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Introduction 
Indian Creek Foundation 
 
Indian Creek Foundation is a non-profit organization founded in 1975 that provides services 
and support for children and adults with intellectual or developmental disabilities (ID/DD) 
and autism licensed under the laws of Pennsylvania to provide the following services:  

• Residential and Community-Based Services 
• Day Services 
• Older Adult Day Services 
• Behavioral Health Services 
• Peer Support Services 

 

Our organization is committed to ethical behavior, non-retaliation and a culture of 
compliance.   We have a contractual arrangement with AQORD Compliance Collaborative 
to support us in our compliance efforts.  
 

The AQORD Compliance Collaborative fosters a culture of transparency, accountability, 
and continuous improvement across participating organizations. The AQORD Compliance 
Collaborative is based on a shared services model providing comprehensive compliance 
and privacy support services to participating organizations. The program supports the 
development, implementation, and maintenance of the organization’s compliance and 
privacy programs. Each participating organization names a High-Level Official and a 
Compliance Official that manages the program on a day-to-day basis. The AQORD Vice 
President of Compliance serves as the Compliance Officer for our organization. The 
Compliance Officer works in conjunction with the designated High-Level Official and 
Compliance Official at our organization.  
 
 

Officials /Officer:  
High Level Official: Timothy Barksdale 
 

Compliance Official: Amybeth Walter 
 

Compliance Officer: Karla Dreisbach 
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Organizational Compliance Program Plan 

 

Our compliance plan (the Plan) is designed to develop effective controls that promote 
adherence to applicable federal and state law and to detect and prevent violations of the 
law. The Plan is based on the Guidance issued by the Department of Health and Human 
Services, Office of Inspector General (OIG), the United State Department of Justice (DOJ) 
and the regulations set forth by the Centers for Medicare and Medicaid Services (CMS) 
Requirements of Participation (ROP). The Plan was developed using a framework for 
ensuring adherence to federal and state regulations.  
 
The Plan is comprised of the following: 

• Compliance Plan 
• The Code of Conduct 
• Compliance Policies and Procedures 

 
The OIG’s General Compliance Program Guidance (GCPG), dated November 
2023, describes the fundamental seven elements of an effective plan as follows: 

• Compliance Policies and Procedures  
• Governing Body Oversight Responsibilities and Compliance Program Leadership 
• Training and Education 
• Effective Lines of Communication with the Compliance Officer and Disclosure 

Program 
• Enforcing Standards: Consequences and Incentives 
• Risk Assessment: Auditing and Monitoring 
• Responding to Detected Offenses and Developing Corrective Action Initiatives  

https://oig.hhs.gov/documents/compliance-guidance/1135/HHS-OIG-GCPG-2023.pdf 
 

                    
 

Compliance Policies and Procedures  
 

We are committed to complying with all applicable laws. While it is not practical to list all 
laws, we expect that all employees and associated parties which include volunteers, board 
members, vendors, and contractors will always do the right thing, ask questions when they 
are uncertain and comply with all applicable laws, regulations and policies. Additionally, 
employees and associated parties should never directly or indirectly participate in 

https://oig.hhs.gov/documents/compliance-guidance/1135/HHS-OIG-GCPG-2023.pdf
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improper or illegal activities.  Prohibited activities include but are not limited to kickbacks, 
upcoding, providing services that are not medically necessary, accepting or soliciting of 
money or goods or services to influence the actions of a person contrary to professional 
judgement. 
  
We maintain a comprehensive set of policies and procedures that address high-risk areas 
and promote compliance with appliable laws and regulations. We review these policies 
annually and update them as needed to reflect changes in law, guidance, and operational 
practices. The following is not exhaustive but an illustration of the many civil and criminal 
statutes and regulations that we must follow. 
 
Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b)) (AKS): The AKS makes it a criminal 
offense to knowingly and willfully offer, pay, solicit, or receive any remuneration (including 
kickbacks, bribes, or rebates) directly or indirectly, overtly or covertly, in cash or in kind, to 
induce or reward patient referrals or generate federal healthcare business. Violations may 
result in criminal and civil penalties, including fines, imprisonment, and exclusion from 
participation in federal health care programs. 

https://oig.hhs.gov/compliance/physician-education/fraud-abuse-laws/  
 

Deficit Reduction Act -Deficit Reduction Act of 2005 (Pub. L. 109–171) (DRA): The DRA 
requires certain entities receiving or making payments under a state Medicaid plan to 
provide employees, contractors, and agents with detailed information about the False 
Claims Act (FCA), whistleblower protections, and the organization’s policies and 
procedures for detecting and preventing fraud, waste, and abuse. Compliance with the 
DRA is mandatory for continued Medicaid participation. (Applicable if receiving over 
$5,000,000 from any state Medicaid program.) 
https://www.cms.gov/regulationsandguidance/legislation/deficitreductionact/downloads/c
hecklist1.pdf 
 
Elder Justice Act (EJA): The EJA requires organizations to implement measures for the 
prevention, detection, and reporting of elder abuse, neglect, and exploitation. It mandates 
reporting suspected crimes against elderly people in federally funded long-term care 
facilities and includes provisions for grant funding, oversight, and data collection to 
improve the quality of care and safety for older adults. Compliance with the EJA is 
integrated into organizational policies through mandatory reporting mechanisms, 
education for recognizing and responding to suspected abuse, and adherence to federal 
documentation protocols. 
https://acl.gov/about-acl/elder-justice-act  

https://oig.hhs.gov/compliance/physician-education/fraud-abuse-laws/
https://www.cms.gov/regulationsandguidance/legislation/deficitreductionact/downloads/checklist1.pdf
https://www.cms.gov/regulationsandguidance/legislation/deficitreductionact/downloads/checklist1.pdf
https://acl.gov/about-acl/elder-justice-act
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False Claims Act (31 U.S.C. §§ 3729–3733 (FCA): The FCA imposes liability on any 
person or entity who knowingly submits, or causes the submission of, a false or fraudulent 
claim for payment or approval to the federal government. The FCA includes provisions for 
whistleblower (qui tam) actions and includes significant penalties for violations, including 
treble damages and per-claim civil monetary penalties. 
https://www.justice.gov/civil/false-claims-act  
 
Physician Self-Referral Law (42 U.S.C. § 1395nn) (PSL):  The PSL prohibits a 
physician from making referrals for certain designated health services payable by Medicare 
or Medicaid to an entity with which the physician (or an immediate family member) has a 
financial relationship unless an exception applies. Any claim submitted in violation of this 
statute is not payable, and both civil and administrative penalties may be imposed for 
noncompliance, including denial of payment, required refunds, and potential exclusion 
from federal healthcare programs. The PSL was previously referred to as the Stark Law.  
https://www.hhs.gov/hipaa/for-professionals/regulatory-initiatives/fact-sheet-42-cfr-part-2-
final-rule/index.html 
 
Our policies include a clear statement of purpose and scope, defined roles and 
responsibilities, procedures for implementation and documentation, and references to 
applicable laws and regulations. 
Failure to comply with policies may result in disciplinary action, up to and including 
termination. Disciplinary measures are applied consistently and fairly, regardless of 
position or tenure, and are documented in accordance with the organization’s enforcement 
protocols.  
 
 
 
 
 

                    
 

Compliance Leadership and Oversight 
 

 

Compliance Officer  
Our compliance program is led by a designated Compliance Officer (CO) who reports 
directly to the board of directors and executive leadership. This ensures independence, 

https://www.justice.gov/civil/false-claims-act
https://www.hhs.gov/hipaa/for-professionals/regulatory-initiatives/fact-sheet-42-cfr-part-2-final-rule/index.html
https://www.hhs.gov/hipaa/for-professionals/regulatory-initiatives/fact-sheet-42-cfr-part-2-final-rule/index.html
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authority, and access to necessary resources to effectively support the compliance 
program. Our Compliance Officer is responsible for continued coordination with the 
Compliance Official for the development, implementation, training, and monitoring, 
related to the overall compliance program.  
 
The Compliance Officer is assisted by the AQORD Compliance Managers and Compliance 
Specialists in providing services for our organization. The Compliance Managers provide 
ongoing support to the Compliance Official in implementing the program and monitor 
compliance with the various requirements for the completion and submission of the 
documentation supporting the work of the compliance program.  
 

Compliance Specialist  
Compliance Specialists provide specific professional expertise in conducting identified 
audits and technical assistance with specific compliance issues in areas such as nursing, 
dietary, social services, quality, billing and governance.  
 

Compliance Official  
Our Compliance Official, Amybeth Walter has been appointed by the Chief Executive 
Officer and board of directors as the Compliance Official and is responsible for 
coordinating the day-to-day compliance activities in conjunction with the Compliance 
Officer. These activities include audits, responses to hotline calls, and chairing the 
organization’s Compliance Committee. Our Compliance Official, Amybeth Walter, also 
functions as the Privacy Officer. 
 

Compliance Committee  
Our compliance committee is multidisciplinary and composed of relevant leaders from 
operational and supporting departments such as billing and coding, clinical, finance, IT, 
human resources, quality, risk management and campus programs. The committee meets 
no less than quarterly to review audit findings and compliance metrics, monitor 
implementation of corrective actions, evaluate regulatory changes and emerging risks, and 
recommend policy and training updates. Committee members receive ongoing education 
on their roles, current enforcement trends, and compliance risks and expectations by the 
AQORD compliance team through webinars, trainings and educational packets.  
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Board Oversight of the Compliance Program  
Consistent with the expectations of the United States Sentencing Commission’s 
Guidelines our board is knowledgeable and has an understanding of their role in the 
oversight of the compliance program. The board is knowledgeable about the content and 
operation for the compliance program and provides reasonable oversight with respect to 
the implementation and effectiveness of the Plan. 
 
To ensure effective oversight and accountability, new board members receive orientation to 
the Plan during onboarding, which includes an overview of the Compliance Program, Code 
of Conduct, regulatory responsibilities, and key risk areas. Annual board education is 
provided to reinforce understanding of compliance risks, enforcement trends, and program 
performance. The Compliance Officer/ designee holds executive sessions with the board at 
least annually to discuss sensitive compliance matters confidentially and without 
management present. The board receives at a minimum, quarterly compliance reports, 
including updates on audits, investigations, training, and hotline activity. 
 
Governance responsibilities are defined in our written charters and job descriptions. The 
documentation for board training, meeting minutes, and compliance oversight activities 
are maintained in accordance with internal policies and regulatory expectations. 
 

                    
 

Sanction Screening 
 

We perform sanction screening of individuals and entities—such as employees, board 
members, contractors, vendors, and physicians—against federal and state exclusion lists 
to ensure they are not barred from participating in federally funded healthcare programs. 
These lists include: 

• OIG’s List of Excluded Individuals and Entities (LEIE) 
• System for Award Management (SAM) 
• State Medicaid Exclusion Lists 

 
Sanction Screening is completed on all new employees, board members, contractors, and 
vendors hire and monthly. 
https://oig.hhs.gov/compliance/ 
https://www.ecfr.gov/current/title-42/chapter-V/part-1001 
https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers/chain-ownership-
system-pecos/preclusion-list  

https://oig.hhs.gov/compliance/
https://www.ecfr.gov/current/title-42/chapter-V/part-1001
https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers/chain-ownership-system-pecos/preclusion-list
https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers/chain-ownership-system-pecos/preclusion-list
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https://oig.hhs.gov/compliance/general-compliance-program-guidance 
https://oig.hhs.gov/compliance/nursing-facility-icpg  

                    
 

Training and Education 
 

Training is a foundational element of our Compliance Program and is essential to fostering 
a culture of integrity, accountability, and regulatory adherence across all levels of the 
organization. As a condition for participating in Medicare and Medicaid, nursing facilities 
must ensure that training on compliance is provided to vendors and other agents. 
 
The training is designed to ensure that employees, contractors, and vendors understand 
their compliance responsibilities and are equipped to identify and respond to potential 
risks in accordance with federal and state regulations, internal policies, and the Plan. 
 

Onboarding Training 
All new employees and vendors are required to complete compliance training during 
onboarding. Our training introduces the structure and purpose of the Compliance Program, 
the organization’s Code of Conduct, and the mechanisms available for reporting concerns, 
including anonymous and confidential options. The training also covers key regulatory 
frameworks such as the False Claims Act, Anti-Kickback Statute, HIPAA Privacy and 
Security Rules, and the CMS Requirements of Participation. Emphasis is placed on the 
duty to report suspected violations and the organization’s strict non-retaliation policy, as 
outlined in the Plan. 
 

Annual Compliance Training 
All personnel must complete annual compliance training, which is updated regularly to 
reflect changes in law, enforcement trends, and internal policy revisions. This training 
reinforces the seven elements of an effective compliance program, as outlined in the 
GCPG including standards and procedures, oversight, education, communication, 
auditing, enforcement, and response. The training also includes real-world scenarios and 
case studies relevant to the long-term care setting. 

Specialized and Role-Based Training 
Employees in high-risk roles—such as billing, clinical care, procurement, and vendor 
management—receive additional, role-specific training. This training addresses the unique 
compliance risks associated with their responsibilities and includes guidance on 
documentation standards, referral relationships, and quality of care expectations. 

https://oig.hhs.gov/compliance/general-compliance-program-guidance/?utm_source=chatgpt.com
https://oig.hhs.gov/compliance/nursing-facility-icpg
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Supervisors and managers are trained to recognize compliance issues within their teams 
and to model ethical behavior in accordance with policy and industry standards. 
 

Vendor and Contractor Training 
Vendors and contractors are made aware of our Compliance Program Plan and Code of 
Conduct and are expected to comply with our program. Training may include our 
expectations for ethical conduct, confidentiality, and compliance with applicable laws and 
regulations. Vendors are made aware of the importance of accurate billing, proper 
documentation, and the prohibition of inducements or kickbacks. Vendors and contractors 
are provided with an annual notification as a reminder of their obligations under the 
compliance program.  
 

Training Delivery and Documentation 
Our training combines in-person sessions, e-learning modules, and compliance 
newsletters. Materials are written at an accessible reading level to ensure comprehension 
across all staff levels. Completion of training is tracked and documented, and records are 
maintained in accordance with regulatory requirements and internal policy. We 
periodically evaluate our training for effectiveness and update for content based on audit 
findings, enforcement trends, and feedback from staff and leadership. 
https://oig.hhs.gov/compliance/general-compliance-program-guidance 
https://oig.hhs.gov/compliance/nursing-facility-icpg 

                    
 

Reporting, Non-Retaliation 
 

All individuals and entities are obligated to do everything practical to comply with 
applicable laws. If anyone observes or suspects a situation that may be unethical, illegal, 
unprofessional, or wrong, or there is a clinical, ethical, or financial concern, they must 
report it. All individuals and entities are expected to satisfy this duty by utilizing established 
reporting processes. If an employee fails to report actual or suspected noncompliance with 
the Code of Conduct, policies and procedures, or applicable federal or state laws, they can 
be subject to discipline up to and including termination.  
We have a strict non-retaliation policy. We strictly prohibit retaliation against individuals 
who report concerns in good faith. Retaliation is not part of our culture. No one may 
retaliate against anyone who reports a concern in good faith.  
 
The Reporting Process includes: 

https://oig.hhs.gov/compliance/general-compliance-program-guidance/?utm_source=chatgpt.com
https://oig.hhs.gov/compliance/nursing-facility-icpg/?utm_source=chatgpt.com
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• Report to a supervisor. They are most familiar with the laws, regulations, and 
policies that relate to your work.  

• Report to a member of the leadership team, or someone from human resources. 
• Contact the Compliance Official, a member of the Compliance Committee, or 

the Compliance Officer. 
• Call the toll-free compliance line which is available 24/7. 
• Scan the QR code which links to the compliance line.  

 
  
This reporting process is provided in training materials, posted in shared areas, and 
included in orientation materials. In addition to a toll-free number, a QR code linking to the 
Compliance Line portal is also provided in training materials, posted for accessibility to 
staff, residents, families and others. Callers that call or scan the QR code may report 
anonymously. They will be assigned a code to use for further communication and to obtain 
the results of any investigations or outcomes.  
 

Compliance Hotline Number - 800-211-2713. 

 
 
Documentation of all investigations, outcomes, and follow-up actions is maintained by the 
Compliance Official. The compliance committee periodically reviews the log to identify 
trends and inform proactive compliance strategies. Status of investigations and related 
outcomes are reported to the board periodically and as warranted based upon the 
situation.  
https://oig.hhs.gov/compliance/general-compliance-program-guidance 
 
 

Documentation, Billing and Coding  
We are committed to honest, accurate, and compliant billing and coding. All claims must 
be accurate and reflect services provided and be supported by complete documentation. 
We will not knowingly submit false, fictitious, or fraudulent claims, and all medical and 
business records must be accurate and properly maintained. 

https://oig.hhs.gov/compliance/general-compliance-program-guidance/?utm_source=chatgpt.com
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Prohibited practices include billing for services not rendered or ordered, misrepresenting 
diagnoses or resident conditions, submitting medically unnecessary or substandard care, 
falsifying documentation, altering claim forms to increase payment, duplicate billing, 
unbundling services, billing residents for covered items, forging signatures, failing to 
maintain documentation, or preparing false cost reports. 
 
Staff must code and bill only for services documented and ordered.  Seek guidance from 
your supervisor and/or High-Level Official/Compliance Official when uncertain. Violations 
may result in disciplinary action up to termination and potential civil or criminal liability.  
 

                    
 

Enforcing Standards 
 

We enforce compliance standards through fair and consistent application of discipline for 
noncompliance and incentives for compliance. Consequences may include education, 
retraining, remediation, or disciplinary action up to termination, depending on the severity 
and intent of the violation. Intentional or reckless misconduct will result in significant 
sanctions. All employees, contractors, and medical staff are subject to the same 
expectations and accountability. 
 
Incentives are used to encourage compliance excellence, innovation, and engagement in 
the compliance program. Recognition, or other forms of acknowledgment may be provided 
for achievements such as meeting compliance goals, reducing compliance risks, or 
contributing to compliance initiatives beyond regular duties. 
 
The Compliance Official/Officer and Compliance Committee oversee the consistent 
application of both consequences and incentives to promote accountability, deter 
noncompliance, and strengthen the organization’s culture of integrity. 
 
 

                    
 

Risk Assessment, Auditing, and Monitoring  
 

The compliance committee completes an annual risk assessment to identify our potential 
exposures and vulnerabilities from violations of law, regulations and other legal 
requirements. This includes potential violations of federal and state health care program 
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requirements. Information for the risk assessment is gathered from a range of internal and 
external sources. And   includes ongoing scanning of the regulatory and legal environments 
impacting the work of the organization. Elements from the OIG Work Plan are incorporated 
as applicable. to. Information from quality and risk management functions will be utilized 
to assist in prioritizing resources for the development of the annual compliance work plan. 
The compliance work plan includes the auditing and monitoring activities for the upcoming 
year.  
 
Auditing and monitoring are critical components of the compliance program, designed to 
proactively identify, assess, and mitigate compliance risks across the organization. These 
activities are structured to ensure adherence to internal policies, federal and state 
regulations, and ethical standards outlined in this Plan.  
 
The Compliance Official, in collaboration with the Compliance Committee, develops an 
annual risk-based auditing plan based on the risk assessment that prioritizes high-risk 
areas such as billing practices, documentation accuracy, quality of care, quality of life, 
safety, vendor relationships, and resident rights.  
 
Audits are conducted using standardized tools and methodologies. Findings are 
documented in a consistent format that includes the scope, methodology, results, and 
recommended corrective actions. Monitoring activities, such as real-time reviews and 
trend analyses, are performed regularly to detect emerging risks and ensure ongoing 
compliance. 
 
Audit and monitoring results are reviewed by the compliance committee and shared with 
executive leadership and the board of directors. Corrective actions are tracked to 
resolution, and lessons learned are used to update training materials and policies. The 
Compliance Officer/Official maintains detailed records of all auditing and monitoring 
activities, including work plans, reports, meeting minutes, and follow-up actions, in 
accordance with policy and regulatory expectations. 
 
Staff are educated on the purpose and outcomes of audits to promote transparency and 
engagement. We foster a non-punitive and no retaliatory environment that encourages 
reporting and continuous improvement, consistent with our Code of Conduct. 
https://oig.hhs.gov/documents/compliance-guidance/1135/HHS-OIG-GCPG-2023.pdf.  
https://oig.hhs.gov/documents/compliance/10038/nursing-facility-icpg.pdf.  
 

                    
 

https://oig.hhs.gov/documents/compliance-guidance/1135/HHS-OIG-GCPG-2023.pdf
https://oig.hhs.gov/documents/compliance/10038/nursing-facility-icpg.pdf
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Responding to Detected Offenses and Developing Corrective Action 
 

We are committed to promptly and effectively responding to identified compliance 
concerns. When misconduct or regulatory violations are suspected or confirmed, the 
Compliance Officer/designee initiates an investigation. Investigations are conducted in 
accordance with the organization’s policies and procedures including root cause analysis, 
independence, and timely and thorough documentation. The investigation may include 
interviews with relevant personnel, review of applicable records, and coordination with 
legal counsel when necessary.  Findings are reviewed by appropriate parties and reported 
to the Compliance Committee.  
 
Corrective action plans are developed to address deficiencies and prevent recurrence.  
Corrective actions may include policy revisions, disciplinary measures, enhanced training, 
and operational changes. Lessons learned from investigations are integrated into future 
training sessions and policy updates. 
 
We comply with the Centers for Medicare & Medicaid Services (CMS) RoP, which mandate 
timely reporting of certain incidents and implementation of safeguards to protect 
residents. Staff are educated on their responsibilities under the Code of Conduct, 
including the duty to report concerns and the assurance of non-retaliation. 
 

                    
 

Investigations 
 

Conducting prompt and thorough compliance investigations is not only a regulatory 
obligation, but is a cornerstone of ethical practice, resident safety, and organizational 
integrity. These investigations serve as a critical mechanism for identifying, addressing, and 
preventing misconduct, fraud, abuse, and regulatory violations that could jeopardize both 
resident care and institutional reputation. 
 
A robust compliance investigation process ensures that concerns, whether raised through 
hotlines, in-person reports, or audits, are managed with diligence, confidentiality, and 
impartiality. The extent of the allegation will help determine the scope of the investigation 
and the inclusion of outside counsel and other necessary resources. All investigatory files 
will be maintained and include items such as the alleged violation, the investigation 
process, documentation of interviews, documents reviewed, results of the investigation 
and any disciplinary actions or corrective actions taken will also be documented. The 
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board of directors will be alerted to any alleged violations, the investigation process and 
actions to mitigate the issue. 
 
We have a strict Non-Retaliation Policy designed to protect team members, contractors, 
and other individuals from retaliation when they report concerns or participate in 
investigations related to misconduct, compliance violations, harassment, discrimination, 
or other improper conduct. 
 

Reporting to the Government  
We maintain a proactive and structured approach to government reporting in accordance 
with applicable federal and state laws, including the FCA and HIPAA. Reporting obligations 
are triggered by specific regulatory events and are governed by internal policies that ensure 
timely, accurate, and complete disclosures. These include, but are not limited to: 

• Return of identified overpayments within 60 days as required by CMS,  
• Reporting of breaches of protected health information (PHI) to the Office for 

Civil Rights (OCR),  
• Submission of documentation in response to audit requests, surveys, and 

investigations initiated by CMS, OIG, or other regulatory bodies, 
• Reporting positive matches obtained from our routine sanction screening,  
• Reporting of substantiated compliance violations—such as fraud, abuse, or 

medically unnecessary services—identified through internal investigations. 
 
The Compliance Officer and The Compliance Official are responsible for developing 
appropriate corrective action. They also oversee the documentation and submission of all 
required reports, ensuring alignment with regulatory expectations and policy. 
All reporting activities are documented and reviewed as part of the organization’s 
compliance committee functions.  
The Compliance Official maintains a centralized log of investigations, disclosures, and 
follow-up actions, which is shared periodically with the compliance committee.to identify 
trends and inform strategic compliance initiatives. Reports to government agencies are 
included in quarterly updates to the board of directors and are reviewed as part of the 
annual compliance program effectiveness evaluations. This structured reporting process 
reinforces our commitment to transparency, accountability, and ethical leadership. 

                    
 

Compliance Program Effectiveness 
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We are committed to the regular and systematic evaluation of the compliance program to 
ensure it remains effective, responsive, and aligned with regulatory expectations and 
operational realities. 
 
Compliance program effectiveness reviews are conducted at least annually either by 
AQORD or internally and are designed to assess both the structure and performance of the 
program. These evaluations incorporate both qualitative and quantitative methods, 
including: 

• Review of the seven elements of an effective compliance program. 
• Analysis of audit and monitoring outcomes, training completion rates, and 

incident trends. 
• Evaluation of policy implementation, enforcement consistency, and disciplinary 

actions. 
• Surveys and interviews with staff, leadership, and board members to assess 

awareness, accessibility, and perceived effectiveness of the program. 
• Interviews with staff and other relevant individuals to assess the culture of 

compliance. 
 
Performance metrics are tracked over time to identify strengths, gaps, and opportunities 
for improvement. Benchmarks against industry standards and peer organizations are used 
to inform strategic enhancements and ensure the program remains current and 
comprehensive.  
The results of each evaluation are documented in a formal report and presented to the 
board of directors. Action plans are developed to address any identified deficiencies, and 
progress is monitored throughout the year.  We have made a commitment to ongoing 
evaluation that reinforces our organization’s culture of compliance, transparency, and 
ethical leadership, and ensures that the Compliance Program continues to protect 
residents, staff, and the integrity of the organization. 

                    
 

 
 

                    
 

HIPAA Compliance 
 

Our HIPAA policies and practices are in alignment with guidance from the OCR, the DOJ, 
and our Plan. Our practices are designed to ensure confidentiality, integrity, and availability 
of PHI within the agency. 
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HIPAA Privacy 
The HIPAA Privacy Rule governs the use and disclosure of PHI and grants individuals’ rights 
over their health information. We maintain policies and procedures to ensure that PHI is 
accessed and disclosed only as permitted by law. Staff are trained to understand the 
minimum necessary standard, resident rights, and appropriate authorization requirements. 
Privacy practices are reviewed regularly and updated to reflect changes in regulations and 
operational needs. 
 

HIPAA Security 
The HIPAA Security Rule requires the implementation of administrative, physical, and 
technical safeguards to protect electronic PHI (ePHI). We have adopted a comprehensive 
security framework that includes access controls, encryption, audit logging, and secure 
data transmission protocols. Security policies are aligned with OCR requirements and are 
reviewed annually or as needed based on risk assessments and technological 
advancements. 
 

Security Risk Assessments 
In accordance with OCR guidance and industry best practice, we conduct regular Security 
Risk Assessments (SRAs) to identify vulnerabilities and evaluate the effectiveness of 
current safeguards. The SRA process includes an inventory of systems containing ePHI, 
evaluation of potential threats, assessment of current security measures, and 
documentation of remediation plans. Findings from SRAs are reviewed by the Compliance 
Committee and used to inform policy updates, training, and resource allocation. 
 

Breach Protocols 
We have established procedures for identifying, investigating, and reporting breaches of 
PHI. All suspected breaches are promptly assessed to determine the nature and extent of 
the incident. Confirmed breaches are reported in accordance with HIPAA Breach 
Notification Rules and applicable state laws. The Compliance Official/ Privacy Officer 
maintains documentation of all breach investigations and corrective actions. 

Employee Education 
All employees receive HIPAA training during onboarding and annually thereafter. Training 
includes instruction on privacy and security requirements, breach reporting, and the 
appropriate use of PHI. Role-based training is provided for staff with elevated access to 
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PHI. Training materials are aligned with the Code of Conduct, OCR guidance, and the 
GCPG and ICPG. 
 

Social Media 
We prohibit the sharing of PHI on social media platforms. Employees are educated on the 
risks associated with social media use and the importance of maintaining resident privacy 
and confidentiality. Violations of the social media policy are subject to disciplinary action 
in accordance with the organization’s enforcement policies. 

                    
 

Definitions 
 

60-Day Repayment Rule: CMS rule that requires Medicare Parts A and B and Medicaid 
health care providers and suppliers to report and return overpayments by the later of the 
date that is 60 days after the date an overpayment was identified, or the due date of any 
corresponding cost report.  

Americans with Disabilities Act (ADA): Legislation designed to protect the civil rights of 
people who have physical and mental disabilities, like the civil rights laws which have 
protected people of various races, religions, and ethnic backgrounds.  

Anti-Kickback Statute (AKS): A criminal statute that prohibits the exchange (or offer to 
exchange), of anything of value, to induce (or reward) the referral of federal health care 
program business. 

AQORD: The parent organization of the AQORD Compliance Collaborative. Previously 
known individually as Mennonite Health Services and Friends Services Alliance who 
merged January 1, 2026.  

Breach: Any acquisition, access, use or disclosure of Protected Health Information (PHI) in 
violation of the Privacy Rule is presumed to be a breach, unless an investigation identifies 
an exception as defined under HIPAA regulations and guidance.  

Business Associate (BA): Any organization or person working in association with, or 
providing services to, a health care provider who handles, discloses, or transmits PHI or 
Personal Health Records (PHR). 

Business Associate Agreement (BAA): A contract between a HIPAA covered entity and a 
HIPAA business associate. The contract outlines the responsibility of protecting PHI in 
accordance with HIPAA. 

http://searchcompliance.techtarget.com/definition/HIPAA-covered-entity
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Centers for Medicare and Medicaid Services (CMS): A division of the Department of 
Health and Human Services (HHS or DHHS). In addition to Medicare (the federal health 
insurance program for seniors) and Medicaid (the federal needs-based program), CMS 
oversees the Children’s Health Insurance Program (CHIP), the Health Insurance Portability 
and Accountability Act (HIPAA), and the Clinical Laboratory Improvement Amendments 
(CLIA), among other programs. The following Website includes more information about 
these programs  www.cms.gov. 

Civil Monetary Penalties (CMP): May be issued by the state or federal government for 
regulatory violations, including skilled nursing facility deficiencies. 

Code of Federal Regulations (CFR): The codification of the general and permanent rules 
and regulations (sometimes called administrative law) published in the Federal Register by 
the executive departments and agencies of the federal government of the United States. 
This is where changes to regulations are published. 

Compliance Official: The compliance official is charged with the day-to-day activities of 
the compliance and ethics program and reports directly to the High-Level Official and 
Compliance Officer. The position has direct access to the CEO and board of directors as 
needed. 
 
Deficit Reduction Act (DRA): Requires policies and education of the work force on both 
false claims reporting and whistleblower protections. Information must be provided at time 
of hire, annually, and included in any employee handbooks. Only applies if an organization 
receives at least $5 Million in Medicaid Reimbursement annually. 

Elder Justice Act (EJA): The EJA seeks to promote elder justice, which it defines as efforts 
to “prevent, detect, treat, intervene in, and prosecute elder abuse, neglect and exploitation 
[and] protect elders with diminished capacity while maximizing their autonomy.”   Reporting 
requirements are also included in CMS RoP. 

Employees and Individuals: Employees are those hired by Indian Creek Foundation to 
perform specific tasks in exchange for compensation and individuals are people receiving 
services. This defines the scope of people covered by the compliance plan to include staff, 
vendors, contractors, volunteers, board members and other relevant individuals.  

False Claims Act (FCA): The civil False Claims Act provides a way for the government to 
recover money when an individual or entity knowingly submits or causes to be submitted 
false or fraudulent claims for payment to the Government. It is used to discourage fraud 
against the federal government, including prescription drug purchases, nursing homes, 

http://www.cms.gov/
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weapons and defense purchases, natural resource contracts, and low-income housing. It 
allows individuals with information about fraud against a government program to report 
that information and initiate a lawsuit on behalf of the government, known as a 
whistleblower or a qui tam relator.  

General Compliance Program Guidance (GCPG): A voluntary compliance program 
guidance document developed by the OIG that discusses general compliance risks and 
compliance programs for healthcare stakeholders. 

Health and Human Services (HHS or DHHS): The federal department that oversees CMS, 
CDC, OIG and other agencies.  

Health Insurance Portability and Accountability Act of 1996 (HIPAA): A federal law that 
provides data privacy and security provisions for safeguarding medical information. It 
includes protection of both paper and electronic records from inappropriate use or 
disclosure.  Under 45 CFR § 160.103, Covered Entities include Health Providers, Health 
Plans and Health Care Clearinghouses.  

HIPAA Covered Entity: Any individual, organization, or agency that creates, receives, 
maintains, or transmits protected health information (PHI) in connection with certain 
HIPAA-regulated transactions. Covered Entities must comply with the HIPAA Privacy, 
Security, and Breach Notification Rules 

Health Information Technology for Economic and Clinical Health Act (HITECH): A 
federal law to promote the adoption and meaningful use of health information technology. 
Subtitle D of the HITECH Act addresses the privacy and security concerns associated with 
the electronic transmission of health information and strengthens the civil and criminal 
enforcement of the HIPAA rules.  

High Level Official: The High-Level Official sets the tone for a community-wide 
commitment to compliance and ensures that the compliance program is implemented. 
This position may not take on the duties of the Compliance Official but may delegate such 
duties to another member of the community staff who have sufficient authority to oversee 
the compliance program and related activities.  

Occupational Safety and Health Administration (OSHA): A division of the Department of 
Labor, which sets and enforces protective workplace safety and health standards. 

Office of Civil Rights (OCR): OCR protects fundamental nondiscrimination and health 
information privacy rights through education and investigation of complaints under the 
federal civil rights laws and the HIPAA Privacy Rule and the HIPAA HITECH rules. 
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Office of Inspector General (OIG): Investigates complaints or allegations of wrongdoing or 
misconduct by employees or contractors that involve or give rise to fraud, waste or abuse 
within the programs or operations of HHS. 

Physician Self-Referral Law (PSL): Prohibits physician referrals of Designated Health 
Services (DHS) for Medicare and Medicaid patients if the physician (or an immediate family 
member) has a financial relationship with that entity. 

Protected Health Information (PHI): Any information about health status, provision of 
health care, or payment for health care that is created or collected by a health care 
provider or business associate and can be linked to a specific individual.  

The Office of Developmental Programs (ODP) Quality Assessment & Improvement 
(QA&I) process is a comprehensive, standardized, and measurable system designed to 
evaluate and improve services for individuals with intellectual disabilities and autism in 
Pennsylvania. It is a three-year cycle involving provider self-assessments, desk reviews, 
onsite reviews, and remedial actions to ensure compliance with state and federal 
regulations. 

The Office of Mental Health and Substance Abuse Services (OMHSAS) Licensing and 
Monitoring Process is a regulatory framework in Pennsylvania designed to ensure that 
mental health and substance use treatment programs meet strict state standards for 
safety, quality of care, and ethical practices. OMHSAS, a branch of the Pennsylvania 
Department of Human Services (DHS), licenses and monitors facilities through a 
combination of initial application reviews, on-site surveys, and ongoing monitoring of 
compliance 

Sanction Screening: Process by which vendors and employees are routinely checked 
against federal and state databases to assure eligibility to participate in federal health care 
programs. Monthly/Quarterly screening included:  

System Award Management (SAM): The electronic sanction database of the 
General Services Administration (GSA) of the federal government. 

List of Excluded Individuals and Entities (LEIE): The electronic sanctions database 
of the OIG. 

State Medicaid Exclusion Database: The electronic sanctions database is 
maintained by each state Medicaid agency.  

https://en.wikipedia.org/wiki/Physician
https://en.wikipedia.org/wiki/Medicare_%28United_States%29
https://en.wikipedia.org/wiki/Medicaid
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Title VI of the Civil Rights Act of 1964: Prohibits discrimination based on race, color, or 
national origin in federally funded programs or activities. This includes any entity that 
participates in the Medicare or Medicaid programs. 

Title VII of the Civil Rights Act of 1964: Prohibits discrimination in employment based on 
race, color, national origin, sex or religion. 

United States Sentencing Guidelines: Guidance that establishes a uniform sentencing 
policy for individuals and organizations convicted of felonies and serious (Class A) 
misdemeanors in the United States federal courts system. Chapter 8 addresses 
corporations specifically, sets forth the seven fundamental elements of a compliance 
program and the expectations for an effective compliance program. 
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