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Time Limits--Cost Reimbursement
235.

TIME LIMITS FOR REQUESTS AND CLAIMS FOR PAYMENT FOR SERVICES REIMBURSED ON A REASONABLE COST BASIS

Program payment of reasonable costs may not be made under Part A or Part B for provider services unless the beneficiary or his representative has filed a timely request for payment, and the provider has filed a timely claim.  (See § 233.)  The intermediary has the responsibility for determining whether a claim is timely filed. 

235.1
Usual Time Limit.-- Effective with claims filed after December 31, 1974, the beneficiary request and the provider claim must be filed on or before December 31 of the calendar year in which the services were furnished except as provided in §§ 235.2 and 235.3 below.  Services furnished in the last quarter of the year are considered furnished in the following year; i.e., the time limit is 2 years after the year in which such services were furnished.

EXAMPLE l:

A Medicare beneficiary received home health services in September 1974. The beneficiary signed a request for Medicare payment at the time care started.  The agency immediately submitted a start of care notice and received a prompt reply.  The provider billing for the services must be filed with the intermediary on or before December 31, 1975, the close of the year following the year in which the services were furnished.

EXAMPLE 2:

A Medicare beneficiary received home health services from the M Home Health Agency in November 1974 but did not inform the agency of his entitlement to Medicare at that time.  His request for Medicare payment must be filed with the agency and the agency billing must be filed with the intermediary by December 31, 1976, the close of the year following the year the services were furnished.

235.2
Extension of Time Limit Due to Delay in Transmitting Reply to Start of Care Notice.--For purposes of the time limit in § 235.l an agency shall be deemed to have filed a claim for payment for home health services on the date it submitted a start of care notice for such services, provided the claim is submitted within 60 days after the intermediary or Social Security Administration, as appropriate, replied to the start of care notice.  Where the provider is establishing timely filing of the claim on this basis (i.e., the claim would not otherwise be timely filed), it should so note on the billing or an attachment to the billing and indicate the date the start of care notice was sent and the date the reply was received.
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235.3
Extension of Time Limit Where Late Filing Is Due to Administrative Error.--Where SSA error (i.e., misrepresentation, delay, mistake, or other action of SSA or its intermediaries or carriers) causes the failure of the agency to file a claim for payment within the time limit in § 235.l, the time limit will be extended through the last day of the sixth calendar month following the month in which the error is rectified by notification to the provider or beneficiary, but not beyond  December 31 of the third calendar year after the year in which the services were furnished.  (For services furnished during October - December of a year, the time limit may be extended no later than the fourth year after that year.)

The administrative error which prevents timely filing of the claim may affect the agency directly (or indirectly, i.e., by preventing the beneficiary or his representative from filing a timely request for payment).  Situations in which failure to file within the usual time limit in § 235.l will be considered to have been caused by administrative error include but are not limited to the following:

1.
The failure resulted because the individual's entitlement to HI or SMI was not established until long after the month for which it was effective (e.g., a beneficiary is awarded 2 years of retroactive coverage).

2.
The failure resulted from SSA's failure to notify the individual that his entitlement to HI or SMI had been approved, or in giving him (or his representative or the agency) cause to believe that he was not entitled to HI or SIM.

3.
The failure resulted from misinformation from SSA or the intermediary or carrier, e.g., that certain services were not covered under HI or SMI, although in fact they were covered.

4.
The failure resulted from excessive delay by SSA, the intermediary, or the carrier in furnishing information necessary for the filing of the claim (see § 235.2 concerning delay in replying to the provider's start of care notice).

5.
The failure resulted from advice by SSA or an authorized agent for SSA that precluded the filing of a claim until the HHA receives certain information from the intermediary (e.g., an HHA following manual instructions does not file a billing for services where the services are expected to be paid for by workmen's compensation; but the agency learns after the expiration of the time limit of the ultimate denial of workmen's compensation liability).

The intermediary will submit to SSA for advice any claim in which delay in establishing HI or SMI entitlement to notifying an individual of HI or SMI entitlement prevents the filing of a claim until more than 3 years after the year in which the services were furnished (4 years after the year, in the case of services furnished in the last quarter of the year).
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236.

EFFECT ON BENEFICIARY AND HOME HEALTH AGENCY OF LATE FILING OR BENEFICIARY'S REFUSAL TO FILE.

EXAMPLE 1:
Information submitted in connection with a claim for services during the period May 1974 - September 1974, filed in March 1976, shows that the beneficiary's application for HI was initially denied.  He was first notified on January 15, 1976, that he had HI effective May 1974.  Under these circumstances, the intermediary may pay appropriate HI benefits for the services.  Although the usual time limit expired December 31, 1975, the error in this case--delay in establishing HI entitlement--was not corrected until January 15, 1976, thus extending the time limit to July 31, 1976.

EXAMPLE 2:
An individual requested enrollment in SMI in March 1975, the month before he attained age 65.  He received covered services in July 1975, but did not request payment because he had received no notice of his SMI entitlement.  Such notice was mailed to him on October 3, 1976.  Although the regular time limit for the services in July 1975 expired on December 31, 1976, the claim will be considered promptly and timely filed if it is filed on or before April 30, 1977 (within the 6-month period following the month in which the notice was sent).

A.
HHA Is Responsible for Not Filing Timely.-- Where the beneficiary request was filed timely (or would have been filed timely had the agency taken action to obtain a request from the patient whom the provider knew or had reason to believe might be a beneficiary) but the provider is responsible for not filing a timely claim, the provider may not charge the beneficiary for the services except for such deductible and/or coinsurance amounts as would have been appropriate if Medicare payment had been made.  The beneficiary's utilization is charged with the home health visits.

B.
Patient Refuses to Request Medicare Payment or HHA Is Unaware of His Eligibility.-- The provider may charge the beneficiary for covered services where no timely request for payment is filed by or on behalf of the beneficiary because:

l.
the beneficiary refused to file.  (The deductible is credited to his SSA record and visits are charged) or

2.
the patient failed to bring his entitlement or possible entitlement to the attention of the agency and the agency had no other reason to believe the patient had Medicare.  If the patient later brings his entitlement to Part A or Part B (whichever is required for payment for the services) to the agency's attention after the time limit and the bill is not filed timely, any deductible will not be credited and visits will not be counted.
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237.

FILING CLAIM WHERE USUAL TIME LIMIT HAS EXPIRED

Where it comes to the attention of a provider that health services which are or may be covered where furnished to a beneficiary but that the usual time limit in § 235.l on filing a claim for such services are expired, the provider should take the following action:

237.1
Part A and Part B Home Health Services.-- Where the provider accepts responsibility for late filing, it should file a bill with the legend "late filed claim-provider fault" (see § 430). Where the provider believes the beneficiary is responsible for late filing, it should also file a bill with the legend "beneficiary fault" and attach a statement explaining the circumstances which led to the late filing and giving the reasons for believing that the beneficiary (or other person acting for him) is responsible for the late filing and, if practicable, attach the statement of the beneficiary as to his view of these circumstances.

Where the HHA believes SSA or its agents are responsible for the late filing, it should file a regular payment bill and attach a statement explaining its view of the circumstances which led to the late filing and, if practicable, the written explanation of the beneficiary as to such circumstances.

237.2
Part B Services Other Than Home Health Services (SSA-1483 Billing).-- Where the provider accepts the responsibility for the late filing, it should submit an SSA-1483 which contains the legend "late filed claim--provider fault" in the remarks section to differentiate it from a regular SSA-1483.

Where the HHA believes the beneficiary is responsible for late filing, it should file a bill, attach a statement explaining the circumstances led to late filing and setting forth reasons for its belief that the beneficiary (or person acting for him) is responsible for the late filing and, if practicable, attach the statement of the beneficiary as to his view of the circumstances.  Where the provider believes SSA or its agent is responsible for the late filing, it should proceed as in § 237.l.

237.3
Appeals.-- Where the beneficiary does not agree with the determination that the claim was not filed timely or with the assignment to him of the responsibility for the late filing, the usual appeal rights are available to him, i.e., reconsideration, hearing (if the amount in controversy equals $100 or more), etc.  (See § 257.)  Where the provider is protesting the denial of payment or the assignment of responsibility, no formal channels of appeal are available.  However, the intermediary may, at the request of the provider, informally review its initial determination.
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Time Limits--Part B Charge Claims
239.
TIME LIMIT FOR FILING PART B REASONABLE CHARGE CLAIMS

For Medicare payment to be made for a claim for physician and other Part B services reimbursable on a reasonable charge basis the claim must be filed no later than the end of the calendar year following the year in which service was furnished, except for services furnished in the last 3 months of a year, where the time limit is December 31 of the second year following the year in which the services were rendered.  This time limit was effective with claims filed after March 1968.  (See §§ 233.l and 233.2 for effect of Federal nonworkdays and rules applicable to claims received in the mail.)

239.1
Extension of Time Limit Due to Administrative Error.--Where administrative error (that is, misrepresentation, delay, mistake, or other action of SSA or its intermediaries or carriers) causes the failure of the beneficiary or the provider, physician, or supplier to file a claim for payment within the time limit specified in § 239, the time limit will be extended through the close of the sixth calendar month following the month in which the error is rectified.

Consideration of possible extension of the time limit on Part B reasonable charge claims will be initiated by the carrier only if there is a basis for belief that the claimant (the enrolle or his representative or assignee) has been prevented from timely filing by an administrative error; for example, he states that official misinformation caused the late filing, or the social security office calls to the intermediary's attention a situation in which such error has caused late filing.  (See § 235.3 for examples of administrative error.)

239.2
Time Limit Where Provider Has Billed Improperly for Professional Component.--In some cases, a provider may have incorrectly billed for a Part B professional component as a provider expense.  For example, a physician's services were erroneously considered entirely administrative in nature and the error was not discovered until the final cost settlement.  Where the claim which included the physician services was filed within the time limit, it establishes protective filing for a subsequent perfection of a Part B claim. Such claims will be considered filed as of the date the incorrect billing was submitted to the intermediary provided the usual claims information (e.g., a completed SSA-1554) is submitted within 6 months after the month in which the notice was sent that payment for the patient care services was disallowed.
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The perfected claim may be filed by the physician on the basis of assignment, or by the HHA (where the HHA has a contractual arrangement to bill and receive payment for the physician's services) or may be filed by the patient on the basis of an itemized bill.

An agency claim filed within the Part B time limit will not establish a filing date for the related professional component where such component was recognized and not included in the provider bill, e.g., no claim was filed for the professional component as a nonprovider expense because the physician and provider could not agree on the exact amount of the component charge or who would bill for it.

239.3
Responsibility When Claim Not Filed Timely.--Where the time limit has expired on services reimbursable on a reasonable charge basis, there is no requirement that a billing be filed. However, where a person (or organization) accepts assignment within the time limit but fails to submit a timely claim, he is barred by the terms of the assignment from collecting from the patient or others amounts in excess of the deductible and coinsurance for the services involved.
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Certification and Recertification
240.
CERTIFICATION AND RECERTIFICATION BY PHYSICIANS--HOME HEALTH SERVICES 

240.1
Content of the Physician's Certification.--Under both the hospital insurance and the supplementary medical insurance programs, no payment can be made for covered home health services unless a physician certifies that:

A.
The home health services are or were required because the individual is or was confined to his home (except when receiving outpatient services);

B.
The individual needed skilled nursing care on an intermittent basis or needed physical or speech therapy, or, effective July 1, 1981, needed occupational therapy;

C.
A plan for furnishing such services to the individual has been established and is periodically reviewed by a physician; and

D.
The services are or were furnished while the individual was under the care of a physician.

In addition, for services received under hospital insurance, the physician must certify that services were needed to treat any of the conditions for which the beneficiary received inpatient hospital or posthospital extended care services during the related hospital or skilled nursing facility stay.  Effective July 1, 1981, the prior inpatient stay requirement for home health services under hospital insurance is eliminated.  Where services are provided under supplementary medical insurance, it is not necessary to relate the need for these services to a period of prior hospitalization or a stay in a skilled nursing facility.
Since the certification is closely associated with the plan of treatment, the same physician who establishes the plan must also certify to the necessity for home health services.  Certifications must be obtained at the time the plan of treatment is established or as soon thereafter as possible.

240.2
Method and Disposition of Certifications.--There is no requirement that the certification or recertification discussed below be entered on any specific form or handled in any specific way, as long as the intermediary can determine, where necessary, that the certification and recertification requirements are met.  The certification by the physician will be retained by the home health agency, but the agency must certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file in the agency when it forwards the request for reimbursement to the intermediary.
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240.3
Recertification.--Under both the hospital insurance and supplementary medical insurance programs, when services are continued for a period of time, the physician must recertify at intervals of at least once every 2 months that there is a continuing need for services and should estimate how long services will be needed.  The recertification should be obtained at the time the plan of treatment is reviewed since the interval (at least once every 2 months) is required for the review of the plan.  Recertifications must be signed by the physician who reviews the plan of treatment.  The form of the recertification and the manner of obtaining timely recertification is up to the individual agency.

240.4
Delayed Certification.--The home health agency should obtain certifications and recertifications as promptly as possible.  Payment will not be made unless the necessary certifications have been secured.  In addition to complying with the usual content requirements, delayed certifications and recertifications must include an explanation for the delay and any other evidence the agency considers necessary in the case.  The format of delayed certifications and recertifications and the method by which they are obtained, will be left to the agency.


Special Provisions Relating to Payments
245.
REFUNDS

In its agreement for participation, the home health agency has agreed not to charge any individual or other person (e.g., relatives, other insurance carriers, or welfare) for items and services covered by the health insurance program other than allowable charges and deductibles and coinsurance amounts; and to make provision for the refund (or other required disposition) of any moneys incorrectly collected from the individual or other person on his behalf.  Amounts incorrectly collected and not refunded represent improper charges for covered services under the provisions of section 1866(a)(1) of the Social Security Act, and an agency's retention of these moneys without making provision for refund (or other required disposition) constitutes a violation of its provider agreement.

A.
Moneys incorrectly collected means amounts in excess of allowable charges and deductible and coinsurance, if applicable, paid to a home health agency by an individual (or other person on his behalf) as payment for covered items and services for which the individual is entitled to have payment made under the health insurance program.

B.
A majority of incorrect collections are made inadvertently and may involve a simple error on the part of the agency in billing a beneficiary.  However, there are other situations where incorrect collection may be made; for example:
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o
In a retroactive entitlement case (§ 175), where the beneficiary (or other person) paid for covered services and later becomes entitled to have payment made for them under Medicare;

o
Where an intermediary has initially denied payment and a subsequent finding is made (e.g., as the result of a reconsideration or hearing decision) that payment for all or part of the same services may be made; and

o
Where the beneficiary or other person has protested a direct charge by an agency and the intermediary determines that the beneficiary is entitled to have program payment made on his behalf for all or part of the same services.  (See § 257.)

Intermediaries will assure that agencies refund moneys incorrectly collected.  Therefore, in the situations described above (and other similar situations recognized by the intermediary), the intermediary will ascertain, on an individual case basis, whether you have already received reimbursement for covered services from the individual or other person (e.g., relatives, other insurance carriers, or welfare) before making program payment.  If you advise, in writing, that it has not been reimbursed by the individual or other person, payment can be made.

If you have already been reimbursed in whole or in part, the intermediary will withhold an amount equal to the incorrect collection from amounts otherwise due the agency until it is assured in writing by you that a proper disposition of the incorrect collection has been made.

Where the intermediary knows that a provider has overcollected deductible and coinsurance amounts (if applicable) for Part B services, the intermediary will make direct refund to the beneficiary.

245.1
Return or Other Disposition of Moneys Incorrectly Collected.--A home health agency HHA in possession of any incorrect collection is required to refund or make final disposition of the money in accordance with applicable State law.  If refund or final disposition will be delayed for a prolonged period, you are required to set aside the money in a separate account until refund or final disposition can be made.  Until you advise, in writing, that you have properly refunded or disposed of the money or, as necessary, set aside the money, the intermediary will withhold an amount equal to such incorrect collection against amounts otherwise due you.

A.
Refund.--Refund is to be made to the beneficiary (or any other person) from whom you collected the moneys.  If the beneficiary or other person cannot be located after you have made a reasonable effort, including an attempt to contact by mail at the last known address, ask the intermediary to check SSA's record in an effort to learn the individual's address.  If the individual to whom refund is to be made still cannot be located or has died, make final disposition of the moneys in accordance with the law of the State in which you are situated.

B. Moneys Set Aside.--In some situations refund or final disposition is delayed for a prolonged period (e.g., where the beneficiary's whereabouts is being developed or where there is a delay in the appointment of a legal  representative to dispose of the
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estate of a deceased individual).  When such a delay in making refund or final disposition is final is encountered, notify the intermediary and then set the funds aside in a separate account identified by the name of the individual to whom the payment is due.  Carry these amounts on your records in this manner until refund or final disposition, as provided in paragraph A above, is made.

245.2
Appropriate Time Limits Within Which the HHA Must Dispose of Sums Incorrectly Collected.-- Refund or final disposition in accordance with applicable State law of sums incorrectly collected should be accomplished as promptly as possible.  In any event, refund, final disposition, or as necessary, setting funds aside in a separate account should be accomplished within a period of 60 days after the agency is notified that an incorrect collection was made.

245.3
Former Participating HHAs.--Once a home health agency has become a participating agency, it remains responsible, notwithstanding the subsequent termination of its program participation, for the required refund or final disposition of any moneys incorrectly collected for covered services furnished to Medicare beneficiaries during the effective period of its provider agreement.


No-Fault Insurance
248.

SERVICES REIMBURSABLE UNDER NO-FAULT INSURANCE

Payment may not be made under Medicare for otherwise covered items or services to the extent that payment has been made, or can reasonably be expected to be made promptly, for the items or services under any no-fault insurance (including a self-insured plan).  Medicare is secondary to no-fault insurance even if State law or a private contract of insurance stipulates that its benefits are secondary to Medicare benefits or otherwise limits its payments to Medicare beneficiaries.  If Medicare payments have been made but should not have been, or if the payments were made on a conditional basis in accordance with §248.2B, they are subject to recovery.

If services are covered under no-fault insurance, bill that insurer first.  If the insurer does not pay all of the charges, submit a claim for secondary Medicare benefits in accordance with §248.2B to supplement the amount paid by the insurer.  Medicare pays for services related to an accident, if benefits are not currently available under the individual's no-fault insurance coverage because that insurance has paid maximum benefits for the accident on items or services not covered by Medicare or on nonmedical items such as lost wages.  

The question in each case involving accident related medical expenses is whether no-fault benefits can be paid for these particular services.  If so, the no-fault insurance is primary.  If not, Medicare may be primary.  Primary Medicare benefits are not paid merely because the beneficiary wants to save his/her insurance benefits to pay for future services or for non-covered medical services or nonmedical services.  Since no-fault insurance benefits would be currently available in that situation, they are used before billing Medicare.

If there is an indication that the individual has filed, or intends to file, a liability claim against a party that allegedly caused an injury, follow instructions in §§251 - 251.4.
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A.
Effective Dates.--The general rule pertaining to automobile or nonautomobile no-fault insurance is that these provisions are effective with respect to injuries which occurred on or after December 5, 1980.

These rules apply to services covered under automobile medical and no-fault insurance furnished on or after June 6, 1983 and services covered under nonautomobile medical and no-fault insurance furnished on or after November 13, 1989.

B.
Effect on Deductibles.--Expenses for services for which Medicare payment is not made because payment has been made or can reasonably be expected to be made promptly under any no-fault insurance are counted toward Part A or Part B deductible amounts.  

NOTE:
For services provided prior to November 13, 1989, payments by the primary payer are not counted toward the Medicare deductible.  Use the discharge date for determining when the services were furnished. 

248.1
Definitions.--

o
Automobile.--Any self-propelled land vehicle of a type that must be registered and licensed in the State in which it is owned.

o

No-Fault Insurance.--Insurance that pays for medical expenses for injuries sustained on the property or premises of the insured, or in the use, occupancy, or operation of an automobile, regardless of who may have been responsible for causing the accident.  It is sometimes called "medical payments coverage", "personal injury protection", or "medical expense coverage". Examples of no-fault insurance include automobile no-fault insurance often referred to as personal injury protection (PIP), and homeowners and commercial medical payments insurance, commonly referred to as Med-pay coverage.

o

Liability Insurance.--Insurance (including a self-insured plan) that provides payment based on legal liability for injuries or illness or damages to property.  It includes, but is not limited to, automobile liability insurance, uninsured motorist insurance, underinsured motorist insurance, homeowners liability insurance, malpractice insurance, product liability insurance, and general casualty insurance.  

o

Prompt or Promptly.--Means payment within 120 days after receipt of the claim.

o

Proper Claim.--Means a claim that is filed timely and meets all other claim filing requirements specified by the no-fault insurer.
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o

Self-Insured Plan.--A plan under which an individual or a private or governmental entity carries its own risk instead of taking out insurance with a carrier.  The term includes a plan of an individual or other entity engaged in a business, trade, or profession, a plan of a non-profit organization such as a social, fraternal, labor, educational, religious, or professional organization, and the plan established by the Federal government to pay for liability claims under the Federal Tort Claims Act.

o

Underinsured Motorist Insurance.--Means insurance under which the policyholder's level of protection against losses caused by another is extended to compensate for inadequate coverage in the other party's policy or plan.

o

Uninsured Motorist Insurance.--Liability insurance under which the policyholder's insurer pays for damages caused by a motorist who has no automobile liability insurance, carries less than the amount of insurance required by law, or is underinsured.

248.2
Provider Actions.--

A.
Information Obtained from Patient or Representative At Start of Care.-Medicare regulations require that you agree to obtain information on possible Medicare secondary payer situations. In accordance with §341, ask Medicare patients, or the patient's representative, at the start of care if the services are for the treatment of an injury or illness which resulted from an accident for which no-fault insurance may pay or for which he or she holds another party responsible.  Obtain the name, address and policy number of any no-fault or liability insurance company which may be responsible for payment of medical expenses that resulted from the accident.  Retain this information in your system of records.

B.
Billing Where Services Are Accident Related.--

l.
No-Fault Insurance May Pay Primary--If you learn from the response to the questions asked at the establishment of the home health plan of treatment (per §341) that a no-fault insurance company may pay for otherwise covered services, bill the insurance company as primary insurer.  Bill Medicare for secondary benefits per §248.3C if the insurer does not pay in full for the services.

2.
No-Fault Insurer Does not Pay.--If the services are related to an automobile accident and an automobile insurer has been billed but does not make payment because, for example, the individual's automobile coverage expired, the no-fault benefits are exhausted, or there will be substantial delay of at least 120 days  in resolving the claim, bill Medicare.  Unless you submit a satisfactory explanation that full or partial payment cannot be made under the no-fault insurance policy, the Medicare claim will be returned and you will be advised to bill the primary insurer.  If you bill Medicare and later receive payment from the no-fault insurer, refund the Medicare payment by submitting a corrected bill.

Refusal by an individual to file a claim with a no-fault insurer or to cooperate in your filing such a claim is not a basis for claiming a conditional Medicare payment.
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3.
Liability Claim Also Involved.--If the individual files a claim against a third party for injuries suffered in an automobile  or other accident, bill Medicare for otherwise covered expenses to the extent that payment has not or cannot be made by a no-fault insurer or has not been made by a liability insurer.  For example, an individual incurs $20,000 in medical expenses due to an automobile accident.  The individual receives $5,000 in no-fault insurance benefits and also has a liability claim pending against the driver of the other car.  Medicare will not pay benefits for the $5,000 in expenses paid for by the no- fault insurer, but will pay benefits based on the additional $15,000 in expenses.  Medicare recovers from the liability insurer or the beneficiary when the liability claim is settled.

4.
No-Fault Payment is Reduced Because Proper Claim Not Filed.--When  you receive a reduced no-fault payment because of failure to file a proper claim (see §248.1 for definition), the Medicare secondary payment does not exceed the amount payable if the no-fault insurer had paid on the basis of a proper claim.

You must inform HCFA that a reduced payment was made, and the amount that would have been paid if a proper claim had been filed.  Failure to notify Medicare of the latter amount would constitute the filing of a false claim against the United States and could result in prosecution.
C.
Request From Insurance Company or Attorney.--Notify the intermediary promptly if you receive from an attorney or insurance company a request for a copy of a medical record or bill concerning a Medicare patient.  Send the intermediary a copy of the request or, if it is unavailable, full details of the request, including the name and Medicare number of the patient, name and address of the insurance company and/or attorney, and the date(s) of services for which you have billed or will bill Medicare.  Follow the usual rules on release of information in responding to such requests.

D.
You Receive Duplicate Payments.--Refund the excess Medicare payment by submitting an adjustment bill within 60 days if you receive duplicate payments from a no-fault insurer and from Medicare, regardless of which payment you received first and even if you refunded the insurance payment to the beneficiary or the insurer.  If you received Medicare payments for both Part A and Part B services, apply the insurance payment first to Part A expenses.

E.
You Learn You Should Have Billed No-Fault Insurance Instead of Medicare.--If, after you received a primary Medicare payment, you learn that the items or services could be paid for under no-fault insurance, notify your intermediary.  The intermediary will seek refund of Medicare's payment from the no-fault insurer and prepare an adjustment bill, if required.

248.3
No-Fault Insurance Does Not Pay in Full.--

A.
Insurance Pays Service Benefits.--If the amount of payment for particular services under no-fault insurance is less than your charges but is deemed payment in full under State law, Medicare benefits are not payable.  The insurance payment constitutes a service benefit, i.e., the payment constitutes full discharge of the patient's liability to the provider.
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B.
Other Situations.--In other cases, no-fault insurance may not pay your charges because the beneficiary's total medical expenses exceed the dollar limit of the coverage or because of some other coverage limit, deductible or coinsurance applicable to all policyholders.  (See §248.4.)

You are not permitted to charge a beneficiary or any other party for Medicare covered services if you have been paid by a no-fault insurer an amount that equals or exceeds the gross amount payable by Medicare, as defined in subsection C.  This prohibition is based on the terms of your Medicare participation agreement, under which you may bill a Medicare beneficiary only for deductible and coinsurance amounts and for non-covered services.

C.
Secondary Medicare Payments.--If a no-fault insurer pays for Medicare covered services an amount which is less than your charges and the gross amount payable by Medicare (without considering the effect of any Medicare deductible or coinsurance or the payment by the insurer) and you are not obligated to accept the insurance payment as payment in full, Medicare secondary payments can be made.

The Medicare secondary payment is the lower of:

o
The gross amount payable by Medicare, minus the amount paid by the no-fault insurer for Medicare covered services; 

o
The gross amount payable by Medicare, minus any applicable Medicare deductible and coinsurance amount;

o
Your charges (or the amount you are obligated to accept as payment in full, if that is less than the charges), minus the amount payable by the no-fault payer; or

o
Your charges (or the amount you are obligated to accept as payment in full if that is less than the charges), minus any applicable Medicare deductible and coinsurance amounts.

NOTE:
The gross amount payable by Medicare is the current Medicare interim reimbursement amount (as defined in §498).

D.
Conditional Primary Medicare Benefits.--Conditional Medicare payments may be made in no-fault cases under either of the following circumstances:

o
The beneficiary has filed a claim with the no-fault insurer, and the intermediary determines that the insurer will not pay promptly (i.e., within 120 days of receipt of the claim) for any reason except when the no-fault insurer claims that its benefits are secondary to Medicare; or 
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o
The beneficiary, because of physical or mental incapacity, failed to meet a claim filing requirement of the no-fault insurer.

When such conditional Medicare payments are made, they are made on condition that the beneficiary will reimburse the program to the extent that payment is subsequently made by the no-fault insurer.  When making such payments, the beneficiary and the insurer is notified by the intermediary of the requirement for repayment.  (However, failure to do so does not relieve them of the obligation to refund the payments.)

E.
No-Fault Insurer Denies That It Is Primary Payer.--If a no-fault insurer denies the claim on the basis that Medicare is the primary payer, refer a copy of the claim, the no-fault insurer's denial, and any other relevant material to your intermediary for further action.

248.4
No-Fault Insurance Does Not Pay All Charges Because of Deductible or Coinsurance Provision In Policy.-- In a number of States no-fault insurers may reduce no-fault insurance benefits by deductible or coinsurance amounts, or may offer the option for such a reduction.  If such contract provisions apply to all policyholders, Medicare pays benefits with respect to otherwise Medicare-covered expenses that are not reimbursable under such a no-fault contract. Therefore, if a no-fault insurer has been billed and has made no payment because of a deductible or coinsurance, or only a partial payment (e.g., the insurance deductible has been bridged) you may bill Medicare.  If no payment was made under no-fault, apply any Medicare deductibles and coinsurance in calculating the Medicare secondary payment.

EXAMPLE:
Beneficiary receives home health services covered by no-fault insurance. Total charges are $200.  The no-fault insurer is billed but makes no payment because of $1000 deductible in policy.  You bill Medicare for $200.

248.5
State Law or Contract Provides That No-Fault Insurance Is Secondary To Other Insurance.--Even though State laws or insurance contracts specify that benefits paid under their provisions are secondary to any other source of payment or limit a portion of their benefits to payments only when all other sources of health insurance are exhausted, Medicare does not make payment when benefits are otherwise available.  For example, a State provides $2,000 in no-fault benefits for medical expenses and an additional $6,000 in no-fault benefits are available, but only after the claimant has exhausted all other health insurance.  In such cases, the Medicare law has precedence over State laws and private contracts.  Therefore, Medicare only makes secondary payments after the total no-fault insurance is exhausted.

248.6
Provider And Beneficiary's Responsibility With Respect To No-Fault Insurance.-The provider and the beneficiary (or his representative) are responsible for taking whatever action is necessary to obtain any payment that can reasonably be expected under no-fault insurance.  Therefore, unless conditional payments can be made under 248.3D, Medicare payments are not made until you or the beneficiary has exhausted the 
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entire claims process under no-fault insurance.  Conditional benefits are not payable if payment cannot be made under no-fault insurance because the provider or beneficiary failed to file a proper claim.  (See §248.1 for definition.) Exception:  When failure to file a proper claim is due to mental or physical incapacity of the beneficiary and the provider could not have known that a no-fault claim was involved, this rule does not apply.

248.7
Private Right of Action.--Any beneficiary has the right to take legal action against the responsible entity that fails to pay primary benefits, and can collect double damages.  If such litigation is successful, the Medicare program can recover the amount paid by Medicare.
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