviews. The DRA authorizes CMS to utilize 

contractors, including Qlarant, to conduct such reviews. 

 

In accordance with the DRA and other applicable state and federal laws, you are required to 

provide CMS and its contractor, Qlarant, with timely, unrestricted access to all documents 

and records that relate in any way to Medicaid claims and payments. In this respect, if 

certain records supporting the services rendered are at another facility, as the billing 

provider, you are responsible for obtaining those records for our review.  

 

Qlarant understands that the request for documentation, including patient records, may 

raise questions about the disclosure of protected health information (PHI). The Health 

Insurance Portability and Accountability Act (HIPAA) Privacy Rule (45 CFR § 164.501-

512) permits disclosure of PHI without beneficiary authorization to carry out treatment, 
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payment, or health care operations. When Medicaid beneficiaries enroll in the program, 

they are informed of Medicaid’s use of their protected health information to carry out 

health care operations. UPICs, including Qlarant, perform health care operations as 

business associates of CMS with respect to the HIPAA Privacy Rule. Providing the 

requested documentation does not violate the minimum necessary provision of the HIPAA 

Privacy Rule and does not require beneficiary authorization. 

 

We have enclosed a list of claim(s) and types of documentation that may be required to 

support the claim(s). Please submit to Qlarant this requested documentation for each claim 

listed. The documents must be legible and arranged in an orderly manner. Be aware that 

this list is not all inclusive and that Qlarant may request additional documentation 

necessary to conduct and complete its review.  

 

The requested information should be submitted to Qlarant within 30 calendar days of 

the date this letter was issued, due on June 5, 2026. The information shall be submitted 

electronically via Qlarant’s Secure File Transfer (Kiteworks), by selecting “Upload” 

in the toolbar at the top of the screen. We cannot accept this documentation by email. 

No exceptions. You must not send PHI by email because it would be in violation of federal 

HIPAA statutes. 

 

Any applicable State sanctions may be imposed against you if you fail to provide the 

information that is requested. Depending on the laws in your State, sanctions may include, 

but not be limited to, vendor hold and/or exclusion from participation as a provider in the 

State Medicaid program until the matter is resolved. Additionally, payments for services 

for which you fail to produce records to Qlarant will be recovered from you. 

 

Please refrain from any adjusting or voiding of claims under review during the dates of 

service without prior discussion with Qlarant and the State. 

 

Thank you for your cooperation. If you have any questions regarding our review or the 

enclosed documentation requested, please respond to  

You can request a contact phone number if additional information is needed. 

 

Sincerely, 

 

 

Managed Care Plan Team 
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I 

i 
I 

Medical Records Request 

Medicare Risk Adjustment 

I 
 From: Fax API User 

Review Requested patient list, dates of service, and submission options attached. 

Attention To: : 
! 

Phone: 
I 

Fax: I' 
Request Date: , 
Optum Refere~ice ID: 

I, 

i' 

Medical Records 

If you have received this in error, please contac

This facsimile rnntains confidential personal health information (PHI). The information contained within this transmission 
is intended for the use of the individual or entity it is addressed to. If you are not the intended recipient, any disclosure, 

distribution, or reproduction is strictly prohibited. If you have received this facsimile in error, please immediately notify 
Optum at the ~mail above. Optum will arrange for the proper return of this document and all its. contents. 

Health inforrn1li(m is personal and protected unde!' Lhe law. All PHI lran::.miued in this fac::.irnile is done so wiLh 

appropriate a~'thorization or does not require said authorization. The recipient of this facsimile is responsible to protect 

personal health information in accordance with all state and federal laws. Failure to do so may subject you to all penalties, 
to include fines and prosecution available under state and federal laws. Protecting PHI is everyone's responsibility. Optum 

takes these re~ponsibilities seriously. If malling records, only use services that allow for specific package tracking. Optum 

is not responsible for the receipt of any information, package or data that is not properly protected in transit of any kind. 

JUN 1 l 2026 
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To: 62236209-e6a2-4ab0-8059-3494bb75c264 ,, Page: 02 of 11 

Medical Reco,rd Review - Medicare Risk Adjustment 

June 2026 

i 
Dear Practice or Facility Administrator: 

i 
! 

2026-06-10 12:01 :04 PDT 13103239949 

Re: Time sensitive request for medical records for Medicare Risk Adjustment Data 
I, 

From: Fax API User 

The Medicare Flisk Adjustment program ensures Medicare Advantage (MA) plans receive appropriate payments based on 
the health status of their members. As part of this program, the Centers fo( Medicare & Medicaid Services (CMS) requires 
plans and providers to submit cornplete diagnostic data for members enrolled in certain Medicare-covered health plans. 
To ensure the ii1for111ation submitted to CMS is complete, MA plans engage in medical record review. Accordingly, 
UnitedHealthcare requests your cooperation to facilitate a medical record review for services rendered from January 1, 
2025-Present for a certain number of your patients enrolled in such plans. 

We have enga9ed Optum to conduct the medical chart review. A representative will work with you to provide retrieval 
options and a Ii.st of the requested members' medical records for services rendered by date of service as specified on the 
pull list. !: 

I 

Notes should include member name, date of visit, and provider signature with credentials. 

Please includE! all of the following medical record documentation available for this chart review: 
• Hi:story and Phy:sical 
• Discharge Summary 
• Progress Notes 
• ConsulWSpecialist Notes or Letters 
• Operativ'e Notes 
• Procedure Notes/Reports 
• Physical, Speech, and/or Occupational Therapist Reports 
• Emerget)cy Department Records 
• Physician Orders 

Only If there are no· encounter notes for the member, please Indicate CNA (Chart Not Available) by the Chart ID along 
with comments explaining why the chart is not available. 

If also available Include: · 
;· .. He8ith. [Vlairlte·nartce Form 
• Oemogn;iphics Sheet (include documentation for name changes, DOB discrepa.ncies) 
• Signature Log (complete and return if progress notes contain handwritten signatures or credentials of provider are 

not cont'.:1ined in patient information being sent) · 

Note: Puriiliari't to CMS requirements, providHrs' signatures and qualifications are required to validate each 
medical record. ' 

To limit the act1:ninistrative burden on your office from other requests for our members' medical records, we may use the 
records received through this request for other reasons, such as compiling information for Healthcare Effectiveness Data 
& Information f3ot@ (HEOIS} measures and assisting in CMS risk adjustment data validotion audi~s. 

' I 
I I 

We are sensiWe to the needs of you and your patients. If it would be easier to deliver a limited data set to meet this 
request, pleasi:i ensure the following minimum data elements are present: 

I -

• Intake and termination notes 
• Progmss notes 
• Modalities and frequency of treatment provided 
• Hesults ot clinical tests or screeners 
• Overview of diagnosis, functional status, treatment plan, symptoms, prognosis and progress to date • . ..... . .. . . .. .. .. I . 

I 
I 
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   From: Fax API User 

Optum on behalf of UnitedHealthcare 

United Healthcare 
Medical Record Request: Patient list 

  

 

 

Ple(lse submit member list in all communicatioos with information in the Comments to indicate. CNA if chart is not 
available. Return a separate document for each member named with Optum chart ID via one of the methods below. 

Remote Accesil:: Medical ri;icords will be retrieved through a designated conMction or electronic: medical record (EMR) 

system. If you would like to establish access or have questions, please contact us at  email 
 

 

    
   

 

United Psychiatry Institute, Lie 

Relevant documents: 

• Histor:/ & Physical Reports 

• Discharge Summary 
• _Progress Notes 

Total Charts Rli!quested: 40 

• Consult/Specialist Notes or Letters 

• Operative Notes 

• Procedure Notes/Reports 

• Emergency Department Records 

• Physician Orders 

• Physical, Speech, and/or 

Occupational Therapist Reports 
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Review Requested patient list, dates of service, and submission options attached. 
I I . . ' 
I 

  
 

  
 

  

 

 
 
 

 
 

If you have received this in error, please contact epi_records@optum.com. 

This facsimile contains confidential personal health information (PHI). The information contained within this transmission 
is intended for: the use of the individual or entity it is addressed to. If you are not the intended recipient, any disclosure, 
distribution, or reproduction is strictly prohibited. If you have received this facsimile in error, please immediately notify 
Optum at the E;!mail above. Optum will arrange for the proper return of this document and all its contents, 

HealLh inforrn:~Lion is per$onal and proLecLed under the law. All PHI tr~n::.miued in Lhi::, fc;1C$irnile is done so wilh 

appropriate aLtthorization or does not require said authorization. The recipient of this facsimile is responsible to protect 

personal health information in accordance with all state and federal laws. Failure to do so may subject you to all penalties, 

to include flnei; and prosecution available under state and federal laws. Protecting PHI is everyone's responsibility. Optum 

takes these re+.ponsibilities seriously. If mailing records, only use services that allow for specific package tracking. Optum 

.is not responsible for the receipt of any information, package or data that is not properly protected in transit of any kind. 

i 

JUN 15 2026 

RECEIVED 
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 • Page: 02 of 53 
! 

' Unit~dHealthcare· 
Medh:.are So!uUor;s 

Medical Reco,rd Review - Medicare Risk Adjustment 

June 2026 

Dear Practice oi· Facility Administrator: 

2026-06-12 08:49:53 PDT  

Re: Time sen!!~itive request for medical records for Medicare Risk Adjustment Data 
I i 

From: Fax API User 

The Medicare F1iisk Adjustment program ensures MedicarJ Advantage (MA) plans receive appropriate payments based on 
the health status of their members. As part of this prograrrl, the Centers fa( Medicare & Medicaid Services (CMS) requires 
plans ,md provi-~ers to submit complete diagnostic data for members enrolled in certain Modicare-cqvered health plans. 
To ensure the information submitted to OMS is complete, MA plans engage in medical record review. Accordingly, 
UnitedHealthcare requests your cooperation to facilitate a medical record review for services rendered from January 1 , 
2025-Present for a certain number of your patients enrolled in such plans. 

We have enga~ted Optum to conduct the medical chart review. A representative will work with you to provide retrieval 
options and a list of the requested members' medical records for services rendered by date·of service as specified on the 
pull list. : • • 

i 
Notes should iinclude member name, date of visit, and provider signature with credentials, 

' 
Please include:, all of the following medical record documentation available for this chart review: 

• History a,nd Physical 
• Discharg'e Summary 
• Progress Notes 
• Cons1,Jlt/Specialist Notes or Letters 
• Operativ1:! Notes 
• Proceduie Notes/Reports 
• Physical, Speech, and/or Occupational Therapist Reports 
• Emergency Department Records 
• Phy~iciaii Or~ers 

Only If there are no encounter notes for the member, please indicate CNA (Chart Not Available) by the Chart ID along 
with comment&' explaining why the chart is not available. 

If also a\fallable Include: 
• Heaith'ti;)iaintenance Form 
• Oemogr:iiphics Sheet (include documentation for name changes, OOB discrepa,ncies} 
• Signature Log (complete and return if progress notes contain handwritten signatures or credentials of provider are 

not contained in patient information being sent) 
I 

Note: Purs'u'aiit to CMS requirements, providers' signatures and qualifications are required to validate each 
medical record. 

To limit the adfninistrative burden on your office from other requests for our members' medical records, we may use the 
records receivt!d through this request for other reasons, such as compiling information for Healthcare Effectiveness Data 
& Information !i3ot@ (HEDIS) moasuros and assisting in CMS risk adjustment do.ta validation audits,'. 

We are sensitiie to the needs of you and your patients. If it would be easier to deliver a limited data! setto meet this 
request, pleas

1
1 ensure the following minimum data elements are present: I 

• Intake.and termination notes 
• ProgrElSS notes 
• Modalities and frequency of treatment provided 
• Hesulls of clinical tests or screeners 
• ov·ervlew of dia.9.0osis, functional stattis, trea~ment plan, symp~~m_s, prognosi_~ and progres~ to d~te 
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  From: Fax API User 

t: 
 

Optum on beh.:nlf of UnitedHealthcare 

unitedHealthcare 
Medical Record Request: Patient List 

 
 

 

Please submit member list In all communicatloos with information in the Comments to ir'ldicate CNA If chart is not 

available. Retli1rn a separate document for each member named with Optum chart ID via one of the methods below. 
i 

. ' : . ' 

Ramote Ac::c::ass: Medical records will b@ retrieved through 3 daslgnated connection or electronic ,medical record (EMR) 

system. If vcii.1 would like to establish access or have questions, please contact us at l-888-292-5313 or email 

 
 

   
   
 

Please contact :l Representative regarding questions or to schedule your preferred retrieval method at  
 

The Harris Center For Mental Health And ldd 
' 

Relevant documents: 

• History & Physical Reports • Consult/Specialist Notes or Letters 

• Discharge Summary • Operative Notes 
• Progress Notes • Procedure Notes/Reports 

Total Charts REiquested: 373 

• Emergency Department Records 

• Physician Orders 

• Physical, Speech, and/or 

Occupational Therapist Reports 

::.:·~::::.:).:i jN,il(ifiii~irii~f{ )jVJ~fuh~fFi~~t(:) }':)j:).:::i:i::i}!.i\\: ;::::;/i"::/:i:i::::·_:/:.";::.:.:.:.:.::> ':/f<<<:Xi::::.:)<:·,:: .. <\) \Yi)\'..::':.:.:;/::\i':i{ ?)/i{)/i•:)):/:))'f)j).))\ 
~~'.1.~:;! !::::-:-:L:.:J:'ar)1~:.:.:::>>:: :::\t::::·/:Nime?•,.::/:i:<: :•?<<~~><:;.:_:: ::.::.:•::::f ~.,~:!:~?/:i :::;.:~~~:~!f-~~::~~9~·:::::., :;._~~~-!-~~t1.~~,:;':: :·::.::,.:<::;;;:~.~:~-~-~~:;::.;:::.::~:::.: 
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Good morning The Harris Center, 
  

I am reaching out to confirm Superior’s Quarter 3 2026 visit with Access Center New for our audit of 
charts on Thursday, July 30th 2026 @ 11:00am. Documentation is due by 5PM on July 17th,2026. 

The four members Superior is requesting for review for Dates of service:  4/1/2026-6/30/2026. We 
have selected the four charts for the 4 members for audit due to no other members meeting audit 
qualifications. 

See below for some members for you to pick from or you may choose any two members that you 
want. If you choose your own members, they must have a minimum of 6 SB58 services notes and 
they must be an active member with Superior HealthPlan. 

   

   

   

       

   

  

Please fax all required documentation to  to my attention. You may also send charts 
by secured email, but please keep in mind due to our office’s security settings, all attachments 
must be smaller than 10MB. If you are experiencing any barriers to sending documentation ahead 
of time, please feel free to reach out to me by phone or email and we can discuss a solution. 
Otherwise, please send all necessary documents for all 4 members no later than close of business 
on July 17th ,2026. 

The date span we are requesting documentation for is: 4/1/2026 – 6/30/2026. Please see the 
attached PDF file for a list of requested documents applicable to that date range. 

Best Regards, 
  
  

 
Project Coordinator, Behavioral Health Utilization Management 
Pronouns: she/her 
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To: 62236209-e6a24ab0-8059~3~94bb75c264 

t 
I 

I 
. . I 

 
i 

Optum on behalf ,~f UnitedHealthcare 

Page: 1 of 7 2026~07-27 07:50:52 PDT 

I . . . 
Address~  

  
  

 

Medical Records Request 

13103239949 From: Fax API User I 

, Medicare Risk Adjustment ; 
Review!Requested patient list, dates of service, and submission options attached. •• 

Attention To: 
Phone:. 

Fax: 
Request Date: 

I 

·I 
i 

Optum Reference to: 
I • 

 
 
 

 
 

  

This facsimile con'tains confidential personal health information (PHI). The information contained within this transmission· 
I . . . . . 

is intended for th'e use of the individual or entity it is addressed to. If you are not the intended recipient, any .disclosure, 
distribution, or reproduction is strictly prohibited. If you have received this facsimile in error, please immediately notify 
Optum at the embil above. Optum will arrange for the proper return ofthis documen.t and all its contents, • 

I , 
j I 

He;,,:ilth inforrnalion is per:;,on;,,:il l:lnd prolecLed under Lhe l;;iw. All PHI ln.m::.milled in thi:. f~t::$imile i:. done so vvilh 
I • ' I • 

appropriate auth
1
brization or does not require said authori2ation. The recipient of this facsimil7 is responsible to protect 

personal health it~formation in accordance with all state and federal laws. Failure to do so may sybject you to all penalties, . 
to include fines ahd prosecution available under state and federal laws. Protecting PHI is everyoJe's responsibility. Optum 

I . . • I 

takes these resp1nsibilities seriously. If mailing records, only use services that allow for specificipackage tracking. Optum 

is not responsiblefor the receipt of any information, package or data that is not properly protected in transit of any kind. 
I • I . 

i 

JUU 31 2026 

I 
RE 'EIVED 
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. 
r o: 62236209-e6a24ab0~8059-3494bb75c264 
• ' Page: 2 of 7 

! 

,JJJ UnitdctHealthcare· 
· · I Merticaire So!11,1Jtlon$ 

I 
Medical Record Review - Medicare Risk Adjustment 

I . . 
I 
\ 

June 2026 I 

! 

I 
2026-07-27 07:50:52 PDT 13103239949 

Dear Practice or facility Administrator: . . . . . • ; 

From: Fax API Usei 

Re: Time sensrve request for medical records for Medicare Risk Adjustment Data ; 

The Medicare Risk Adjustment program ensures Medicare Advantage (MA) plans receive appropriate payments based on 
the health status of their members: As part of this program, the Centers for Medicare & Medicaid:Services (CMS) requires 
plans and providers to submit complete diagnostic data tor members enrolled in certain Medicar~-covered health plans. 
To ensure the infqrmationsubmitted to CMS is complete, MA plans engage in medical record review. Accordingly, 
UnitedHealthcare; requests vour cooperation to facilitate a medical record review for services rentjered from January 1 , 
2025-Present for 

1
a certain number of your patients enrolled in such plans. • : • 

We have engage~ Optum to conduct the medical chart review. A representative will work with yo~ to provide retrieval 
options and a list :of the requested members' medical records for services rendered by date of service as specified on the 
P• ull list. ! ' •• . • . I 

' ' ' . . . . . ! 
Notes should indude member name, date of visit, and provider signature with credentials) . • ' 

: ' .· ' • i 
Please include a,11 of the following medical record documentation available for this chart re;view'. 

• History and Physical • 
• Discharge ~ummary 
• Progress Notes 
• Coi1sult/S~ecialist Notes or Letters 
• Operative Notes 
• Procedure /Notes/Reports 
• Physical, ~peech, and/or Occupational Therapist Reports 
• Emergencv Department Records 

' ,. 

• Physician Orders 
Only If there a.rel nci encounter notes for the member, please Indicate CNA (Chart Not Available) by the Chart ID along 
with comments explaining why the chart is not available. ! · 

, . ·r 
lf a.lso avallablelinc:lude: 

• Heaith.Mai.ntenance Form 
• • Demographics Sheet (include documentation for name changes, DOB discrepancies) . ! 

• Signature ~og (complete and return if progress notes contain handwritten signatures or cr~dentials of provider are 
not cohtair)ed iri patient information being sent) . ; 

Note: Pursu·ant ·1~ CMS requirements, providers' signatures and qualifications are required to validate each. 
medical record. i . . . • • • i 

To limit the admi/1istrative burden on your omce·from other requests for our members' medical r~cords, we may use the 
records received/through this request for other reasons, such as compiling information for Healthpare Effectiveness Data 
& Information Sc;(@) (HEDIS) rrioasuros and assisting in CMS risk adjustment data validation audits. . 

We are sensitivelto the needs of you and your patients. If it would be easier to deliver a limited dlta set to meet this 
request, please 1nsure the following minimum data elements are present: I. 

• Intake ar\d termination notes ' 
• Progres~ notes . . • 
• Modalitids·and frequency of treatment provided . 
• Hesutts 9t clinical tests or screeners . I 
"' • Overviev~ of diagnosis, functional status, treatment plan, symptoms, prognosis and progress to date ! ' '"" . . ,. ' ' " " ' " ' 
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. I 
f o: 62236209-e6a2-4abo~so59-~l494bb75c264 Page: 3 of 7 

' 

2026-07-27 07:50:52 PDT 
I 

13103239 49 • From: Fax API User 
• ' 

f)JJ UnitJdHealthcare· 
Medh:.are Soh..11tion~ 

' ! . • I 

Please redact serisitive and personal information not directly related to patients' clinical history, d:iagnoses; or reason for 
treatment (e.g. seba1 orientation, transgender status, criminal history). Clinical information necessary to understand and 
support diagnose~ should remain unredacted. • _ 

I 
i 

Thank you in advance for your assistance .. . I . 
• ' 

Sincerely, 

  
 

Privacy Information 

. Federal law arid ~elated regulations under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and the 
• American Recov~ry and Reinvestment Act of2009 ("ARRA") govern the privacy of a patient's p,9tected health information 

(PHI). These law,s establish requirements for the use and disclosure of PHI by physicians/health ~are professionals, health 
. plans, and health; plans' business associates and business associate subcontractors. i 

l . , i 

HIPAA allows a ~overed entity, such as a health care provider, to disclose PHI to another cover~d entity, such as a health 
plan tor payment. treatment, or health care operations without a. member's authorization. Risk adjustment and quality 
assessment and i improvement activities are such permitted disclosures relating to payment, treatment or health care 
operations. I 

I 

In this case, OptLlm is a business associate of UnitedHealthcare and, consistent with federal law [is conducting chart 
reviews for the p~rposes of risk adjustment and quality assessment and improvement activities o'n behalf of . 
UnitedHealthcare. Optum has entered into a business associate subcontract in accordance wlthlthe applicable HIPAA 
and ARRA requirements. These agreements allow Optum to access and to use PHI on behalf of µnitedHea!thcare forthe 
purposes or, arnqng olller things, risk c1.djuslrrmnl cmd quc1.tily c1.:s:ses:srnenl c1.nd improvement MCliv;ilies. • 

HIPAA. specifical(y protects psychotherapy notes that are recorded by your clinician that docume~t or analyze the ,contents 
of a conversatio~ during your private counseling session. Optum is not requesting those private li!Otes. • 

. . . ! 
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r o: 62236209~e6a2-4ab0-8059-3494bb 75c264 

I 
I . . I 

 

• Page: 5 of 7 2026-07-27 07:50:52 PDT 

· OptLim on behalf of UnitedHealthcare 

United Healthcare 
Medical Record Request: Patient List 

Secure Online f ubrn issio i1;  
 

 

 

 

 

 • . . ' 
Please submit member list in all communications with information in the Comments to indicate CNA if chart is not 
available. Returrl a separate document for each member named with Optum chart ID via one :of the methods below. 

I . . . I • 
. ' • 

Ramote Accass: ~edlcal records will be retrieved through a dasignatad conMctlon or electro?k medk:al record (EMR} 

system. If you 1would like to establish access or have questions, please contact us at ll-888·292-5313 or email 
I ; 

OIR_Optum.:..Rec,~rds@optum.com i 
 I 

  

    
 To protect ePHI, please use encrypted email. 

. . 
Onsite retrieval: Contact an Optum Representative to schedule. • 

1 I · . · i - · 
Please contact a Representative regarding questions or to schedule your preferred retrieval method  

 I 
 I 

The Harris Center 
! 

Relevant documknts: 
; i ' 

• History 8{ Physical Repqrts • Consult/Specialist Notes or Letters • Emergency Department Records· 

• Discharge Summary • Operative Notes • Physrd1n Orders 
L r 

• ProgressJNotes • Procedure Notes/Reports • Physical, Speech, and/or 

•• I OccupJtional Therapist Reports 
I · I · •. 

Total Charts Req~ested: 2 • ! 

• 1      
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r o: 62236209-e6a2-4ab0-8059-3494bb75c264 
I 

Page: 6 of 7 2026-07-27 07:50:52 PDT 
I 

13103239949 From: Fax API User 
I 

2        
 

. 
 

I 

. I 
' 

' ! 
i 

: 
[ 

Page 210 of 262



ijJ 

TO: 

9 
s 
Ii 

I 
I 
I 

United 
j 

Healthcare. I • 

Advanttmed • I 
I 

URGENT REQUEST FOR MEDICAL RECQRDS 
i . . . . . 

Request Send Date: July 28, 2026 
I 

 

• ATTENTION TO: Medical Records 

 
1 ' • 

 
. . ! . . 

 

 

, · 
' 

FROM: ADVANTMED 
' I 

• I 

9  
  

 

 

 
 
 

 
 

 

 
• • I 

Dear Physician or Office Administrator: 
I . . 

UnitedHealthcare has partnered with Advailtmed to collect and review medical records for HEDIS® Reporting. • ' . I . . I 

REQ.UESTOR: . il•IIII United 
1 W Healthcare 

- I . 

0 

J . • , : . l 

DUE DATE: . t . August 04,2026 • .. .. . ·. • • • :: . • 

Adva ntmed offer,s multiple methods to submit records in response to this request. Please consider upload,ing records through our 
"SECURE UPLOAD PORTAL" to expedite the process, _ • . : 

• Please use link fJrsharing your feedback:  l  

W
', 
I Most Convenie·nt and Secure Method: +. . ! To 

' 1 • ' OR i. 
i 

I 

 
 

 
 

 

 
 

 

To schedule an onsite appoi~tment, please contact us at  
RE<SEIVED 

l • . • 

• I . . . 

• Disclaimer: If yo~ have received this transmission in error, please contact This document contains'.confidential Persona I Health. 
Information (Ptti').The information corita ined within this transmission is intended only for the use of .individual or entity it is addressed to. If the reader of this 
docu·ment is not ~n intended recipient, any disclosure/dissemination or distribution of this facsimileor a copy of this facs.imile is stri,ctly prohibited by Health 
Insurance Portability and Accountability·Act (HIPAA). If you received this facsimilefo error, please notify Advantmed and destroy.this document immediately. 

. . 

      
' • 
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I 

IJJJ 
i 

United 
·Healthcare 

I . 

•Advantmed 
I 

0 
) 

      
 

 • I 
! 

: j 
I 0 PHONE: i 

• Preferred 'Communication Method: 
i. 
I 

0 EMAIL: ' I 
' 

' I 
',, ' • • Contact N,ame: I 

[Medical Record (MR)] 
I 
I 
I I 
I 

I 

I 
I 0 FAX 0 EMAIi. 0 MAIL • Method of Record Submission: 
I 
I 0 UPLOAD 0 ONSITE 0 REMOTE DOW~LOAD i 
i I 

I . . 

• Expected ,Date to Send Records: 
'1 ' 

·t ' 
I i I 

• Single Chi3rts Maintained for Patients Who 0 YES 0 NO I 
I . . 

'See More;Than One Doctor: ' 
I I 

I 

I . . . 
IF YOUR OFFICE PROCESSES MEDICAL RECORD REQUESTS THROUGH A COPY SERVICE, PLEASE CONTACT ADVANTMED 
i PRIOR TO SUBMITTING THIS MEMBER LISTTO YOUR COPY SERVICE. 

I 

 

 
  

 
   

 
 

 

 

 
 

 

 
 

   

      

 

 

 

  
 

  
 
   

      

 
    

 _   
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To: 62236209-e6a2-4ab0-8059~494bb75c264 
I 

I 
I 

Im: 
~ 

I 

I 
  

Optum on behalf of Wellpoint 

' 

I 
Page: 1 of 9 2026-08-05 22:37:22 PDT 

Address:  

  
   

 
1, - -

Medical Records Request 
Medicare Risk Adjustment_ 

I 
13103239949 From: Fax API User 

Review Requested patient list, dates of service, and submission options attached. 

Attention To: . 
Phone: 

Fax: 
Request Date: 
Optum Reference ID: 

Medical Records 
7139707330 
7139703817 
08/05/2026 

 

This facsimile contains confidential personal health information (PHI). The information contained within this transmission 
is intended for the use of the individual or entity it is addressed to. If you are not the intended recipient, any disclosure, 
distribution, or reproduction is strictly prohibited. If you have received this facsimile in error, please immediately notify 
Optum at the email above_ Optum will arrange for the proper return of this document and all its contents. 

HealLh inforrricLion i$ personal and protected under the law. All PHI transrniLted in Ll1i$ facsirnile i$ done so with 

appropriate authorization or does not require said authorization. The recipient of this facsimile is responsible to protect 

personal health information in accordance with alt state and federal laws. Failure to do so may subject you to all penalties, 

to include fines and prosecution available under state and federal laws. Protecting PHI is everyone's responsibility. Optum 

takes these responsibilities seriously. If mailing records, only use services that allow for specific package tracking. Optum 
I 

is not responsible for the receipt of any information, package or data that is not properly protected in transit of any kind_ 
I 
I 

! 

f-\UG O 6 2026 
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I 
To: 62236209-e6a2-4ab0-8059-3494bb75c264 Page: 2 of 9 2026-08-05 22:37:22 PDT 13103239949 • From: Fax API User 

II 
I 

I (f5!:?f'. i~~rg:W1~-~f.*D;~;~:M:~~~~ggq~~TT~Ntrn~~~~t?!J{1*n.\Pm.e:2(!{~::etr.m:~&~~~t;(ftH:iil%i!SY;nt\:\ 
08/05/2026 

9401, Southwest Fwy. 

Houston TX 77074 

Subject: Time-sensitive request for medical records for Medicare risk adjustment data 

Dear. Addressee: 

Wellpoint is committed to improving the quality of care provided to our members and is 
required by the Centers for Medicare & Medicaid Services (CMS) to submit complete 
and accurate diagnostic data regarding our members enrolled in certain 
Medicare-covered health plans. Accordingly, Wellpoint requests your cooperation to 
facilitate a medical record review of 2025-2026 for a certain number of your patients 
enrolled in such plans. 

We have engaged Optum to conduct retrieval of. records for 2026 Medicare medical 
chart review. An Optum representative will work with you to provide retrieval options and 
a list bf the requested members' medical records for services rendered from January 1, 
2025 to Present 

Please include all medical documentation av~ilable for this chart review, including but 
not limited to 
• Progress notes. 
• Mistory and physical. 
• ponsult and specialist notes or letters. 
• pperative and pathology notes. 
• procedure notes and reports. I 

I 
I 

In Fliirld~. crivet~ge is ptrivldf!r! by Simply He;iltheare Pl;ins. lne .. d1iir1g business as Wellp<>inl Flmldi'!, Int.. In M.=irylann, i;(}Vf!ri'lge is llmvided by Wellpoint 
MiltylMil, Irie. lrl Mil:isachu~ctls, claimG iltc .idminiGlorcd by Wellpoint Life .:ind Hoo!U1 ln~utill\cc Company. In T cxas, coverage is provided by Wellpoint 
lnsuran(;il Cornµany. In W.ishinyton. tuvemge is prnvided by Wellpoint W<'lshington, Inc .. who profoundly acknowledges .:ind ru;;pe(;l$ the inhefent sovernignty o( 
the federally recognized Tribes in Washington slate. In our efforts to promote high-quality heal!hcarn. we honor the Tribal right of seJf.govemanco, holding in 
deep esteem the. govomment-to-govomm~nt relationship existing betwocn the slate and the Tribes, a bond reiterated by the Centennial Accord and established 
by RCW 43,376. We hoartily commit to enhancing our coordination, collaboration, and r0cognition of the dwply rootod iraditions and values of the Tribal 
communities. 
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To: 62236209-e6a2-4ab0~0:59-3494bb75c264 Page: 7 of 9 2026-08-05 22:37:22 PDT 
I 

13103239949 From: Fax API User 

t 
 

Optum on behalf of Wellpoint 

! 

Wellpoint 
Medical Record Request: Patient List 

 
 

 

  

Please submit member list in all commuoications with information in the Comments to indicate CNA If chart is not 

available. Return a separate document for each member named with Optum chart ID via one of the methods below. 

Remote Acceis: Medical rncords will be retrieved through a designated connll!ction or electronic msdlcal record (EMR) 
I 

system. If you would like to establish access or have questions, please contact us at    
 

  

  
  

 

 

 i 

The Harris Center For Mental Health And ldd 

Relevant documents: 
I 

• History & Physical Reports • Consult/Specialist Notes or Letters • Emergency Department Records 

• Discharge Summary • Operative Notes • Physicia~ Orders 

• Progress Notes • Procedure Notes/Reports • Physica1,jspeech, and/or 

I Occupational Therapist Reports 

Total Charts ~equested: 4 I -

1 i 
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I 

To:62236209-e6a2-4ab0-8059-3494bb75c264 
I 

' 

Page: 8 of 9 : 2026-08-05 22:37:22 PDT From: Fax API User 
I 

13103239949 

I 
2       

!  
l 

3     i 
I 

 I 

I 

I\       
  

Page 216 of 262



Page 217 of 262



Page 218 of 262



Page 219 of 262



Page 220 of 262



Page 221 of 262



Page 222 of 262



Page 223 of 262



Page 224 of 262



Page 225 of 262



Page 226 of 262



Page 227 of 262



Page 228 of 262



                     

AODPBPGKHIFLFPFMGOBK
AOHBOLGPIKHMNHKBKHEK
ACNOJNELDEMNAHFLFCMK
AMHOEFAOLEAJAMJCFJIK
AGKMGMOMMAOAICIIKCEK

June 4, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFLFPHOFOBK
AOHBOLGPIKHNMCPMMBEK
ACNOIODOFGIMNHCBNCMK
AMHONNBFDIFBMDPBPIJK
AGKIGEEGAAMKEAACGCEK
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AODPBPGKHIFPBLDNGOBK
AOHBOLGPIKHMMANFKKEK
ACNOIODPEDLKELJFLCMK
AMHOMNOEPPNLIKDBFAJK
AGKAGAEIGAMOMOGMAKEK

June 5, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 
.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,

Pharmacy Compliance Department
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AODPBPGKHIFPBLFLFOBK
AOHBOLGPIKHNMFLKNBFK
ACNOIPCOECMGEMBBHCMK
AMHPFAADGJHPGAPNOOJK

June 5, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,

Pharmacy Compliance Department

 

Page 232 of 262



                     

AODPBPGKHIFPFPFLEOBK
AOHBOLGPIKHMMDLIAFFK
ACNOJNAMFHIPIAHNPKMK

June 8, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 
.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFLFLBPDOBK
AOHBOLGPIKHNNHPJHAFK
ACNOINBMBFMKILNMHKMK
AMHOEPFOFEOOMNIMJFIK
AGKIKAAACCCCICGGACMK

June 10, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFOBLHOAOBK
AOHBOLGPIKHNMFJJGEEK
ACNOIPGEFGBOKGMBMKMK
AMHPFGAIIOFEJLOJJLJK

July 10, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFLFPFIAOBK
AOHBOLGPIKHMNGMLJJFK
ACNOINBMBCPDNAGFACEK
AMHOFKLMDDNOHFLFKOJK
AGKAKIGICKKCIAKECCMK

June 10, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFPFPBOGOBK
AOHBOLGPIKHNNBOIMMEK
ACNOJMDLACIPHOGNDKEK
AMHPNCEMCBPKKBDDILJK

June 12, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFLBPHIDOBK
AOHBOLGPIKHMNBMANOFK
ACNOJMDKBCKECAJABCMK
AMHOMCKNKGNCMKLPODJK
AGKIKIAEECCAIAEIGCMK

June 12, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFLFPDOAOBK
AOHBOLGPIKHNMFPKGNFK
ACNOJNBIBFIAHNBFAKEK
AMHPENAIJACALJLIPIIK
AGKACICIIKIGAKACGKEK

June 15, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFPBLHNDOBK
AOHBOLGPIKHMNELNOJEK
ACNOJOHEBCIMMCGMCKEK
AMHPMFLKBAPBIOBBPGJK
AGKMKMIGGCAIEOKMEKEK

June 16, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFOFLFIHOBK
AOHBOLGPIKHNNELLOKEK
ACNOIOBLFCAGMJHNJKMK
AMHPNOOEPLKJHNNPNIJK
AGKAOIMAGAMMEEMOACEK

July 6, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIFOBPHOGOBK
AOHBOLGPIKHNNGIEHIEK
ACNOIPGEEEEPLFICIKMK
AMHOFNMAKPKIBJOLNNIK
AGKMGAOOICKMMMGGMCMK

July 10, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,

 

Page 242 of 262



                     

AODPBPGKHIEPBPFPGOBK
AOHBOLGPIKGMMGLGAMEK
ACNOJMHNMIGPNCLODCMK
AMHPFMEMLNNPLOAFAHIK
AGKIKEMIAACCMMMKOKEK

August 6, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 
.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEKFPFJFOBK
AOHBOLGPIKGNNCMFLFFK
ACNOJPGMJNBFKEFNCKMK
AMHOFONJNENJMBIEEMJK

August 7, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEKBPFOEOBK
AOHBOLGPIKGNMHNLKKFK
ACNOJOEJMLCNNDBKJCMK
AMHPEFPHFFHJOLJKCIJK
AGKMGMOEMCEOMCKGCCMK

8

August 10, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEOFPFOHOBK
AOHBOLGPIKGNNEIECIEK
ACNOJNBKJJDIABGLLCEK
AMHONDKCOKCNLMEBDLJK
AGKEKAKIMAEAIIMGIKEK

August 14, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEOBLFNBOBK
AOHBOLGPIKGNMHPJJPFK
ACNOJMFHNOEFNDHHKKMK
AMHPEKDOFFMMEAOIIPIK
AGKAKEGKOCCKAMGOOCEK
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AODPBPGKHIEKFPBPDOBK
AOHBOLGPIKGMMDPAENFK
ACNOJMFGMOHLPBNGECEK
AMHOFGJEOHHDPINLJGJK
AGKECMKKKCKCMKCCICEK

August 17, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEOBLFMCOBK
AOHBOLGPIKGNMCPPJBEK
ACNOJMEGJIFKLNNKLCEK
AMHPMGGFEDDBFBCMPNIK
AGKMCIMICKKMAGKIACMK

August 18, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEKBLFJEOBK
AOHBOLGPIKGMMBKCCPFK
ACNOJOEDNPELJKOOJKEK
AMHOENKFECEDHKBMDOIK

August 19, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHIEOFLHNFOBK
AOHBOLGPIKGNNHNEDFFK
ACNOINFCIOCLEGCEACMK
AMHOMCIJAJINJOHKABJK
AGKAOICMAIKCEGIGACMK
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AODPBPGKHJFJBPDOHOBK
AOHBOLGPIKGNMHKHFMFK
ACNOINBHNKCHDFCKMKMK
AMHOFMCMEONCEGCBGCIK
AGKICIOMEKGKIMEKACEK

August 21, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHJFNFLHNBOBK
AOHBOLGPIKGNMCJBLBEK
ACNOJNFINHLLBGDEHKMK
AMHPFKINPJGGFJHELBIK

August 25, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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AODPBPGKHJFNBPFLCOBK
AOHBOLGPIKGMNHKIFGEK
ACNOJOCMMFIHFHFKECMK
AMHOMKDNNGGDOAHCDGJK
AGKAGEKMIIOCICEEGKMK

August 26, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the 
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for 
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it 
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

 

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,

 

Page 254 of 262



AODPBPGKHJFJFPDPFOBK
AOHBOLGPIKGMMGNLDLFK
ACNOJPBKOAOJFFHLLKEK
AMHOEEDCKJJAENNJFCIK
AGKECEAKEIMGECGAKCEK

August 28, 2026

*****PRESCRIPTION VALIDATION REQUEST*****
Dear Pharmacy Provider,

ExlService.com, LLC is an authorized vendor of Optum Rx, Inc. (ORx) for performance of pharmacy audits and prescription validation reviews. A 
validation of the claim(s) attached is being requested by EXL Service to ensure proper adjudication and compliance with Benefit Plan contractual 
agreements.

Your pharmacy has fourteen (14) business days from the date of this letter to provide all requested prescription hardcopies (front and back) and 
any additional supporting documentation (e.g., electronically stored prescription clarifications) for validation.

Please make note of the following:

• Documentation provided should support the dispensed prescription claim. ORx will correct the claim, if necessary, based on the
documentation provided.

• If the medication has not yet been dispensed and the claim is still valid, the requested documentation for the claim is still required for
validation.

• If there is any additional annotation regarding the prescription that is readily retrievable from the electronic patient profile, please include it
along with the prescription copy/image.

Pharmacies are required to provide access to records under their Pharmacy Network Agreement with ORx. Failure to do so may result in a claim 
being determined as a non-supported adjudication and subject to full reversal or recoupment.

All documentation should be submitted to EXL Service via fax or encrypted email as indicated on the Records Transmittal Page of this request. 
Please include the Records Transmittal Page with the submission of your documentation to ensure proper handling and validation of the claim(s).

Pharmacies will be notified of discrepant results from the prescription validation reviews. This includes educational results. Non-discrepant results 
will not be reported to the pharmacies.

Please Note:  This is a request for records. No claims are being reversed or recouped at this time.

Sincerely,
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 CITY OF HOUSTON
Housing & Community Development Department 

June 2, 2026 

Chief Executive Officer 
The Harris Center for Mental Health and IDD 
9401 Southwest Freeway 
Houston, Texas 77074 

Re:  2025 End Street Homelessness Fund 2012 Limited-scope Compliance Monitoring 
Review Letter for The Harris Center for Mental Health and IDD with Interlocal 
Outline Agreement Number 4600019019 

On May 7, 2026, the City of Houston, Housing and Community Development Department 
(HCDD), Subrecipient Monitoring Section, completed the End Street Homelessness Fund 2012 
Limited-scope review of The Harris Center for Mental Health and IDD’s (The Harris Center) 
operation of the Independent Living Main Street with Interlocal Outline Agreement Number 

 The compliance review generally covered September 2025 through November 2025. 

The objective of this review was to determine whether The Harris Center properly operated its 
program in accordance with the Agreement provisions, the federal regulations at 2 CFR Part 200, 
state, local laws, rules, regulations, ordinances, and guidelines, as applicable to the project. 

To accomplish our objectives, the monitoring methodology used during the compliance review 
included an examination of the HCDD and The Harris Center records, reports, and contract; review 
of regulations and guides; review of the Fraud, Waste, and Abuse Policy requirements; and 
interviews with the HCDD and The Harris Center personnel. Additionally, a review of the Single 
Audit Report was completed, and the HCDD compliance personnel are pleased to confirm that 
there were no findings. The absence of findings reflects the organization's commitment to strong 
financial management, compliance, and internal controls. HCDD compliance personnel appreciate 
the efforts of all involved in maintaining these high standards and will continue to support ongoing 
compliance and accountability. 
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2025 End Street Homelessness Fund 2012 Limited-scope Compliance Monitoring Review Letter, 
The Harris Center for Mental Health and IDD 

Cost Principles: 
https://www.ecfr.gov/current/title-2/subtitle-A/chapter-II/part-200 

Page 257 of 262

https://www.ecfr.gov/current/title-2/subtitle-A/chapter-II/part-200


Suicide Safer Care Performance Review 

Pre-Review Checklist 

Document Submission- 1 week prior to Site Visit 

Submit the following into the online BOX folder  

 Suicide prevention and postvention policies

 Staff policies to prevention compassion fatigue

 Implementation team roster

 Implementation team meeting minutes (last 6 months)

 Agency-wide communication related to Zero Suicide mission (within last year)

 Workforce survey report (if available)

 Job description for case manager

 Job description for therapist or counselor

 Job description for program manager or supervisor

 HR Training records (25 pulled randomly)

o Physicians

o Support or records staff

o Mobile Crisis Outreach Team member

o Child/Adolescent Case Manager

o Adult Case Manager

o Child Therapist

o Adult Therapist

Documents for On-Site/Virtual Review 

We need virtual access to the EHR to review the following records. In the review we look 

at the past 12 months of care, when available.  

 Client records (sample of 40):

o 5 individuals not at risk of suicide

o 10 child/adolescent individuals with evidence of suicide risk*

o 10 adult individuals with evidence of suicide risk*

o 10 individuals served in crisis care with evidence of suicide risk*

o 5 individuals served in the suicide care pathway program

* Please include 2-5 individuals who have been hospitalized within the last year 

Staff needed for on-site Interviews 

 Suicide prevention coordinator (60 minutes)

 Human resources/training department director or staff (30 minutes)

 Child and Adolescent direct care staff (30 minutes)

 Adult direct care staff (30 minutes)

 Staff providing treatments to individuals with suicide risk (30 minutes)

For questions regarding requesting materials for the Suicide Safer Care 

Review please reach out to
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From: 
Sent: Tuesday, June 9, 2026 5:23 PM 
To: 

Team, 

Please review the notice below and assist with preparing our audit response. 

Kindly identify a point of contact for each applicable component area of the review. 
Additionally, please indicate who should participate in both the entrance and exit 
meetings. Please also review questions #1 and #4 and provide your responses. 

Thank you in advance for your support. 

Good morning,

My name is , and I am reaching out to inform you of your 

upcoming Mental Health Quality Management Comprehensive Review. We 
have your review scheduled for September 14th, 2026, to September 18th, 

2026. This will be a comprehensive desk review and on-site review. We are 
tentatively planning on visiting an outpatient clinic to review the 

environment and interviews with individuals served. It will be with one 
family and one adult if possible. We will also be visiting the crisis facilities, 

diversion center, and state hospital step-down to review the environment. 
We will also be onsite to review personnel, staff interviews, and for the 

entrance. I will provide specifics once we get closer to the review as well as 

set up a Teams meeting with the Point of Contact to provide details. The 
official notification for this review is estimated to be sent out by the end of 

next week.

We will be having an entrance meeting, status meetings, exit meeting, and a 
customer service satisfaction process. (exact entrance and meeting times 

will be discussed and confirmed with the Point of Contact)

Components of the review:
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• Operations 
• Medical 
• Quality Management 
• Environment (on site) 
• Clinical Records 
• Personnel (on site) 
• Staff Interviews (on site/virtual) 
• Client Interviews (on site) 
• Mystery Caller 

• JBCR 
• Crisis Facilities 

  
All contracts are included in the review (PASRR, RTCI, CRISIS, etc.) 
  
I have a few questions to ask regarding this review: 
  

1. Will these dates be acceptable for you? 
  

2. Who will be the point of contact for this review? Please confirm their 

name, title, and email?   
  

3. Do you have anyone else that you would like to designate as a point of 
contact for this review? Can you provide me with their contact 

information? (i.e. email and phone number)   
 

4. Do you have a location that is a designated crisis walk-in that has a 
sign out front indicating this, with designated staff, and where you 

follow Information Item V Crisis walk-in standards? If yes, the 
address. 
(This isn't the same as someone coming into other locations who is in 

crisis. We understand that many centers will help anyone who comes 
into their clinic to address a crisis. This is specifically asking about 

having a specific location for crisis walk-ins.) 
5. Review of personnel records and staff interviews will occur onsite at 

the admin building. Can you confirm your administration building is 
located at: 9401 Southwest Fwy, Houston, TX 77074? Or if not, please 

provide the correct address?     
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  LTCR 3701 
  March 2024 

 

  1 

 

Preliminary Findings Based on Survey, Inspection, or Investigation 

Facility/Agency/Program Provider Name: 
 
 Pasadena Cottage B  

Entrance Date: 
 
 7/16/2026 

Exit Date:  
 
8/14/2026 

Physical Street Address:  
 

 

Purpose of Visit:  
 

☐Survey ☒Investigation ☐Other:              
City:  
 

  

Zip Code: 
 

 

County:  
 

 

Facility/Agency/Program Provider Type 
 

☐ALF ☐DAHS ☐HCSSA ☒ICF ☐NF ☐PPECC 

☐DAHS with ISS (traditional DAHS services and ISS) 

☐DAHS – ISS only (only provides ISS services) 

Facility ID/Vendor Number 
 
7807 
 

Administrator/Manager/Program Director Name: 
 
 , Director  

This list contains preliminary areas of potential noncompliance with federal and/or state requirements, based on 
findings from the entrance and exit dates listed above. Note: If the visit was to an assisted living facility, refer to the 
attached checklists. 

State Federal Brief Description of Noncompliance 

☐ ☐                                 

☐ ☐ 
 

              

☐ ☐                                  

☐ ☐ 
 

                                                                                                                                                                                                                                                                                                        

☐ ☐                                  

☐ ☐                                                                                                                                                                                                                                                                                                         

☐ ☐                                  

☐ ☐                                  

☐ ☐                                  

☐ ☐                                  

☐ ☐                                  

☐ ☐                                  
Signature – Administrator/Program Director or Designee 
 

   

Date 
                      

 

 
 

  

 

 
                      

 

This list contains preliminary areas of potential complaint/incident outcomes, based on findings from the entrance 
and exit dates listed above. If the allegation involved abuse, neglect, or exploitation include the name of the 
alleged perpetrator. Note: If the visit was to an assisted living facility, refer to the attached checklists. 
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08/28/2026 
 
 
Administrator 
Westbury House                                                                                                             

                                                                                                        

Dear Administrator:  

On 08/26/2026, Texas Health and Human Services Commission (HHSC) conducted a Life Safety Code 
non-onsite follow-up, to determine if your facility complies with state licensure requirements and federal 
participation requirements for ICF/IID facilities in the Medicare or Medicaid (or both) programs. The survey 
found that your facility meets state licensure requirements and is in substantial compliance with federal 
participation requirements. 
 

  

 
 
 
 
 
 

 

 
  
 

 
 
Enclosure   
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