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400.

COLLECTION OF DEDUCTIBLE AND COINSURANCE FROM PATIENT 

There is usually no requirement for Part B deductible or coinsurance under a home health plan of treatment.  An exception to this rule applies to osteoporosis injections where a Part B deductible and coinsurance must be collected, even if the drug is provided under a plan of treatment.

Where deductible and coinsurance apply for Part B medical and other health services not covered under a plan of treatment, collect the amount of any unmet deductible from the patient.  Determine this amount by interviewing the patient.  If the patient is unable to conduct his/her own affairs, interview a member of the patient's family or another interested person.

If you do not know the remaining deductible at the time you bill, defer collection from the patient until your intermediary processes the bill, or collect an estimated amount and the intermediary will refund any excess to the patient after processing your bill.  HCFA recommends deferring collection until the intermediary informs you in the remittance record of the deductible amount. 

In either case, report the amount of deductible collected in the appropriate item of the bill.

401.

GENERAL BILLING INFORMATION

Form HCFA-1450 is used for all provider billing except for the professional component of physicians services.  (See §475 for completing Form HCFA-1450.)

You are responsible for purchasing your own forms.  The form can be bought as a regular stock item from many printers as a snap-out set or as a continuous pin-feed form (either glued on the side or not).  It is available with or without carbon paper.  The standard form set contains five copies, one page of which is designed to bill the patient.  Medicare accepts any of the above.

Special orders can be made for fewer copies, e.g., one-part for a Medicare admission notice, four-part excluding patient copy.

Use the HCFA-1450 when billing for services rendered under a plan of treatment and for medical and other health services.  Beneficiaries are entitled to unlimited home health visits when they meet the Medicare home health eligibility requirements.

Start of care notices are not required when billing for services.

1.
Submission of Bills.--The HCFA-1450 is submitted on a periodic basis, e.g., monthly:

o
For services furnished under a home health plan of treatment when a bill includes at least one visit;

o
For medical and other health services under Part B;

o
If the patient (or his/her representative) refuses to request payment on his/her behalf;
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o
When the beneficiary is an HMO enrollee and you have jurisdiction for processing; or



o
If the provider is responsible for not filing a timely claim for payment.

Submit a separate bill for each beneficiary for services provided in different accounting years.

In addition, your intermediary may require a HCFA-1450 in the following no-payment situations even though no utilization is chargeable:

o
The patient is discharged;

o
The patient dies;

o
The home health plan is terminated; or

o
The beneficiary is responsible for your not filing a timely claim for payment.  (See §442.)

2.
HCFA-1490S Patient's Request for Medicare Payment.--This form is used only by beneficiaries (or their representatives) whom complete and file their own claims.

3.
HCFA-1500 Health Insurance Claim Form.--This form was formerly known as the AMA form.  It is the prescribed form for claims prepared by physicians or suppliers whether or not claims are assigned.

Use the HCFA-1500 to bill Part B carrier for the professional component of physicians' services where applicable.

Form HCFA-1450 is processed by the Part A intermediary and form HCFA-1500 is processed by the Part B carrier.

402.

BILLING MEDICARE FOR THE PROFESSIONAL COMPONENT OF PROVIDER-BASED PHYSICIAN'S SERVICES

Section 225 defines "provider-based physician," "professional components," and "provider component."  The provider component of HHA based physician's services is paid on a reasonable cost basis.

Part B benefits for the professional component of physician and other nonprovider services are payable on a reasonable charge basis.  There are two methods of claiming these benefits:  the patient (or his/her representative) may request payment on the basis of an itemized bill (receipted or unpaid), or he/she may assign his/her claim to his/her source of medical treatment or services. By accepting assignment, the physician (or HHA authorized to bill and receive payment for physician services) (see §429) can claim the payment.  The physician or agency accepting the assignment must agree to consider the reasonable charge determined by the carrier as the full charge for the services.
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There are two ways provider-based physician services may be billed:

o
The HCFA-1500, Health Insurance Claim Form.  (See §400.2.)

o
The HCFA-1490S, Patient's Request for Medicare Payment.  (Used only by the beneficiary to file a claim for physician services.)  (See §400.)

403.

BILLING FOR ENTERAL AND PARENTERAL NUTRITIONAL THERAPY COVERED AS A PROSTHETIC DEVICE

A.
New Billing Procedure.--Bill equipment, supplies, and nutrients used in parenteral and enteral nutrition (PEN) therapies on form HCFA-1500 to one of two specialty carriers.  PEN therapies, including the necessary equipment, medical supplies and nutrients provided to a patient in his home, are covered as a prosthesis under the Part B prosthetic device benefit as long as the requirements in Coverage Issues Manual, §HHA-3 are met, and the required documentation is submitted.  Consequently, these services cannot be covered as a home health benefit, and must be billed to the Part B carrier.  Agencies which provide these services submit form HCFA-1500 to the following carriers based upon their home office address.

Transamerica Occidental Life

Insurance Company

If your home office is west 

Medicare PEN 

of the Mississippi or in 

P.O. Box 5065

Minnesota, file to 


Upland, CA  91785-5065


Blue Cross and Blue Shield

of South Carolina

If your home office is east 

PEN Claims 

of the Mississippi, file to

P.O. Box 10241

Columbia, SC  29224

In preparation for billing, request from the carrier:

o
A supplier identification number; 

o
A supply of certification forms; and 

o
A supply of buff colored  form HCFA-1500s.

B. 
Preparation of Form HCFA-1500 for Supplies and Equipment Provided for PEN Therapies.--Prepare the buff color form HCFA-1500 for services on and after March 14, 1986. Follow §426B. for general completion of the form.  However, 

o
Item 24B--Enter code OL in item 24B, Place of Service.

o
Item 24C--Enter all applicable five position HCPCS codes identifying appliances, supplies, and solutions.  Enter the 2 position modifier next to the code where necessary.  Refer to the most recent HCPCS directory or billing instructions distributed by your specialty carrier for current HCPCS coding information.
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412.

BILLING FOR SERVICES PROVIDED TO HMO ENROLLEES

Use regular billing forms to bill for HMO enrollees.

In some cases the patient may have enrolled or disenrolled from an HMO plan (according to HCFA records) during the billing period.  If the HMO has processing jurisdiction for the HMO involved portion of the bill, it will direct you to split the bill and send the appropriate portions to your respective intermediary or HMO.  When forwarding all bills to the HMO, attach the necessary supporting documents.  If the intermediary is responsible for processing the entire bill, it will direct you to split the bill and send both portions.

413.

BILLING FOR NONVISIT CHARGES

A HCFA-1450 is normally submitted only when a visit is included in the billing.  If only nonvisit charges, e.g., DME, were incurred during the billing period, include these charges on the next bill which reflects at least one visit.  Bills not reflecting a charge for at least one visit (other than final covered nonvisit bills as outlined below) will be returned with a note explaining the reason.

There are instances when a covered nonvisit charge, such as DME, must be billed without a visit charge.  This occurs when the nonvisit charge was incurred after the last visit, but before the plan of treatment terminated.  When this occurs, do not submit a bill for the nonvisit charge until termination of the plan.  Submit a bill showing only the nonvisit charge as a separate line item. Enter "final covered charge" in Item 94.  Nonvisit charges incurred after termination of the plan of treatment are payable under Part B medical and other health services.

414.

BILLING FOR DME FURNISHED AS A HOME HEALTH BENEFIT

Medicare payment is based upon the lower of the reasonable cost of the DME or the billed charges.  Payment cannot exceed 80 percent of the reasonable cost of the DME.  DME furnished free, or at a nominal charge, by a public HHA, or by another HHA which requests and receives approval to have payments made to it as a public HHA because a significant portion of its patients are low income, receives interim payments equal to the number of covered visits times the estimated reasonable cost per visit.  Coinsurance is applicable to DME furnished at a nominal charge.  If only nonvisit charges (DME) were incurred during the billing period, the charges are included on the next bill which reflects a visit charge.  (See §413.)
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415.

REDUCTION IN PAYMENT DUE TO P.L. 99-177

A.
General.--Public Law 99-177, the Balanced Budget and Emergency Deficit Control Act of 1985 (Gramm-Rudman-Hollings), provides for an automatic deficit reduction procedure to be established for Federal FYs 1986 through 1991.

Each payment amount is reduced by a specified percentage which cannot exceed 1 percent for FY 1986 and 2 percent for each subsequent year in which sequestration takes place. The reduction percentages are proportionately decreased in any year in which the excess deficit is small enough to permit a smaller reduction.

The intermediary reduces all Medicare program payments after applying deductible, coinsurance, and any applicable MSP adjustments.  It reduces each claim or interim payment (including PIP).

B.
Definitions.--

Date of Service:  The intermediary applies the reduction for HHA bills based upon the through date on the bill.

Reduction Amount:  The applicable reduction percentages by FY are:

o
Federal FY 1986 - 1 percent for all services (Part A and Part B) for the period March 1, 1986 through September 30, 1986.

o
Federal FY 1987 - There is no sequestration order for this period.

o
Federal FY 1988 - 2.324 percent as follows:

--
November 21, 1987 through March 31, 1988, for all Part A inpatient hospital services and all items and services (other than physicians' services) under Part B.

--
November 21, 1987 through December 31, 1987, to all other Part A services.

o
Federal FY 1989 - There is no sequestration order for this period.

o
Federal FY 1990 - 

--
2.092 percent from October 17, 1989 through December 31, 1989, for items and services under Part A.
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--
2.092 percent from October 17, 1989 through March 31, 1990, for items and services under Part B.

--
1.4 percent from April 1, 1990 through September 30, 1990, for items and services under Part B.

o
Federal FY 1991 -


--
There is no sequestration for Part A.


--
2.00 percent from November 1, 1990 through December 31, 1990 for items and services under Part B.
The amount of reduction is determined by October l5 for each year.  You will be informed by your intermediary of the specific percentage by which bills will be reduced after the final determination is made.

C.
Changes Required in Bill Payment Procedures.--You may bill separately for all services prior to the effective date in order to avoid the reduction of the entire bill.  

The intermediary reduces all bills with dates of service or through dates on or after the effective date.  It will not develop bills which may contain earlier services and will not accept adjustment bills to correct earlier bills spanning the effective date.

You can expect reduction on final payments and interim payments (cost based interim payments).

The intermediary adjusts payment amounts, not payment rates.  It applies the reduction to the amount that would have been paid before P.L. 99-177, i.e., after reduction for deductible, coinsurance, and MSP.  This provides a slightly higher payment to you than applying the percentage reduction before the deductible, coinsurance, and MSP.

You may not collect the reduction amount from beneficiaries.
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422.
DISPOSITION OF FORM HCFA-1450

Retain the copy designated "Institution Copy" and submit the remaining copies to your intermediary, HMO, or insurer.  Where you know that the bill will be paid by the HMO, send it and any necessary supporting documentation directly to the HMO for a coverage determination, payment, and/or denial action.  Send bills that you know will be paid and processed by the intermediary and bills where you don't know who has jurisdiction directly to the intermediary. If you are sending HMO bills, mark the envelope "HMO Bills."

424.
HCFA-l500, PROVIDER BILLING FOR PATIENT SERVICES BY PHYSICIANS

Submit this form to the Part B carrier to obtain compensation related reimbursement if you are entitled to bill, and receive payment for, physician's services separately from the charges for provider services, and are not in the process of establishing customary charges for the services.

See §426 for detailed instructions on completion of the HCFA-l500.

For HMO enrollees, complete and route the bill in accordance with regular billing procedures. No special documentation is necessary.

425.
USE OF HCFA-l500

Submit the HCFA-l500, Health Insurance Claim Form to the Part B carrier in the following situations:

o
Where the physician accepts assignment and bills Medicare in his own name; 

o
Where the physician bills the beneficiary and completes the physician or supplier information section of the claim form; or

o
Where you:

o
Are entitled to bill and receive payment for physician services; and

o
Customarily identify charges for all the physician's professional services separately from charges for provider services or are in the process of establishing customary charges for such services; and

o
Accepts an assignment and bill Medicare for the physician services; or

o
Bill the beneficiary for the physician services and complete the physician or supplier information section of the claim form.

The carrier will advise you which form to use.
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426.
COMPLETION OF THE HCFA-l500

Items l-l3 Patient Identification Information.--

Item l - Enter the patient's first name, middle initial, if any, and last name from his Medicare card.

Item 2 - Enter the patient's date of birth, if known.

Item 3 - Not required.

Item 4 - Enter the patient's complete mailing address, i.e., number, street, city, State, and ZIP code.  Enter the telephone number (including area code) if available.

Item 5 - Check the correct sex designation.

Item 6 - Enter the complete HICN.  Include a Medicaid number if appropriate.

Item 7 - Not required.

Item 8 - Enter the name of the patient's HMO if applicable.

Item 9 - If the patient has other health insurance besides Medicare (e.g., private supplementary insurance, Medicaid, Federal Health Insurance Benefits, CHAMPUS, or CHAMPVA), enter the name of the insuring organization, the policy or medical assistance number, and unless self-evident, whether the coverage is under a Federal program.

Item l0 - A. Complete this item to show whether the patient's condition is employment related.

B.
If an auto accident is involved, check the box for "auto."

Item ll - Not required.

Item l2 - The patient or his authorized representative signs this block.  If the patient's representative signs, indicate the relationship of the representative to the patient.  The patient's signature authorizes release of medical information necessary to process the claim.  It also authorizes payment of benefits to the physician, if the physician agrees to accept assignment in Item 26.

Signature by Mark.--Where an illiterate or physically handicapped enrollee signs by mark (X), a witness signs his name and enters his address next to the mark.

Item l3 - Not required.

Items l4 through l8 - Not required.
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Item 19 - If the patient was referred to you, enter the complete name of the referring source.  Otherwise leave blank.

Item 20 - Enter the admission and discharge dates when the service was rendered as a result of, or subsequent to, a related hospitalization.

Item 21 - Enter place where the service was done.

Item 22 - This item is intended for physicians who are billing for lab services obtained elsewhere.  You need not complete it.

Item 23 - Enter the nature of injury and/or all relevant diagnoses.  A diagnosis code from the ICD-9-CM coding system may be shown in lieu of a narrative description.  When more than one diagnosis is indicated on the claim form in Column D of Item 24, relate each diagnosis (using reference number; i.e., l, 2, 3, 4, or DX code) to the appropriate procedure listed in Item 24.  If a procedure relates to more than one diagnosis, refer the primary diagnosis to which the procedure relates to in Column D of Item 24.

Item 24 - In Column A, enter the month, day and year for each consultation or procedure.

If "from" and "to" dates are shown here for a series of identical services, enter the number in Column F.

In Column B, enter only the applicable Alpha Codes shown in parentheses on the back of the form, but not (RTC) and (STF).

In Column C, there is space for a written description of procedures and services performed as well as a column where procedure codes may be listed.  If a physician/supplier enters codes in Item 24C, the System of Codes must be identified and agreed to by the carrier.  

In Column D, enter the diagnosis reference number (i.e., l, 2, 3, or the diagnosis code) as shown in Item 23 to relate the date of service and the procedures performed to the appropriate diagnosis.

In Column E, enter the charge for each listed service.  A description of any unusual circumstances in Column C helps avoid claims processing delays related to unusual charges.

In Column F, enter the number of times a service was performed if "to" and "from" dates appear in column A

Leave Column G blank.

Leave Column H blank.

Item 25 - Your representative signs in Item 25.  Enter the month, day, and year the form was signed.  A stamp facsimile signature may be used.
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Item 26 - Complete this item to indicate that you accept assignment.

Items 27, 28, 29 - Self-explanatory.  Complete these items in all cases.  If nothing has been paid on the bill, enter "None" in Item 28.

Items 30, 3l, 33 - Enter your employer identification number in Item 30 or 33.  Enter in item 3l the identification number assigned by the carrier for claims from physicians.

Item 32 - Your identification number, if any, for the patient in case of a request for additional information.

429.
ESTABLISHING THAT A HHA QUALIFIES TO RECEIVE PART B PAYMENT ON THE BASIS OF REASSIGNMENT

If you wish to receive Part B payment as a reassignee of one or more physicians, furnish the Part B carrier sufficient information to receive payment for their services.  Where there is any doubt that you qualify as a reassignee, the carrier will obtain additional evidence.

Where you qualify as a reassignee, you assume the same liability for any overpayment which you may receive as a reassignee, as the physician would have if the payment had been made to him.

431.
SCOPE OF WAIVER OF LIABILITY PROVISION

Services provided by you may be covered under a Part A or Part B home health plan, or where there is no acceptable plan they may be covered (and billed on a CMS-l450) as a "medical and other health service."  (See  §2l9).

For services furnished which are not covered under one of these provisions outlined above because they are found to be not reasonable and necessary, §l879 of the Social Security law provides protection from liability for beneficiaries and/or you who did not know, and had no reason to know that the services were not covered.

If the beneficiary had knowledge or should have had knowledge of the noncoverage of the services, the ultimate liability will rest with the beneficiary.  When neither the beneficiary nor you knew, or reasonably could have been expected to know, that the services were not covered, the program accepts liability.  Where you had or should have had such knowledge, and the beneficiary did not, liability will fall upon you.  When liability falls on you, you may not charge the beneficiary for such services, other than the Part B deductible and coinsurance amounts.
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432.

BILLING PROCEDURES FOR AN AGENCY BEING ASSIGNED MULTIPLE PROVIDER NUMBERS OR A CHANGE IN PROVIDER NUMBER

Where a multiple-facility is being assigned separate provider numbers for each component facility or when an agency is assigned a different number, you are required to use the new number for any bill, beginning with the date the new number is effective.

Use the old provider number on billing forms for services through the day of the termination date of the old number.  Claims for all Medicare beneficiaries in open HH PPS episodes of care must be closed with discharge claims as of this date.  These claims will be paid partial episode payment (PEP) adjustments.  For services rendered on and after the effective date of the new provider number, use the new number when submitting bills or other information.  A new request for anticipated payment (RAP) must be submitted for each Medicare beneficiary on service under the new number. These RAPs must be dated on or after the effective date of the new number.  If there is a gap of days between the termination date of the old number and the effective date of the new number, Medicare payments cannot be made for dates of service in the gap period.


In cases in which the ownership of the agency changes, but the Medicare provider number does not change (new owner accepts the assignment of the existing number), billing for HH PPS episodes is not affected by the change of ownership.

433.

HOME HEALTH SERVICES AFTER TERMINATION OF PROVIDER AGREEMENT

Effective with the date an agreement is terminated, no payment will be made under such agreement for services furnished under a plan of treatment which was established on or after the termination date.  However, if the plan was established before the termination date, payment can be made for up to 30 days following the effective date of termination.  (See §l46.)

439.

MORE THAN ONE AGENCY FURNISHED HOME HEALTH SERVICES

Wherever possible, use the following procedures in the exceptional case where a physician deems it necessary to use two participating HHAs.  The physician designates the agency which will render the major services and assume the major responsibility for the patient's care as the primary agency. The primary agency bills for all services rendered by both agencies and keeps all records pertaining to the care, including the plan of treatment and required certifications.  The secondary agency is reimbursed through the primary agency under mutually agreed upon arrangements.
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440.

TRANSFER TO ANOTHER AGENCY UNDER THE SAME PLAN OF TREATMENT

Procedures for transfers under the same plan of treatment which were used under cost reimbursement are no longer valid as of October 1, 2000.  If a patient transfers from one agency to another under HH PPS, a new plan of treatment is required in order to correspond with the new HH PPS episode period.

441.

HOME HEALTH SERVICES ARE SUSPENDED OR TERMINATED THEN REINSTATED

A physician may feel it necessary to suspend visits for a time to determine whether the patient is sufficiently recovered to do without further home health services.  When the suspension is temporary (not more than 60 days) and the physician later determines that the services must be resumed, the resumed services will be paid under the same program.  No special entry is needed on the bill to indicate a suspension.  The date plan established remains the same as on the initial bill.  A no-payment bill is not submitted for the period in which there were no visits.

For Medicare reimbursement, a suspension of home health visits for more than 60 days terminates the plan of treatment unless the physician has reviewed the plan and made an appropriate recertification (see §240.1) within 60 days, which indicates that the lapse of visits is a part of the planned regimen.  If there has been no recertification, the patient is considered discharged on the date of last visit.

A physician may determine that home health services furnished are no longer necessary and discharges the patient.  The physician may later determine that home health services are again necessary and establish a plan for services related to the same condition or which the individual was previously hospitalized.

442.

PREPARATION OF A BILL FOR UTILIZATION CHARGEABLE

Even though no Medicare payment is made, submit a billing form when:

o
The patient or his representative refuses to request that payment be made on his 

behalf.  Enter "Refused Payment" in the open area under Item 94:

o
You are responsible for not filing a timely claim for payment;

o
You fail to submit needed information; or

o
The intermediary has notified you that a waiver of liability decision was made that finds you at fault.

NOTE:  No-payment bills are not required.
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445.

SUBMITTING CORRECTED BILLS

Submit a corrected CMS-1450 if any of the following apply:

o
A change in provider number;

o
A change in coinsurance involves an amount greater than $1.99; or

o
A change in visits (decrease or increase).

To correct a previously submitted bill, reproduce a legible copy of the original.  In Item 4, Type of Bill, third position, use frequency code 8 (Void/Cancel of Prior Claim).  Prepare a new bill using frequency code 7 (Replacement of Prior Claim).  Annotate Item 94 "Remarks" with a brief explanation.  Send the bills to your intermediary or HMO as appropriate.

Where there are money adjustments other than a coinsurance amount greater than $1.99, record the difference on a record sufficiently documented to establish an accounting data trail, including patient's name and HICN, first and last dates of services, and any unique numbering or filing code necessary to associate the adjustment charge with the original billing.
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446.

FREQUENCY OF BILLING


Your intermediary will inform you about the frequency with which it can accept billing records and the frequency with which you may bill on individual cases.


In its requirements, your intermediary considers your systems operation, intermediary systems requirements, and Medicare program and administrative requirements.


Outpatient Billing.--Bill repetitive Part B services to a single individual monthly (or at the conclusion of treatment).  These instructions also apply to Home Health Agency and hospice services under Part A.  This avoids Medicare processing costs in holding such bills for monthly review and reduces bill processing costs for relatively small claims.  Services are:


Service
Revenue Code

-
DME Rental
290-299

-
Therapeutic Radiology
330-339

-
Therapeutic Nuclear Medicine
342

-
Respiratory Therapy
410-419

-
Physical Therapy
420-429

-
Occupational Therapy
430-439

-
Speech Pathology
440-449

-
Home Health Visits
550-599

-
Hospice Services
650-659

-
Kidney Dialysis Treatments
820-859

-
Cardiac Rehabilitation

Services
482, 943

-
Psychological Services
(910-919 in a psychiatric facility)


Where there is an inpatient stay, or outpatient surgery, during a period of repetitive outpatient services, you may submit one bill for the entire month if you use an occurrence span code 74 to encompass the inpatient stay or day of outpatient surgery.  This permits you to submit a single bill for the month, and simplifies the review of these bills.  This is in addition to the bill for the inpatient stay or outpatient surgery.


Other one time Part B services must be billed upon completion of the service.  

Bills for outpatient surgery must contain, on a single bill, all services provided on the day of surgery except kidney dialysis services, which are billed on a 72X bill type.  These services normally include:


o
Nursing services, services of technical personnel, and other related services;

o
The patient's use of the hospital's facilities;

o
Drugs, biologicals, surgical dressings, supplies, splints, casts, appliances, and equipment;

o
Diagnostic or therapeutic items and services (except lab services);

o
Blood, blood plasma, platelets, etc.; and

o
Materials for anesthesia.


See Addendum C for list of applicable revenue codes.
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