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Executive Summary 

Department of Public Health & Social Services 

Medicaid Program – Client Eligibility – Part II 

Report No. 26-01, February 2026 

 

Our audit on client eligibility of the Government of Guam’s (GovGuam)-Department of Public 

Health and Social Services (DPHSS) Medicaid Program identified $400.7 million (M) in benefits 

availed to an average of 35,381 clients (based on Client Identification Numbers) in the program 

for the fiscal years (FY) 2023 and 2024.  Our audit reviewed 30 client files provided by DPHSS-

Bureau of Economic Safety (BES) and found several issues and deficiencies, including:   

 

• Lack of Medicaid application forms, Eligibility Specialist’s review and client’s signatures 

and dates, and delayed submission of Simplified Renewal Forms;   

• Lack of eligibility documentation for initial/reapplication or renewals;   

• Late or non-submission of requested eligibility documents;   

• Late or non-submission of change reports or off-island referral forms;   

• Lack of “Notice of Action” on eligibility decisions to Medicaid clients, and     

• Questionable notification of eligibility decision.   

 

The objective of this audit was to determine whether the approval of beneficiaries’ eligibility and 

documentary requirement submissions complied with federal and state Medicaid program laws, 

rules, and regulations.  Although deficiencies were noted, we did not identify any questioned costs 

related to client-reported Medicaid benefits availed, as they could be applicable to prior years.  The 

audit scope encompasses October 1, 2022 to September 30, 2024, or FY 2023 and 2024.   

 

Our office is conducting a three-part performance audit series on the DPHSS Medicaid Program, 

which is included in the Office of Public Accountability’s (OPA) 2025 Annual Audit Plan and a 

directive from the Public Auditor.  Part I, issued in February 2025, focused on provider eligibility, 

Part II focused on client eligibility, and Part III will focus on Medicaid billings to clients and 

payments to providers.   

We provided our preliminary findings to DPHSS in October 2025, and they disagreed with several 

findings regarding documentary deficiencies we noted based on the documents they provided in 

July 2025.  It should be noted that DPHSS subsequently provided the deficient documents 

among the additional sets of documents in November 2025.  The deficiencies in documentation 

show that DPHSS’s filing system appeared to be still in the process of proper organization, needing 

improvement to ensure immediate availability during external inspections/examinations and 

prevent delays and confusion.   

 

Lack of Medicaid Application Forms, Eligibility Specialist’s Review, and Client’s Signatures 

and Dates, and Delayed Submission of Simplified Renewal Forms (SRF)   

Our review found that some files lack the initial/reopening application forms or simplified renewal 

forms, lacked an Eligibility Specialist’s review and Client’s signatures and dates, and delayed 

submission of simplified renewal forms.  While acknowledging that some clients’ files in FY 2023 

were deficient or had uncorrected application forms, as the client files fell under the public health 
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emergency (PHE), similar issues persisted in FY 2024, when continuous coverage requirements 

ended on June 2024.  Lack of documentation was associated with Medicaid benefits availed per 

DPHSS report provided to the OPA for FY 2024. The report did not contain a notation nor 

disclosure that the total Medicaid benefits availed for FY 2024 were applicable to the prior years, 

which could be possible. Several of the deficiencies were subsequently provided, while others 

remain, as they were either not renewed or no longer applicable.   

 

Lack of Eligibility Documentation for Initial/Reapplication or Renewals   

Our analysis found that for three sampled clients’ files eligibility documentation were not included 

in the original submission.  There are cases that required birth certificates, Social Security 

numbers, proof of income or employment, or personal identification were absent for the client 

and/or dependents.  The lack of supporting documentation for the three sampled clients associated 

with reported Medicaid benefits availed totaling $6.7 thousand (K) for FY 2023.  For the 16 FY 

2024 samples, reported Medicaid benefits availed totaled $1.9M.  Most of the deficiencies were 

subsequently provided, or were no longer applicable as clients were deceased or Medicaid 

coverage had already expired.  These Medicaid benefits availed could be applicable to prior years. 

 

Late or Non-Submission of Requested Eligibility Documents   

Memorandum requests from DPHSS asking for clients to submit eligibility documents to make a 

proper determination of the client’s Medicaid eligibility were either submitted later than the 

deadline or not submitted at all.  For one sample, the case was correctly denied and terminated for 

failure to submit the requested documents; however, no “Notice of Adverse Action” was included 

within the files.   

 

Late or Non-Submission of Change Reports or Off-Island Referral Form   

One client (Sample 4, per Appendix 4) had verification of employment for job changes, but no 

change report was provided, as the noted Job #1 ended on October 20, 2023, and Job #2 started on 

November 13, 2023.  The Change Reports due by October 30, 2023 and November 23, 2023, were 

submitted late in one Change Report on December 29, 2023.   

 

For Sample 3 (per Appendix 5), the client was leaving in July 2024 for off-island management and 

monitoring.  We did not see a DPHSS Off-Island Referral Form among the files provided for the 

July 2024 off-island care.  On file is the DPHSS off-island referral form dated December 2021.   

 

Lack of “Notice of Action” on Eligibility Decisions to Medicaid Clients   

For the 11 sampled clients in FY 2024, a “Notice of Action” were not provided in the DPHSS 

submission of documents on July 2025.  Subsequent documents provided as of January 2026, only 

two client files (Sample #16 & 18) remained not provided.  For Sample 11, the “Notice of Action” 

was not applicable because the client had died in 2022.  For Samples #12, 14 & 16, the three clients 

had Medicaid coverage, which was terminated in FY 2023 or FY 2024.  The reported Medicaid 

benefits availed totaling $1.5M for FY 2024 for Samples #11, 12, 14, 16 & 18 could be applicable 

to prior years.   

 

Questionable Notification of Eligibility Decision   

For one case (Sample #2, per Appendix 4), a “Notice of Adverse Action” was sent by DPHSS in 

August 2022, informing that the child is not entitled to Medicaid coverage due to the absence of 
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Social Security documents, although a simplified renewal form and Social Security document were 

stamped received by DPHSS in August 2022.  The child reportedly availed Medicaid benefits 

amounting to $780 in FY 2023 without a copy of the “Notice of Action” provided.   

 

Conclusion and Recommendations   

Our performance audit of DPHSS Medicaid Program-Client Eligibility-Part II is primarily 

intended to provide feedback on whether Medicaid clients' eligibility and renewal processes and 

procedures are in accordance with local and federal laws and regulations.  Our audit revealed 

deficiencies relative to the lack of Medicaid application forms and supporting documentation; lack 

of Eligibility Specialist or Clients’ signatures, late or non-submission of requested eligibility 

documents; late or non-submission of change reports or off-island referral form; lack of notice of 

action on eligibility decisions; and questionable notification of eligibility decisions.   

  

These findings need management’s attention and corrective action to inspire the public’s 

confidence in the Administrator’s decisions to achieve program objectives and uphold the 

program’s integrity.   

We made seven recommendations addressed to DPHSS-BES Management. See Appendix 9 for 

the details and status of audit recommendations.  These recommendations emphasize the need for 

consistent and timely compliance with application, documentation, and reporting requirements.  

Specifically, these call for:   

• Consistency and timely compliance with initial application and renewal form requirements.   

• Consistent compliance with Eligibility Specialist’s review and client’s signature 

requirements.   

• Strict and consistent monitoring of client compliance with eligibility documents and their 

submission;   

• Consistent and timely compliance with the change report and DPHSS off-island referral 

form.   

• Consistent and timely notification of the eligibility decision to Medicaid clients.   

 

We acknowledge the combined dedicated efforts of the officials and staff of the DPHSS Division 

of Public Welfare-BES and BHCFA in ensuring the eligibility and enrollment of eligible residents 

on Guam in the Medicaid Program to address major health challenges on Guam.  We appreciate 

DPHSS’s ongoing commitment to ensuring that Guam’s Medicaid Program meets the healthcare 

needs of its residents in accordance with applicable laws and regulations.   

 

 

 

Benjamin J.F. Cruz 

Public Auditor 
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Introduction 

 

The Office of Public Accountability (OPA) is conducting a three-part performance audit series on 

the DPHSS Medicaid Program, which is included in the OPA’s 2025 Annual Audit Plan and a 

directive from the Public Auditor.  Part I, issued in February 2025, focused on provider eligibility; 

Part II focused on client eligibility, and Part III will focus on Medicaid billings to clients and 

payments to providers.   

The objective of this audit was to determine whether the approval of beneficiaries’ eligibility and 

the submission of documentary requirements complied with the federal and state Medicaid 

program laws, rules, and regulations.  Our audit scope encompasses October 1, 2022 to September 

30, 2024, or FY 2023 through FY 2024.  See Appendix 1 for objectives, scope, and methodology 

and Appendix 2 for prior audit coverage.   

 

Background   
Guam’s Medicaid program was established in its current form in 1975, but Guam legislation dates 

back to the creation of Medicaid on July 30, 1965.  United States (US) Public Law 89-97 

established the Medicaid program and provided Puerto Rico, the US Virgin Islands, and Guam 

with a Federal Medical Assistance Match of 55% under the Social Security Act Section 1905(b) 

(42 USC §1396d(b)) in 1965.  In 1967, Congress passed an annual federal cap of $900,000 in US 

Public Law 90-248.   

 

Guam Medicaid State Plan   

The Guam Medicaid State Plan is a detailed agreement between DPHSS and the federal 

government, outlining the Medicaid program's administration on the island.  The Plan specifies 

eligibility, benefits, reimbursement mechanisms, and operational procedures.  The Plan shows that 

DPHSS, a line agency of the Government of Guam (GovGuam), has been the single State Agency 

designated to administer or supervise the administration of Medicaid at least since 1977.   

 

Bureau of Health Care Financing Administration   

The DPHSS - Division of Public Welfare (DPW) - Bureau of Health Care Financing 

Administration (BHCFA) was established to administer the Guam Medicaid Program and the 

Guam Medically Indigent Program.  The Administrator has full operational responsibility for the 

Program, subject to supervision by the Chief Human Services Administrator of the Division of 

Public Welfare.   

 

BHCFA's mission is to administer local and federal health care programs to (1) assist low-income 

individuals and families who are uninsured or have inadequate insurance coverage and (2) ensure 

that the quality of health care is available and accessible both on-island and off-island.  The 

BHCFA takes charge of the development, implementation, and operation plans for the Medicaid 

program, which includes reasonable access to hospitalization, medical, dental, and behavioral 

health care services for members.  It also performs the contract administration, certification, and 

oversight of Providers and the development and management of a Provider payment system.  The 

staff composition of the DPW-Medicaid Assistance Program Administration includes the Claims 

Specialist, Claims Processing and Utilization Review Officer (CPURO), Program Coordinator, 
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Quality Control Reviewer, Quality Improvement Coordinator, and their staff.  Regular audits are 

conducted to ensure compliance and strict adherence to federal and local regulations and prevent 

misuse of funds.   

 

Bureau of Economic Security   

Guam Medicaid is administered by DPHSS, the State Agency, through its Division of Public 

Welfare (DPW).  Functionally, there are two bureaus within the division that play significant roles 

in administering the Program.  Firstly, the Bureau of Economic Security (BES) oversees eligibility 

and enrollment for Medicaid.  Secondly, there is the Bureau of Healthcare Finance Administration 

(BHCFA).  BHCFA oversees the processing of claims, program integrity, budgeting, and policy 

with respect to Medicaid.   

 

In addition to Medicaid, BES oversees eligibility and enrollment for the federally-funded 

Supplemental Nutrition Assistance Program (SNAP) and the Temporary Assistance for Needy 

Families (TANF) program.  Thus, the State Agency runs an integrated eligibility and enrollment 

system.  BES also determines eligibility and enrollment for the state-funded Guam Medically 

Indigent Program, which is also overseen by BHCFA for claims processing, program integrity, 

budgeting, and policy purposes.  Within DPW is a third bureau, namely the Bureau of Management 

Support, which oversees program integrity and quality control for Guam’s SNAP and TANF 

programs.   

 

Medicaid Program Client Eligibility   

In addition to general requirements such as income level, eligibility to participate in Guam 

Medicaid is available based on two general factors: by categorical Program or categorical need. 

Eligibility by categorical Program means being eligible as a consequence of already qualifying for 

certain specified federal programs.  These include persons who are already in the TANF program, 

the Old Age Assistance (OAA) Program, and the Aid to the Blind (AB) Program; all established 

either through the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 

(PRWORA) or the Social Security Act.   

 

Guam Medicaid is also available based on categorical need.  These include five groups outlined 

specifically in the State Plan: parents and other caretaker relatives; pregnant women; infants and 

children under age 19; adult group; and former foster care children.   

• Parents and other Caretaker Relatives.  The parents or other caretaker relatives’ group, as 

defined in 42 CFR § 435.4, includes pregnant women of dependent children (defined in 

42 CFR § 435.4) who are under the age of 18.  Spouses of parents and other caretaker 

relatives are also included.  The group may also include parents and other caretakers of 

children who are 18 years old, provided the children are full-time students in a secondary 

school or in the equivalent level of vocational or technical training.   

• Pregnant Women.  Pregnant women represent a distinct group in the State Plan.  They must 

be pregnant or postpartum as defined in 42 CFR § 435.4.  Pregnant women in the last 

trimester of their pregnancy without dependent children are eligible for this group, if they 

meet the income requirements of parents and other caretaker relatives.   
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• Infants and Children under age 19. Infants and children under age 19 are an eligible group 

as provided for in 42 CFR § 435.118.   

• Adult Group.  Non-pregnant individuals aged 19 through 64 are a categorical need group 

under the State Plan.  This adult group is described in 42 CFR § 435.119.  Individuals in 

this group must have attained the age of 19 but not age 65, are not pregnant, are not entitled 

to or enrolled for Part A or B Medicare benefits, and are not otherwise eligible for or 

enrolled for mandatory coverage in accordance with 42 CFR Part 435 Subpart B.  Guam 

elected to expand Medicaid to the Adult Group effective January 1, 2014.   

• Former Foster Care Children.  Former Foster Care Children is a categorical needs group in 

the State Plan.  These include individuals under the age of 26, not otherwise mandatorily 

eligible, who were on Medicaid and in foster care when they turned 18 or aged out of foster 

care.   

 

Effective January 1, 2021, Guam elected to cover otherwise eligible individuals who lawfully 

reside in Guam in accordance with Compacts of Free Association (COFA) agreements between 

the US and the Federated States of Micronesia, the Republic of the Marshall Islands, and the 

Republic of Palau.  See Appendix 3 for applicable laws and regulations.   

 

Guam Medicaid Program FY 2023 & FY 2024   

For FY 2023, the Medicaid Program benefits availed consisted of 33,880 individual Medicaid 

clients (inclusive of all household members' patient identification numbers).  These Medicaid 

clients were assigned 16,721 unique program case numbers, representing the number of each 

family household that availed of Medicaid benefits for the program year.  Altogether, the total 

availed by these clients amounted to $177M in Medicaid benefits.   

 

For FY 2024, the Program saw increased activity.  The Medicaid program benefits availed 

increased to 36,882 individual Medicaid clients assigned to 17,653 unique program case numbers.  

Total Medicaid benefits availed amounted to $224M.  This appeared to indicate that more people 

availed of Medicaid benefits than in the prior FY.  The validation of these Medicaid benefits availed 

will be covered in Part III of the audit series.   

 

Table 1: Guam Medicaid Program Benefits Availed 

 FY 2023 FY 2024 Total Average for two FYs 

Total Medicaid Benefits Availed 

per Client IDs 
33,880 36,882 70,762 35,381 

Total Medicaid Benefits Availed 

per Grouped Household (Client 

Files) 

16,721 17,653 34,374 17,187 

Total Medicaid Benefits Availed $177,167,860.87 $223,578,736.08 $400,746,596.95  
 

 

  



7 

Results of Audit 

 

Our audit on client eligibility of the Government of Guam’s (GovGuam) Department of Public 

Health and Social Services (DPHSS) Medicaid Program identified $400.7 million (M) in benefits 

availed to an average of 35,381 clients (based on Client Identification Numbers) in the program 

for the fiscal years (FY) 2023 and 2024.  Our audit reviewed 30 client files (or .085%), with a total 

Medicaid availed of $16.7M (or 4%) provided by DPHSS-Bureau of Economic Safety (BES) and 

found several issues and deficiencies, including the following:   

 

• Lack of Medicaid application forms, Eligibility Specialist’s review and client’s signatures 

and dates, and delayed submission of Simplified Renewal Forms;   

• Lack of eligibility documentation for initial/reapplication or renewals;   

• Late or non-submission of requested eligibility documents;   

• Late or non-submission of change reports or off-island referral form;   

• A lack of “Notice of Action” on eligibility decisions to Medicaid clients, and a   

• Questionable notification of eligibility decision.   

 

Although deficiencies were noted, we did not identify questioned costs related to client-reported 

Medicaid benefits availed as they could be applicable to prior years.  See Appendix 4 and 5 for 

sampled client Medicaid benefits availed for FY 2023 and 2024.   

 

We provided our preliminary findings to DPHSS in October 2025, and they disagreed with several 

findings regarding documentary deficiencies we noted based on the documents they provided in 

July 2025.  It should be noted that DPHSS subsequently provided the deficient documents 

among the additional sets of documents on November 2025.  The deficiencies in documentation 

show that DPHSS’s filing system appeared to be still in the process of proper organization, needing 

improvement, to ensure immediate availability during external inspections/examinations and 

prevent delays and confusion.   

 

Furthermore, on some sampled clients, documents were no longer provided since, according to 

DPHSS, the client is either deceased or Medicaid coverage had already expired in FY2022, FY 

2023, and FY 2024.  However, based on the data/report DPHSS provided, these clients had 

Medicaid benefits availed within the two-year period, which could be applicable to prior years. 

The report did not contain a notation or disclosure that the total Medicaid benefits availed for FY 

2023 and FY 2024 are applicable to prior years.   

 

Lack of Medicaid Application Forms, Eligibility Specialist’s Review and Clients’ Signatures 

and Dates, and Delayed Submission of Simplified Renewal Forms   

The DPHSS manages the applications for the Medicaid and Medically Indigent Programs.  Section 

435.907 of Title 42 of the Code of Federal Regulations (CFR) requires Medicaid agencies to accept 

applications and documentation through multiple modes (internet, telephone, mail, in person, and 

other electronic means), use a single streamlined application, and limit requested information to 

what is necessary to determine eligibility or administer the state plan.  In addition, a provision in 

the application form states that the client’s refusal to sign the application may result in the denial 

of benefits.   
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Our review of the client's files found the following deficiencies:   

a) Lack of initial/reopening application forms or simplified renewal forms.   

b) Lack of Eligibility Specialist’s review and client’s signatures and dates on Medicaid 

Application Forms; and   

c) Delayed submission of Simplified Renewal Forms.   

 

While acknowledging that some files in FY 2023 were deficient or had uncorrected application 

forms, as the client files fell under the public health emergency (PHE), similar issues with missing 

or incomplete initial, renewal, and verification documents persisted in FY 2024, when continuous 

coverage requirements ended in June 2024.   

 

a) Lack Initial/Reopening Application Forms or Simplified Renewal Form   

Our analysis of FY 2024 client files provided by DPHSS on July 28, 2025, found that the 

initial/reopening application and simplified renewal forms for the sampled clients identified in 

Table 1 were not included as part of the original client files submitted.  Medicaid benefits availed 

totaled $2.8M (or 50% of FY2024 samples).   

 

Table 1: Client Application Files with Deficiencies for FY 2024 

No. 
Total Medicaid Benefits 

Availed in FY 2024 

Original Files Not Received in 

July 2025 

Subsequent Files Provided in November 2025 & DPHSS 

comments 

Sample 2 $28,833.41 Application and Renewal Forms; 

Per DPHSS, the client did not renew within FY 2024 for 

various reasons. With Medicaid benefits availed for 

FY2024, which could be applicable to the prior years.  

Sample 7 $252,740.09 Application and Renewal Forms; 

Per DPHSS, the client did not renew within FY 2024 for 

various reasons. With Medicaid benefits availed for 

FY2024, which could be applicable to the prior years.  

Sample 9 $1,039,382.97 Application and Renewal Forms; Paper applications were found by DPHSS and were provided.  

Sample 11 $102,191.49 Application and Renewal Forms; 

Deceased as of August 14, 2022, but with Medicaid 

benefits availed for FY2024, which could be applicable to 

the prior years.  

Sample 12 $88,360.20 Application and Renewal Forms; 

Per DPHSS, the client did not renew within FY 2024 for 

various reasons. With Medicaid benefits availed for 

FY2024, which could be applicable to the prior years.  

Sample 14 $837,110.11 Application and Renewal Forms; 

Per DPHSS, the client did not renew within FY 2024 for 

various reasons. With Medicaid benefits availed for 

FY2024, which could be applicable to the prior years.  

Sample 16 $477,480.16 Application and Renewal Forms; 

Per DPHSS, the client did not renew within FY 2024 for 

various reasons. With Medicaid benefits availed for 

FY2024, which could be applicable to the prior years.  

Sample 27 $4,214.01 Application and Renewal Forms; Paper applications were found by DPHSS and were provided. 

 $2,830,312.44   

 

In response to Sample 11, DPHSS provided a death certificate indicating that the client was 

reported as deceased on August 14, 2022.  While this information helps to explain the absence of 

renewal files for this client, the DPHSS Medicaid benefits availed report showed that Sample 11 

received Medicaid benefits totaling approximately $102 thousand (K) (or 1.8% of FY2024 

samples) in FY 2024.   
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DPHSS also noted that Samples 2, 7, 12, 14, and 16 did not renew their Medicaid coverage in FY 

2024 for various reasons.  Per DPHSS report for FY 2024, these clients had reported Medicaid 

benefits availed totaling $1.7M (or 30% of FY2024 samples) during FY 2024.  We recommend 

that the filing of initial application forms or renewal forms be consistently and timely complied 

with.   

 

Overall, the federal memorandum during the PHE temporarily relaxed renewal processes for FY 

2023; however, it did not eliminate the underlying requirement to redetermine eligibility and 

properly document renewals once continuous Medicaid coverage protections ended for FY 2024.   

 

b) Lack of Eligibility Specialist’s (ES) review and clients’ signatures and dates on Medicaid 

application forms   

Under 42 CFR § 435.907(f), all Medicaid applications must include a valid signature attesting that 

the information provided is true and complete under penalty of perjury.  The Eligibility Specialist’s 

signature and date serve as official verification that the application was reviewed, processed, and 

approved in accordance with federal and territorial Medicaid guidelines.   

 

Our review of ten client files in FY 2023 and 16 client files in FY 2024 provided by DPHSS in 

July 2025, found that renewal documents for the samples identified in Table 2 and Table 3 were 

incomplete because the files provided did not contain either: (1) the Eligibility Specialist’s 

signature and date or (2) the client’s signature.  The missing or incomplete documentation for the 

sampled clients for FY 2023, with total reported Medicaid benefits availed totaled of $2.4M (or 

22% of FY2023 samples), was provided in November 2025, except for the three samples (# 14, 21 

& 28) with reported Medicaid benefits availed totaling $885K (or 8% FY2023 samples).  DPHSS 

indicated that files for these samples had been relocated to storage and were not provided as of the 

date of this report.   

 

Table 2: Client Files Lacking Eligibility Specialist’s Signature/Date for FY 2023 

No. 
Total Medicaid Benefits 

Availed in FY 2023 
Original Files Not Received in July 2025 

Subsequent Files Provided in November 2025 & 

DPHSS comments 

Sample 9 $1,967.67 

Eligibility Specialist Signature/Date Not 

Present; Stamped received by DPHSS on 

January 26, 2023; Client signed February 

16, 2023 

Document provided with the Eligibility Specialist's 

signature dated March 24, 2023. 

Sample 12 $489,170.09 

Eligibility Specialist Signature/Date Not 

Present; Stamped received March 27, 2023; 

Client signed March 7, 2023 

Document provided with the Eligibility Specialist 

signature present and dated March 23, 2023. 

Sample 13 $331,883.30 

Eligibility Specialist Signature/Date Not 

Present; Stamped received September 19, 

2023; Client signed September 18, 2023 

Document provided with the Eligibility Specialist's 

signature dated October 24, 2023. 

Sample 14 $857,695.49 

Eligibility Specialist Signature/Date Not 

Present; Stamped received July 26, 2023; 

Client signed July 26, 2023. 

Documents were relocated for storage. 

Sample 18 $563,658.90 

Eligibility Specialist Signature/Date Not 

Present; Stamped received May 4, 2023; 

Client signed May 4, 2023 

Document provided with the Eligibility Specialist's 

signature dated May 15, 2023. 

Sample 19 $97,549.38 

Eligibility Specialist Signature/Date Not 

Present; Stamped received February 3, 2023; 

Client signed January 21, 2023 

Document provided with the Eligibility Specialist's 

signature dated February 23, 2023. 



10 

No. 
Total Medicaid Benefits 

Availed in FY 2023 
Original Files Not Received in July 2025 

Subsequent Files Provided in November 2025 & 

DPHSS comments 

Sample 20 -$4,832.30 

Eligibility Specialist Signature/Date Not 

Present; Stamped received March 10, 2023; 

Client signed March 10, 2023; 

Document provided with the Eligibility Specialist's 

signature dated March 10, 2023. 

Sample 21 $22,768.39 

Eligibility Specialist Signature/Date Not 

Present; Stamped received September 8, 

2023; Client signed September 8, 2023 

Documents were relocated for storage. 

Sample 27 $3,891.87 

Eligibility Specialist Signature/Date Not 

Present; Stamped received November 9, 

2022; Client signed November 9, 2022 

Document provided with the Eligibility Specialist 

signature dated December 6, 2022. 

Sample 28 $4,527.39 

Eligibility Specialist Signature/Date Not 

Present; Stamped received August 10, 2023; 

Client signed August 9, 2023 

Documents were relocated for storage. 

 $2,368,280.18   

 

For FY 2024, the missing or incomplete documentation for the 16 sampled clients with Medicaid 

benefits availed totaling $2.6M (or 46% of FY2024 samples), were provided in November 2025, 

except for the three samples (#17, 18 & 20), with reported FY 2024 Medicaid benefits availed 

totaling $45.4K (or 0.8% of FY2024 samples), which were still were not provided as of the date 

of this report.   

 

Table 3: Client Files Lacking Eligibility Specialist & Client Signature/Date for FY 2024 

No. 
Total Medicaid Benefits 

Availed in FY 2024 
Original Files Not Received in July 2025) 

Subsequent Files Provided in November 2025 & 

DPHSS comment 

Sample 1 $26,680.98 

No stamped received date; Client signed 

December 8, 2023; Eligibility Specialist 

signed January 2, 2024 

Document provided with stamped received dated 

December 9, 2023. 

Sample 3 $443,230.68 

Stamped received December 30, 2024; 

Client Signature/Date Not Present; 

Eligibility Specialist Signature/Date Not 

Present. 

Document provided with the Client signature dated 

January 8, 2025, and the Eligibility Specialist 

signature dated January 8, 2025 

Sample 4 $21,166.37 

Stamped received October 10, 2024; Client 
signature and dated October 10, 2024; 

Eligibility Specialist Signature/Date Not 
Present. 

Document provided with the Eligibility Specialist 
signature present and dated November 8, 2024. 

Sample 5 $639,228.97 

Stamped received November 4, 2024; Client 

signature and dated October 30, 2024; No 

signature and date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated December 27, 2023. 

Sample 6 $416,815.55 

Stamped received June 18, 2024; No 

signature and date by Client; No signature 

and date by Eligibility Specialist. 

Document provided with the client's signature, but 

not dated. Eligibility Specialist signature dated 

July 11, 2024. 

Sample 10 $680,417.84 

Stamped received August 8, 2024; Client 

signature and dated August 6, 2024; No 

signature and date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated August 8, 2024. 

Sample 13 $230,513.54 

Stamped received September 13, 2024; 

Client signature and dated September 13, 

2024; No signature and date by Eligibility 

Specialist. 

Document provided with the Eligibility Specialist's 

signature dated September 26, 2024. 

Sample 17 $6,392.53 

Stamped received January 9, 2024; Client 

signature and dated January 9, 2024; No 

signature and date by Eligibility Specialist. 

Eligibility Specialist signature and date not 

affixed on the document.  Eligibility Specialist 

block contains the client's name. 
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No. 
Total Medicaid Benefits 

Availed in FY 2024 
Original Files Not Received in July 2025) 

Subsequent Files Provided in November 2025 & 

DPHSS comment 

Sample 18 $30,908.53 

Stamped received June 10, 2024; Client 

signature and dated June 10, 2024; No 

signature and date by Eligibility Specialist. 

Eligibility Specialist's signature and date not 

affixed on the document. 

Sample 19 $13,883.32 

No stamped received date; Client signature 

and dated April 8, 2024; No signature and 

date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated April 22, 2024. 

Sample 20 $8,136.15 

Stamped received February 9, 2024; Client 

signature and dated February 7, 2024; No 

signature and date by Eligibility Specialist. 

Eligibility Specialist's signature and date not 

affixed on the document. 

Sample 21 $20,451.18 

Stamped received September 23, 2024; 

Client signature and dated September 23, 

2024; No signature and date by Eligibility 

Specialist. 

Document provided with the Eligibility Specialist's 

signature dated October 8, 2024. 

Sample 26 $7,207.66 

Stamped received July 3, 2024; Client 

signature and dated July 1, 2024; No 

signature and date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated July 29, 2024 

Sample 28 $6,650.26 

Stamped received August 9, 2024; Client 

signature and dated August 9, 2024; No 

signature and date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated September 10, 2024. 

Sample 29 $22,114.75 

Stamped received July 8, 2024; Client 

signature and dated July 8, 2024; No 

signature and date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated July 25, 2024. 

Sample 30 $6,400.26 

Stamped received January 2, 2024; Client 

signature and dated December 23, 2024; No 

signature and date by Eligibility Specialist. 

Document provided with the Eligibility Specialist's 

signature dated January 30, 2024 

 $2,580,198.57   

 

While acknowledging that the clients in FY 2023 may appropriately fall under the PHE, 

nonetheless, similar issues—such as missing renewal documentation and incomplete Client and 

Eligibility Specialist signatures on renewal forms—continued in FY 2024.  We recommend 

consistent compliance with the Eligibility Specialist’s review and client’s signature requirements.   

 

c) Delayed Submission of Simplified Renewal Forms 

Under 42 Code of Federal Regulation (CFR) §§ 435.916, Regularly scheduled renewals of 

Medicaid eligibility, Renewals Requiring Information from the Individual, at least 30 calendar 

days from the date the agency sends the renewal form to respond and provide any necessary 

information through any of the modes of submission.   

 

Under 42 Code of Federal Regulations (CFR) §§ 435.912 and 435.915, Medicaid agencies must 

make eligibility determinations within 45 calendar days from the date an application is received, 

or within 90 days for clients requiring a disability determination. Similarly, according to the 

DPHSS Medicaid application, all applications for Public Assistance and Medical Assistance must 

be processed within 45 calendar days from the date they are officially stamped as received by the 

department.   

 

Out of the 30 client files reviewed, four (or 13%) renewal applications from FY 2024 were 

submitted late, ranging from one to nine days (See Table 4) after the 30-day grace period following 

the deadline date stated on the Simplified Renewal Forms. Although these delays are not 
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significant, we similarly recommend consistent and timely compliance of the DPHSS prescribed 

deadlines on the Renewal Forms.   

 

Table 4: Submission of Applications FY 2024 

No. 
Total Medicaid Benefits 

Availed in FY 2024 

Deadline date per DPHSS 

Renewal Form 

Deadline for submission 

after 30 days 

Application 

Received Date 

Number of Days 

Late Submission 

Sample 13 $230,513.54 August 10, 2024 September 9, 2024 September 13, 2024 4 

Sample 18 $30,908.53 May 10, 2024 June 9, 2024 June 10, 2024 1 

Sample 19 $13,883.32 March 10, 2024 April 9, 2024 April 18, 2024 9 

Sample 28 $6,650.26 August 10, 2024 September 9, 2024 September 10, 2024 1 

 $281,955.65     

 

Lack of Eligibility Documentation for Initial/Reapplication or Renewals   

Applicants on Guam who apply for Medicaid must submit complete and accurate documents to 

the DPHSS, which manages the Guam Medicaid Program under both federal and local rules.  

Applicants must provide (a) proof of identity, (b) citizenship or immigration status, (c) Guam 

residency, and (d) all household income sources.  Examples of valid documents include a 

government-issued ID, birth certificate, immigration or naturalization papers, utility bills or rental 

agreements showing local residency, and proof of income such as pay stubs, employer statements, 

or benefit letters.   

 

Our analysis of FY 2023 sample client files found that for the three sampled client files identified, 

eligibility documentation was not included in the original submission.  There are cases in which 

the required birth certificates, Social Security numbers, and personal identification were absent for 

the client and/or dependents.  Additionally, client files lacked proof of income or employment, and 

had no supporting documents on file at all.  The lack of supporting documentation for the sampled 

clients in Table 5 was associated with reported Medicaid benefits availed totaling $6.7K (or .06% 

of FY2023 samples).   

 

Table 5: 2023 Files Lack Eligibility Documentation 

No. 
Total Medicaid Benefits 

Availed in FY 2023 
Original Files Not Received in July 2025 

Subsequent Files Provided in November 2025 

& DPHSS comment 

Sample 11 $3,047.30 No birth certificate, SSN, or proof of income. 

Per DPHSS, deceased as of August 14, 2022. 

With Medicaid benefits availed for FY2023, 

which could be applicable to the prior years. 

Sample 22 $3,435.02 
No social security, proof of income, or 

personal identification. 

Per DPHSS, deceased as of September 30, 

2022.  With Medicaid benefits availed for 

FY2023, which could be applicable to the 

prior years. 

Sample 25 $211.60 No supporting documents on file. 

Per DPHSS coverage expired as of February 

28, 2022.  With Medicaid benefits availed for 

FY2023, which could be applicable to the 

prior years. 

 $6,693.92   

 

Samples 11 and 22 were reported as deceased in 2022; however, they had reported Medicaid 

benefits availed in FY 2023 totaling $6.4K (or .06% FY2023 samples).  For Sample 25, the 

Medicaid coverage expired in 2022; however, the client had reported Medicaid benefits availed in 

FY 2023 amounting to $212 (or .002% FY2023 samples).   
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While acknowledging that the FY 2023 clients may appropriately fall under the PHE.  Nonetheless, 

similar issues—such as birth certificates, Social Security numbers, personal identification, and 

verification of income or employment — continued in FY 2024.  See Table 6. 

 

Table 6: 2024 Files Lack Eligibility Documentation   

No. 
Total Medicaid Benefits Availed in 

FY 2024 

Original Files Not Received in July 

2025 

Subsequent Files Provided in November 2025 

& DPHSS comment &OPA comment 

Sample 1 $26,680.98 
Renewal SRF; however, the requested 

number of check stubs was insufficient 
Documents were subsequently provided. 

Sample 3 $443,230.68 Proof of income. Documents were subsequently provided. 

Sample 4 $21,166.37 Verification of employment Documents were subsequently provided. 

Sample 10 $680,417.84 
Proof of income, birth certificate, and 

SSN. 
Documents were subsequently provided. 

Sample 11 $102,191.49 
Birth certificate, SSN, or proof of 

income. 

Per DPHSS, deceased as of August 14, 2022. 

With Medicaid benefits availed per DPHSS 

report for FY2024, which could be applicable 

to the prior years. 

Sample 16 $477,480.16 
Birth certificate, SSN, or proof of 

income. 

Missing documents were provided, except for 

the proof of income. Per DPHSS, client did not 

renew for FY 2024. With Medicaid benefits 

availed per DPHSS report for FY 2024, which 

could be applicable to the prior years. 

Sample 17 $6,392.53 

Dependents listed with no supporting 

birth certificate and social security 

numbers. 

Documents were subsequently provided. 

Sample 18 $30,908.53 
Birth certificate, SSN, proof of 

income, or personal identification. 
Documents were subsequently provided. 

Sample 19 $13,883.32 Birth certificate and SSN. 

Documents were subsequently provided except 

for the birth certificate needed for OPA 

review. 

Sample 20 $8,136.15 SSNs, proof of income Documents were subsequently provided 

Sample 21 $20,451.18 

SSNs for individual and dependents, 

no birth certificates for dependents, no 

proof of income 

Documents were subsequently provided 

Sample 26 $7,207.66 Proof of income. Documents were subsequently provided 

Sample 27 $4,214.01 

Four of the listed dependents do not 

have supporting Social Security 

numbers. 

Documents were subsequently provided 

Sample 28 $6,650.26 
Birth certificates, SSNs for 

dependents. 
Documents were subsequently provided 

Sample 29 $22,114.75 
Birth certificates and SSN. No proof 

of residency. 
Documents were subsequently provided 

Sample 30 $6,400.26 SSNs and personal ID. 

Documents were subsequently provided, 

except for the social security documents 

needed for OPA review. 

 $1,877,526.17   

 

For FY 2024, the incomplete documentation for the 16 sampled clients with reported Medicaid 

benefits availed totaled $1.9M (or 33% of FY2024 samples) in Table 6, which was provided in 

November 2025, except for the three samples (#16, 19 & 30).  For sample 11, the client was 

reported deceased in August 2022 and had Medicaid benefits availed of $102K (or 0.8% of 
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FY2024 samples) per DPHSS report for FY 2024.  We recommend strict and consistent monitoring 

of the client’s compliance with eligibility documentation requirements.   

 

Late or Non-Submission of Requested Eligibility Documents   

The Medicaid program, administered by DPHSS, requires the timely submission of all 

documentation needed to verify income, identity, and other eligibility factors to prevent denial or 

delay of benefits.   

 

Memorandum requests from DPHSS asking for the client to submit eligibility documents to make 

a proper determination of the client's Medicaid eligibility were either submitted later than the 

deadline or not submitted at all. These clients have reported Medicaid benefits availed of $261K 

(or 5% of the FY 2024 samples).  See Table 7. 

 

Table 7: Late or Non-Submission of Documents for FY 2024 

No. 

Total Medicaid 

Benefits Availed in 

FY 2024 

Document Requested Documents Requested 
Status of 

Submission 

Subsequent Files on November 

2025 & DPHSS comment 

Sample 13 $230,513.54 

On September 26, 2024, 

DPHSS requested multiple 

items from the clients with 

a deadline of October 7, 

2024 

Statement of Living 

Arrangement (Required 

for SNA, CAP, & 

MAP) 

Document was 

submitted on 

October 15, 2024 (8 

days' delay) 

Due to the client’s disability, 

documents were processed late 

by the social worker. 

Sample 18 $30,908.53 

On June 24, 2024, DPHSS 

requested multiple items 

from the clients with a 

deadline of July 5, 2024 

Proof of residency Not submitted 

Per DPHSS, the case was 

correctly denied and terminated 

for failure to submit the 

requested documents. With 

Medicaid benefits availed per 

DPHSS report for FY 2024, 

which could be applicable to 

prior years. 

 $261,422.07     

 

For Sample 18, since DPHSS indicated that the case was denied and the Medicaid coverage was 

terminated, the agency should have issued and documented a “Notice of Adverse Action” to 

support the termination decision properly.  None was provided as of the report date.  We 

recommend consistent monitoring of client’s compliance with or submission of requested 

eligibility documents.   

 

Late or Non-Submission of Change Reports or Off-Island Referral Form   

Medicaid clients must report any change in income, household composition, address, or living 

arrangement within 10 calendar days of when the change occurs.  DPHSS enforces this rule 

through its “Change Report Form”, which Medicaid clients must complete and submit promptly.  

This form allows DPHSS to verify updates that may affect eligibility or benefit levels under 

Medicaid and other public assistance benefits programs.   

 

One client (Sample 4, per Appendix 4) had verification of employment for job changes, but no 

change report was provided.  As the noted Job #1 ended on October 20, 2023, and Job #2 started 

on November 13, 2023.  The Change Reports due by October 30, 2023 and November 23, 2023, 

were submitted late in one Change Report on December 29, 2023.   
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DPHSS received on July 17, 2024, an FHP Certification dated July 2, 2024, that Sample 3 (per 

Appendix 5) was leaving on July 19, 2024, for off-island management and monitoring.  We did 

not see among the files provided, a DPHSS Off-Island Referral Form for the July 19, 2024 off-

island care.  On file is the DPHSS off-island referral form dated December 28, 2021.  DPHSS has 

noted that there is a prior authorization form approved on July 17, 2024, for the off-island 

treatments between July 11, 2024, and August 31, 2024, which was submitted to OPA in November 

2025.   

 

We recommend consistent and timely compliance with change report requirements and DPHSS’ 

off-island referral form.   

 

Lack of “Notice of Action” on Eligibility Decisions to Medicaid Clients   

DPHSS, per the application, states that the clients have the right to be notified of their eligibility 

for Medicaid within 45 calendar days after submission of the application for Medicaid benefits 

and at least 10 days before any denial, termination, suspension, or reduction in coverage.   

 

For the 11 clients in FY 2024 with Medicaid benefits availed totaling $3.6M (or 63% of FY2024 

samples), a “Notice of Action” was not provided in the DPHSS submission of documents on July 

28, 2025.  Subsequent documents provided as of January 2026, only two client files (Sample 16 & 

18) remained not provided.  However, for the five clients in FY 2024 (Sample#2, 10, 12, 13, & 

14), a “Notice of Action” was provided subsequently in November 2025. Subsequent documents 

included three client files (Sample 3, 6, & 8), in which their “Notice of Action” was provided as 

of January 2026.  For Sample 11, the “Notice of Action” was not applicable because the client was 

deceased in 2022.  Per DPHSS FY 2024, there were Medicaid benefits availed for $102.1K (or 

0.8% of FY2024 samples) for FY 2024.   

 

The three clients (Sample # 12, 14 & 16) had Medicaid coverage, which was terminated in FY 

2023 or FY 2024.  These have Medicaid benefits availed for FY 2024 totaling $1.4M (or 25% of 

FY2024 samples) per DPHSS report for FY 2024.  See Table 8. 

 

Table 8: Lack of “Notice of Action” on Eligibility Decisions 

No. 
Total Medicaid Benefits Availed 

in FY 2024 

Original Files Not Received in July 

2025 

Subsequent Files Provided in November 2025 & 

DPHSS comment 

Sample 2 $28,833.41 Notice of Action Notice of Action subsequently provided. 

Sample 3 $443,230.68 Notice of Action Notice of Action provided January 6, 2026. 

Sample 6 $416,815.55 Notice of Action Notice of Action provided January 6, 2026. 

Sample 8 $257,311.84 Notice of Action Notice of Action provided January 6, 2026. 

Sample 10 $680,417.84 Notice of Action Notice of Action subsequently provided. 

Sample 11 $102,191.49 Notice of Action 

Deceased as of August 14, 2022.  With Medicaid 

benefits availed for FY2024 per DPHSS report 

for FY 2024, which could be applicable to prior 

years. 

Sample 12 $88,360.20 Notice of Action 

Notice of Adverse Action subsequently provided. 

Coverage terminated November 1, 2023. With 

Medicaid benefits availed per DPHSS report for 

FY 2024, which could be applicable to prior 

years. 

Sample 13 $230,513.54 Notice of Action Notice of Action subsequently provided. 
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No. 
Total Medicaid Benefits Availed 

in FY 2024 

Original Files Not Received in July 

2025 

Subsequent Files Provided in November 2025 & 

DPHSS comment 

Sample 14 $837,110.11 Notice of Action 

Notice of Adverse Action provided. Coverage 

terminated March 1, 2024. With Medicaid 

benefits availed per DPHSS report for FY 2024. 

which could be applicable to prior years. 

Sample 16 $477,480.16 Notice of Action 

No Notice of Action provided. Client lost coverage 

in May 2024. With Medicaid benefits availed per 

DPHSS report for FY 2024, which could be 

applicable to prior years. 

Sample 18 $30,908.53 Notice of Action No Notice of Action provided. 

 $3,593,173.35   

 

We recommend consistent and timely notification of the eligibility decision of Medicaid clients.   

 

Questionable Notification of Eligibility Decision   

When a mother is pregnant and covered by Medicaid, she gets time to turn in essential documents 

for her baby, like the birth certificate and Social Security number, and isn’t at risk of losing 

coverage right away.  Because of new federal rules made permanent through the Consolidated 

Appropriations Act of 2023, Medicaid guarantees up to 12 months of coverage after the baby is 

born.  This helps moms get continued health care during the first year postpartum.   

 

For Sample #2 (please refer to Appendix 4), we found a completed FY 2022 simplified renewal 

form that included a Social Security document for the child born on September 28, 2021, and was 

stamped received on August 9, 2022.  However, a “Notice of Adverse Action” was sent by DPHSS 

on August 31, 2022, informing that the child is not entitled to Medicaid coverage due to the absence 

of Social Security documents.  And yet the child reportedly availed of the Medicaid benefit 

amounting to $780 for FY 2023 without a copy of the “Notice of Action” provided.   

 

  



17 

Conclusion and Recommendations 

 

Our performance audit of the DPHSS Medicaid Program is primarily intended to provide feedback 

on whether Medicaid clients' eligibility and renewal processes and procedures are in accordance 

with local and federal laws and regulations.  Relative to this objective, our audit revealed 

deficiencies of non-compliance of the required documentation such as lack of Medicaid 

application forms and supporting documentation; lack of ES or Clients’ signatures, non or late 

submission of requested eligibility documents; non or late submission of change reports or off-

island referral form; lack of “Notice of Action” on eligibility decisions; and questionable 

notification of eligibility decisions.   

 

These findings need management’s attention and corrective action to inspire the public’s 

confidence in the Administrator’s decisions to achieve program objectives and uphold the 

program’s integrity.  We made seven recommendations addressed to DPHSS-BES Management. 

See Appendix 9 for the details and status of audit recommendations.   

 

The recommendations emphasize the need for consistent and timely compliance with application, 

documentation, and reporting requirements.  Specifically, these call for:   

• Consistency and timely compliance with initial application and renewal form requirements.   

• Consistent compliance with Eligibility Specialist’s review and client’s signature 

requirements.   

• Strict and consistent monitoring of client compliance with eligibility documents and their 

submission;   

• Consistent and timely compliance with change report and DPHSS off-island referral form.   

• Consistent and timely notification of the eligibility decision of Medicaid clients.   

 

We acknowledge the combined, dedicated efforts of the officials and staff of the DPHSS Division 

of Public Welfare-BES and BHCFA in ensuring the eligibility and enrollment of eligible residents 

on Guam in the Medicaid Program to address major health challenges on Guam.  We appreciate 

DPHSS’s ongoing commitment to ensuring that Guam’s Medicaid Program meets the healthcare 

needs of its residents in accordance with applicable laws and regulations.   

 

 

 

Benjamin J.F. Cruz 

Public Auditor 
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Classification of Monetary Amounts 

 

Finding Description 
Questioned 

Cost* 

Potential 

Savings 

Unrealized 

Revenues 

Other 

Financial 

Impact 

Total 

Financial 

Impact 

I. Lack of Medicaid application forms, 

Eligibility Specialist’s Review and 

Clients’ Signatures and Dates, and 

Delayed Submission of Simplified 

Renewal Forms.   

$0 $0 $0 $0 $0 

a) Lack of Initial/Reopening Application 

Forms or Simplified Renewal Form.   
$0 $0 $0 $0 $0 

b) Lack of Eligibility Specialist’s (ES) review 

and clients’ signatures and dates on 

Medicaid application forms.   

$0 $0 $0 $0 $0 

c) Delayed Submission of Simplified 

Renewal Forms.   
$0 $0 $0 $0 $0 

Subtotal $0 $0 $0 $0 $0 

II. Lack of Eligibility Documentation for 

Initial/Reapplication and Renewal.   
$0 $0 $0 $0 $0 

Subtotal $0 $0 $0 $0 $0 

III. Late or Non-Submission of Requested 

Eligibility Documents.   
$0 $0 $0 $0 $0 

Subtotal $0 $0 $0 $0 $0 

IV. Late or Non-Submission of Change 

Reports or Off-Island Referral Form.   
$0 $0 $0 $0 $0 

Subtotal $0 $0 $0 $0 $0 

V. Lack of “Notice of Action” on Eligibility 

Decisions to Medicaid Clients.   
$0 $0 $0 $0 $0 

Subtotal $0 $0 $0 $0 $0 

VI. Questionable Notification of Eligibility 

Decision.   
$0 $0 $0 $0 $0 

Subtotal $0 $0 $0 $0 $0 

Total $0 $0 $0 $0 $0 
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Management Response and OPA Reply 

 

A Preliminary Findings report (for discussion purposes only) was presented to DPHSS in October 

2025.  A preliminary discussion meeting was held in November 2025 to discuss DPHSS’s response 

to OPA's preliminary findings and clarify the data and information provided by DPHSS.  During 

the meeting, DPHSS provided a formal response to our preliminary findings, in which they 

disagreed with several findings regarding documentary deficiencies, based on the documents they 

provided in July 2025.  Please note that DPHSS subsequently provided the deficient documents 

among the additional sets of documents in November 2025.   

 

In December 2025, we provided a draft final report to DPHSS for their official response. They 

agreed with some findings and provided corrective action, while for other findings they retained 

their disagreement.  An exit conference with the DPHSS officials to discuss the updated reported 

findings and recommendations was held in January 2026.  For fair reporting, updated data, 

documents, and DPHSS preliminary and official management responses were considered and 

incorporated into this final report.  See Appendix 8 for the management response.   

 

The legislation creating OPA requires agencies to prepare a corrective action plan to implement 

audit recommendations, document the progress in implementing the recommendations, and 

endeavor to have implementation completed no later than the beginning of the next fiscal year.   

 

Accordingly, we will contact the DPHSS management to provide the target dates and title of the 

official(s) responsible for implementing the recommendations.   

 

We appreciate the cooperation and assistance given to us by the DPHSS Director, management, 

and staff during this audit.   

 

OFFICE OF PUBLIC ACCOUNTABILITY 

 

 

 

Benjamin J.F. Cruz 

Public Auditor 
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Appendix 1: 

Objective, Scope, and Methodology 

 

Objectives 

The objective of this audit was to determine whether approval of beneficiaries’ eligibility and 

documentary requirements’ submission complied with the federal and state Medicaid program 

laws, rules and regulations.   

 

Scope 

The audit team reviewed the eligibility and renewals of enrollment of Medicaid program clients, 

focusing on their required application forms and supporting documentation, timely execution of 

change reports, proper notices of eligibility decisions and compliance with program requirements 

and local and federal laws and regulations governing the Program.  The time period covered is 

October 1, 2022 to September 30, 2024, or FY 2023 and 2024.   

 

Methodology 

To accomplish our objectives, we performed the following:   

1. Identified and reviewed applicable GovGuam and federal laws, rules and regulations, 

DPHSS guidelines, SOPs and other relevant reports and documents to be used as the audit 

criteria.   

2. Identified and reviewed prior OPA performance audits, agency internal audit reports, and 

other relevant publications.   

3. Performed an analysis of data provided to determine trends, outliers and anomalies to 

formulate potential findings within the context of audit objectives.   

4. Issued a Survey Briefing Report with the Public Auditor’s “Go” decision to proceed to 

fieldwork.   

5. Utilized judgmental sampling in selecting Medicaid clients and clients' eligibility 

documents.   

6. During fieldwork, performed more comprehensive review and verification at DPHSS 

complex for direct consultation with DPHSS staff and supervisors and at the audit office.   

7. Formulated the initial/preliminary findings as a basis for discussion with the DPHSS 

representatives and management.   

8. Met with DPHSS representatives to discuss the preliminary findings, conducted other 

subsequent meetings for clarification, and validated subsequent data provided.   

9. Met with DPHSS Director and other DPHSS representatives for an exit conference to 

discuss draft final report findings, conclusions and recommendations.   

10. Provided PA approved draft final report for QAR and Cold Read processes.   

11. Issued a final report to the DPHSS management, Legislature, stakeholders and public.   

 

We conducted this audit in accordance with Generally Accepted Government Auditing Standards.  

These standards require that we plan and perform the audit to obtain sufficient, appropriate 

evidence to provide a reasonable basis for our findings and conclusions based on our audit 

objectives.  We believe that the evidence obtained provides a reasonable basis for our findings and 

conclusions based on our audit objectives.  
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Appendix 2: 

Prior Audit Coverage Page 1 of 2 

 

OPA Audits 

OPA Report No. 25-03 | Government of Guam, Medicaid Program - Provider Eligibility - 

Part I, Issued February 2025 - Our review of documents, information and related processes 

relative to the 28 sampled Medicaid providers revealed several issues and deficiencies relative to: 

a) Recordkeeping and storage; b) Medical Provider List (MPL); c) Medicaid Provider eligibility 

screening and revalidation process; and d) Medicaid providers’ licenses and other federal and local 

regulations requirements.  Specifically, these deficiencies relate to the lack of SOP on file 

maintenance and storage, digital repository system, and consolidated Medicaid provider database; 

and an appearance of ineffective and inefficient eligibility screening, approval and revalidation 

processes and procedures.   

 

As a result, we questioned $241.1M in Medicaid Provider payments – primarily due to 

noncompliance with local and federal regulations in regards to revalidations of Providers’ 

enrollments once every five years, (specifically from eight to ten years) in which the Providers’ 

eligibilities were already outdated and could be potentially no longer valid.  The lack of 

revalidations once every five years could lead to potential inclusion of unqualified or fraudulent 

providers.   

 

These findings need management’s attention and corrective action to inspire the public’s 

confidence in the Administrator’s decisions to achieve program objectives and uphold its integrity.  

Relative to these findings, we made the following nine recommendations which DPHSS 

management has promptly provided us their action plans to implement:   

1. To achieve an effective monitoring and review of Medicaid providers’ eligibility 

documents for revalidation or potential termination, which provides a tool in 

BHCFA’s decision-making and examiners' review processes, we recommend the 

following:   

a. Formulate and implement an SOP on file maintenance and storage, which 

includes clear guidelines for systematic filing, scanning, and safekeeping of both 

physical and digital records.   

b. Adopt an effective digital records repository system or centralized scanned file 

system by utilizing the capabilities of the existing PH Pro system or any other 

BHCFA preferred system.   

c. Create/establish a consolidated Medicaid provider information database.   

2. Inactive Medicaid providers be appropriately tagged and properly identified in the 

MPL to preclude misinterpretations by the users resulting in potential non-payment 

or duplicate payments.   

3. If the MPL records are valuable and significant to the BHCFA operations, 

information be updated in the PH Pro system to generate updated and accurate 

MPLs.  
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Appendix 2: 

Prior Audit Coverage Page 2 of 2 

 

4. To ensure the propriety of Medicaid claims and reimbursements, BHCFA identifies 

in its records Medicaid providers consistently utilized “emergency services” and 

requires them to submit a completed and signed PAA, which is mandatory for all 

healthcare.   

5. To achieve an effective and efficient initial screening and revalidation processes, 

we recommend strict compliance with local and federal laws and regulations and 

guidelines.   

6. Strict compliance with documentary requirements and completeness in filling in 

PAA forms.  If the document does not apply to the applicant provider, such should 

be marked “not applicable” or include disclosures, when necessary.   

7. BHCFA ensures that dates in the PAAs are completely and accurately filled in to 

avoid inaccurate or improper payments.   

8. Strict compliance with the submission of required licenses and updating of expired 

ones to be qualified to render Medicaid services.   

9. Filling in the details of affiliate physicians in PAA forms or provide a separate list 

of these physicians.  We suggest to complete the addendum and agreement in the 

PAA.   
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Title 42—Public Health 

42 USC Chapter IV Subchapter C -- Medical Assistance Programs   

 

42 CFR 435.907 Application. Federal regulation requires the Medicaid agency must let people 

apply through many convenient methods (online, phone, mail, in person, and other electronic 

means) using a single, streamlined application form that also works for other health coverage 

programs, and must keep any alternative forms as simple as the federal model.  It allows 

specialized or supplemental forms for people who qualify under non-MAGI rules, but those forms 

must still be low-burden and accepted through all the same submission methods.  When the agency 

needs more information, it has to give at least 15 days to respond, accept the information through 

any allowed channel, treat information sent within 90 days after a denial as a new application 

without making the person reapply, and it may not require an in-person interview.  The agency can 

only ask for information needed to decide eligibility or run the Program, can request 

non-applicants’ Social Security numbers only on a voluntary basis with clear notice and limited 

use, and must require that all initial applications be signed under penalty of perjury, including 

accepting electronic and telephonic signatures.  It also requires that all applications and 

supplemental forms be accessible to people with limited English proficiency and people with 

disabilities, and that certain applications withdrawn at the Marketplace but later found potentially 

Medicaid-eligible on appeal must be reinstated as of the original application date.   

 

42 CFR 435.912 – Timely determination and redetermination of eligibility. Federal regulation 

requires the Medicaid agency to set clear time limits and performance expectations in its state plan 

for how quickly and accurately it will decide eligibility, renewals, and redeterminations, whether 

for new applications, cases transferred from other coverage programs, or changes in a beneficiary’s 

circumstances.  It defines “timeliness standards” as the maximum time an individual can wait for 

a decision and “performance standards” as broader expectations for accuracy and consumer 

experience across all cases, then specifies that, in most situations, disability-based decisions cannot 

take more than 90 days and all other determinations cannot take more than 45 days, with specific 

outer limits for renewals and for changes that have already happened or are expected to happen.  

The agency must tell people what these timeframes are, can only exceed them in unusual 

circumstances beyond its control (and must document those reasons), and is not allowed to use the 

standards as a waiting period, as a reason to deny or cut off coverage just because the deadline was 

missed, or as a reason to delay taking needed action on a case.   

 

42 CFR 435.915 – Effective date. Federal regulation says that Medicaid coverage must be 

backdated up to three months before the month a person applies, if they received services during 

that time that Medicaid covers and they would have met the eligibility rules then, even if they have 

since died.  It also allows a state to start coverage from the first day of any month in which the 

person is eligible, and requires the state’s Medicaid plan to spell out exactly which start-date policy 

it uses.   
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Title 42—Public Health 

42 USC Chapter IV Subchapter C -- Medical Assistance Programs Cont’d 

 

42 CFR 413.206 - Informing applicants and beneficiaries. Federal regulations require the 

Medicaid agency to clearly tell people about their hearing rights and how to use them, in writing 

and at specific key points in the process.  It says the agency must publish its hearing procedures 

and, when someone applies, is denied, faces a reduction or other adverse action, or is being 

transferred or discharged from a facility (or gets a negative PASRR decision), it must explain that 

the person has a right to a fair hearing (including an expedited one), how to request it, that they 

may represent themselves or use a lawyer, family member, friend, or other representative, and the 

deadline by which the agency must make a final decision.  If hearing authority is delegated to the 

Marketplace, the person must be told they can instead choose to have the state Medicaid agency 

hear the case and how to make that choice.  All of this information must be provided in accessible 

formats for people with limited English proficiency and people with disabilities, and can be given 

electronically as allowed by other Medicaid communication rules.   

 

42 CFR 431.210 Content of notice. Federal regulations says that when Medicaid (or a nursing 

facility) sends a required notice about an adverse action, the notice has to clearly spell out what 

will happen, why, and what rights the person has.  It must state exactly what action is being taken 

and when it will start, give clear, specific reasons for the decision, and cite the regulations or 

changes in federal or state law that justify the action.  The notice also has to explain the person’s 

right to a hearing (or when a hearing is available if the action is based on a change in law) and 

explain in what situations Medicaid coverage can continue while the hearing is pending.   
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Appendix 4: 

Sampled Clients Medicaid Benefits Availed for FY 2023 

 

Medicaid Client Sample No. Medicaid Benefits Availed Amount in FY 2023 

Sample 1 $237,902.74 

Sample 2 $107,537.07 

Sample 3 $177,376.60 

Sample 4 $1,802,612.34 

Sample 5 $1,287,043.55 

Sample 6 $627,706.54 

Sample 7 $1,286,842.32 

Sample 8 $838,586.06 

Sample 9 $1,967.67 

Sample 10 $640,021.92 

Sample 11 $3,047.30 

Sample 12 $489,170.09 

Sample 13 $331,883.30 

Sample 14 $857,695.49 

Sample 15 $424,605.27 

Sample 16 $345,905.28 

Sample 17 $825,055.97 

Sample 18 $563,658.90 

Sample 19 $97,549.38 

Sample 20 -$4,832.30 

Sample 21 $22,768.39 

Sample 22 $3,435.02 

Sample 23 -$1,364.00 

Sample 24 -$1,364.00 

Sample 25 $211.60 

Sample 26 $1,169.47 

Sample 27 $3,891.87 

Sample 28 $4,527.39 

Sample 29 $10,862.23 

Sample 30 $2,123.53 

Medicaid Benefits Availed Total for FY 2023 $10,987,596.99 
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Appendix 5: 

Sampled Clients Medicaid Benefits Availed for FY 2024 

 

Medicaid Client Sample No. Medicaid Benefits Availed Amount in FY 2024 

Sample 1 $26,680.98 

Sample 2 $28,833.41 

Sample 3 $443,230.68 

Sample 4 $21,166.37 

Sample 5 $639,228.97 

Sample 6 $416,815.55 

Sample 7 $252,740.09 

Sample 8 $257,311.84 

Sample 9 $1,039,382.97 

Sample 10 $680,417.84 

Sample 11 $102,191.49 

Sample 12 $88,360.20 

Sample 13 $230,513.54 

Sample 14 $837,110.11 

Sample 15 $0.00 

Sample 16 $477,480.16 

Sample 17 $6,392.53 

Sample 18 $30,908.53 

Sample 19 $13,883.32 

Sample 20 $8,136.15 

Sample 21 $20,451.18 

Sample 22 $0.00 

Sample 23 $0.00 

Sample 24 $0.00 

Sample 25 $0.00 

Sample 26 $7,207.66 

Sample 27 $4,214.01 

Sample 28 $6,650.26 

Sample 29 $22,114.75 

Sample 30 $6,400.26 

Medicaid Benefits Availed Total for FY 2024 $5,667,822.85 

 

Medicaid Benefits Availed Totals for FY 2023 

and FY 2024 
$16,655,419.84 
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Appendix 9: 

Status of Audit Recommendations 

 

No. Addressee Audit Recommendation Status Action Required 

1. 
DPHSS-BES 

Management 

Recommend that the filing of initial 

application forms or renewal forms be 

consistently and timely complied with. 

OPEN 

Provide a corrective action 

plan with the responsible 

official/s and timeline of 

implementation. 

2. 
DPHSS-BES 

Management 

Recommend consistent compliance with 

the Eligibility Specialist’s review and 

client’s signature requirements. 

OPEN 

DPHSS provided a 

corrective action plan in 

its Management Response 

in Appendix 8, page 2. 

3. 
DPHSS-BES 

Management 

Recommend consistent and timely 

compliance of the DPHSS prescribed 

deadlines on the Renewal Forms  

OPEN 

Provide a corrective action 

plan with the responsible 

official/s and timeline of 

implementation. 

4. 
DPHSS-BES 

Management 

Recommend strict and consistent  

monitoring of client’s compliance with 
eligibility documentation requirements. 

OPEN 

Provide a corrective action 

plan with the responsible 

official/s and timeline of 

implementation. 

5 
DPHSS-BES 

Management 

Recommend consistent monitoring of 

client’s compliance with or submission 

of requested eligibility documents. 

OPEN 

Provide a corrective action 

plan with the responsible 

official/s and timeline of 

implementation. 

6. 
DPHSS-BES 

Management 

Recommend consistent and timely 

compliance with change report 

requirements and DPHSS’ off-island 

referral form. 

OPEN 

Provide a corrective action 

plan with the responsible 

official/s and timeline of 

implementation. 

7. 
DPHSS-BES 

Management 

Recommend consistent and timely 

notification of the eligibility decision of 

Medicaid clients. 

OPEN 

DPHSS provided a 

corrective action plan in 

its Management Response 

in Appendix 8, page 4. 
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MISSION STATEMENT 

We independently conduct audits and administer procurement appeals 
to safeguard public trust and promote good governance for the people  

of Guam. 

 

VISION 

The Government of Guam is the standard of public trust and good 
governance. 

 

  CORE VALUES 

Objective 
 

To have an 
independent and 
impartial mind. 

 

Professional 
 

To adhere to ethical 
and professional 
standards. 

 

Accountable 
To be responsible 
and transparent in 
our actions. 

 

REPORTING FRAUD, WASTE, AND ABUSE 

• Call our HOTLINE at 671 47AUDIT (472.8348) 
• Visit our website at www.opaguam.org 

• Call our office at (671) 475 0390 

• Fax our office at (671) 472 7951 

• Visit us at Suite 401 DNA Building in Hagåtña 

 

All information will be held in strict confidence



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Office of Public Accountability  

Email: admin@guamopa.com  

Tel: 671.475.0390 

Fax: 671.472.7951 

Hotline: 47AUDIT (472.8348) 

 

 

 


