Health
Network

Attachment 5
Recoupment Payment Plan
Routing and Approval Form

Date:

REQUESTING DIVISION
Division: Vouchering Team Member:
Circuit: Cell:
Overpayment Type: Date Range:
Supporting Documents Attached: Date Overpayment Verified:
Repayment Plan Attached: Total Due: $
Explanation of Error:

CONSUMER ELIGIBLE FOR RECOUPMENT REPAYMENT PLAN
FSFN Case ID: Recoupment Person ID:
Child’s Name: Recoupment Name:
Child’'s Name: Recoupment Contact #:

Title Name Reviewer’s Signature Date Reviewed
by specific
Team (Yes)

Asst. Kelly

Director of Lockman
Federal
Funding
Director of Amy APPROVED | DENIED

Accounting | Cliburn |_| |_|

Chief Rae Kerr APPROVED | DENIED
Financial
Officer I:I I:I
Accounting Date Processed:

*Approval/Denial Authority: Director of Accounting: 1-6 months Repayment Plan. CFO: 6+ months

Repayment Plan and anything except a subsidy.
Comments:

Attachment E
NWF Health Network Policy & Procedure XXX-XXX

Recoupment Payment Plan Agreement

NWEF Health Network’s Mission is to provide the highest quality child protection, behavioral health
services to children, adults, and their families within their communities through a managed network of
accredited providers.
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Date:

FSFEN Person/Provider ID: Person/Provider Name:

| acknowledge that | have received an overpayment from NWF Health Network (NWFHN) and understand
my obligation to repay the full amount of these funds. | recognize that non-compliance with this
agreement could lead to immediate repayment requirements, administrative, civil, and/or criminal actions,
potential consequences for my credit rating and partnership status with NWFHN.

By signing this Recoupment Payment Plan, | affirm that | am doing so voluntarily and with full awareness,
acknowledging my mental clarity and absence of external pressures or influences that could compromise
my judgment.

It is understood that this agreement, having been entered into in Florida, will be subject to and governed
by the laws of the state of Florida.

I agree to the following terms of recoupment:

Total Amount to be Recouped: $

The amount of $ will be recouped monthly by a reduction in or total withhold of stipend

type starting and ending until the total
recoupment balance is paid in full. | understand should my licensing or status with NWFHN change or
lapse, the outstanding balance must be paid in full within thirty (30) calendar days of the license expiry or
status change.

Person/Provider: Date:

Witness 1: Print Name:

Witness 2: Print Name:

APPROVED BY:
NWFHN Director of Accounting:

or by

NWFHN Chief Financial Officer:

Attachment E
NWF Health Network Policy & Procedure XXX-XX

NWEF Health Network’s Mission is to provide the highest quality child protection, behavioral health
services to children, adults, and their families within their communities through a managed network of
accredited providers.
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