01-86
COVERAGE OF SERVICES
221.1

221.
AMBULANCE SERVICE

Ambulance service is covered only under Part B.  The cost of oxygen and its administration in connection with and as part of ambulance service is also covered.  The Part A intermediary is responsible for the processing of claims for ambulance service furnished by participating home health agencies and has responsibility for determining the compliance of the home health agency's ambulance and crew.  Provider ambulance service furnished "under arrangements" with suppliers can be covered, only if the supplier meets the conditions discussed below.  (See §224 for the required certification of ambulance services.) 

Where a home health agency finds it necessary to have a beneficiary transported by ambulance to a hospital or skilled nursing facility to obtain home health services not otherwise available to the individual, the trip is covered as a Part B service only if the coverage requirements below are met.  Such transportation is not covered as a home health service.

221.1
Vehicle and Crew Requirements.--

A.
Vehicle.-- The vehicle must be a specially designed and equipped automobile or other vehicle (in some areas of the United States this might be a boat or plane) for transporting the sick or injured.  It must have customary patient care equipment including a stretcher, clean linens, first aid supplies, oxygen equipment, and it must also have such other safety and lifesaving equipment as is required by State or local authorities.

B.
Crew.-- The ambulance crew must consist of at least two members.  Those crew members charged with the care or handling of the patient must include one individual with adequate first aid training; i.e., training at least equivalent to that provided by the standard and advanced Red Cross first aid courses.  Training "equivalent" to the standard and advanced Red Cross first aid training courses includes ambulance service training and experience acquired in military service, successful completion by the individual of a comparable first aid course furnished by or under the sponsorship of State or local authorities, an educational institution, a fire department, a hospital, a professional organization, or other such qualified organization.  On-the-job training involving the administration of first aid under the supervision of or in conjunction with trained first aid personnel for a period of time sufficient to assure the trainee's proficiency in handling the wide range of patient care services that may have to be performed by a qualified attendant can also be considered as "equivalent training."

C.
Equipment and Supplies.-- As mentioned above, the ambulance must have customary patient care equipment and first aid supplies.  Reusable devices and equipment such as backboards, neckboards and inflatable leg and arm splints are considered part of the general ambulance service and would be included in the cost of the trip.  On the other hand, a separate cost based on actual quantities used may be recognized for nonreusable items and disposable supplies such as oxygen, gauze and dressings required in the care of the patient during his trip.
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22l.2
Necessity and Reasonableness.-- To be covered, ambulance service must be medically necessary and reasonable.

A.
Necessity For the Service.-- Medical necessity is established when the patient's condition is such that the use of any other method of transportation is contraindicated.  In any case, in which some means of transportation other than an ambulance could be utilized without endangering the individual's health, whether or not such other transportation is actually available, no payment may be made for ambulance service.

B.
Reasonableness of the Ambulance Trip.-- A claim may be denied on the ground that the use of ambulance service was unreasonable in the treatment of the illness or injury involved (§ 232.l) notwithstanding the fact that the patient's condition may have contraindicated the use of other means of transportation.

22l.3
The Destination.-- As a general rule, only local  transportation by ambulance is covered. This means that the patient must have been transported to an institution (i.e., a hospital or a skilled nursing facility) whose locality (see paragraph D below) encompasses the place where the ambulance transportation of the patient began and which would ordinarily be expected to have the appropriate facilities for the treatment of the injury or illness involved.  In exceptional situations where the ambulance transportation originates beyond the locality of the institution to which the beneficiary was transported, full payment may be made for such services only if the evidence clearly establishes that such institution is the nearest one with appropriate facilities (see paragraph E below).

The institution to which a patient is transported need not be a participating institution.  However, in the case of a hospital, it must meet at least the requirements of §ll2.lA.  In the case of a skilled nursing facility, it must be an institution which is primarily engaged in providing to inpatients skilled nursing care and related services for patients who require medical or nursing care, or rehabilitation services for the rehabilitation of injured, disabled, or sick persons.
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The intermediary generally will not deny a claim for ambulance service to a participating hospital or skilled nursing facility merely on the grounds that there is a nearer nonparticipating institution having appropriate facilities.

A.
Institution to Beneficiary's Home.-- Ambulance service from an institution to the beneficiary's home is covered when his home is within the locality of such institution or where the beneficiary's home is outside of the locality of such institution and the institution in relation to his home is the nearest one with appropriate facilities.

B.
Institution to Institution.-- Occasionally, the institution to which the patient is initially taken is found to have inadequate facilities for treating him and he is then transported to a second institution having appropriate facilities.  In such cases, transportation by ambulance to both institutions would be covered provided the institution to which he is being transferred is determined to be the nearest one with appropriate facilities.  In these cases, transportation from such second institution to the patient's home could be covered if his home is within the locality serviced by that institution or by the first institution to which he was taken.

C.
Partial Payment.-- Partial reimbursement may be made for otherwise covered ambulance service which exceeded the limits defined above.  Such payment should be based on the amount that would have been payable had the patient been transported from the pick-up point to the nearest appropriate facility.  However, when the beneficiary was transported from a distant hospital or skilled nursing home to his residence, payment should be based on the amount that would have been payable had the beneficiary been transported to his residence from the nearest institution with appropriate facilities.

D.
Locality.-- The term "locality" with respect to ambulance service means the service area surrounding the institution from which individuals normally come or are expected to come for hospital or skilled nursing services.

Example:
Mr. A becomes ill at home and required ambulance service to the hospital.  The small community in which he lives has a 35-bed hospital.  Two large metropolitan hospitals are located some distance from Mr. A's community but they regularly provide hospital services to the community's residents.  The community is within the "locality" of the metropolitan hospitals and direct ambulance service to either of these (as well as to the local community hospital) is covered.

E.
Appropriate Facilities.-- The term "appropriate facilities" means that the institution is generally equipped to provide the needed hospital or skilled nursing care for the illness or injury involved.  It is the institution, its equipment, its personnel, and its capability to provide 
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the services necessary to support the required medical care that determine whether it has appropriate facilities.

EXAMPLE:
Mr. A. becomes ill at home and requires ambulance service to the hospital.  The hospitals servicing the community in which he lives are capable of providing general hospital care.  However, Mr. A requires immediate kidney dialysis but the needed equipment is not available in any of these hospitals.  The service area of the nearest hospital having dialysis equipment does not encompass the patient's home.  Nevertheless, in this case, ambulance service beyond the locality to the hospital with the equipment would be covered since it is the nearest one with appropriate facilities.

The fact that a more distant institution is better equipped, either qualitatively or quantitatively, to care for the patient does not warrant a finding that a closer institution does not have "appropriate facilities."  However, a legal impediment barring a patient's admission would permit a finding that the institution did not have "appropriate facilities."  For example, the nearest tuberculosis hospital may be in another State and that State's law precludes admission of nonresidents.

An institution is not considered an appropriate facility if there is no bed available.  The carrier, however, will presume that there are beds available at the local institutions unless evidence is furnished that none of these institutions had a bed available at the time the ambulance service was provided.

The individual physician who practices in a hospital is not a consideration in determining whether the hospital has appropriate facilities.  Thus, ambulance service to a more distant hospital solely to avail a patient of the service of a specific physician or a physician in a specific specialty does not made the hospital in which the physician has staff privileges the nearest hospital with appropriate facilities.

F.
Ambulance Service to a Physician's Office Is Not Covered.-- There may be situations, however, where in the course of transporting a patient to a hospital, the ambulance stops at a physician's office because of the patient's dire need for professional attention and immediately thereafter the ambulance continues the trip to the hospital.  In such cases, the patient will be deemed not to have been transported to the physician's office and payment may be made for the entire trip.


G.
Coverage of Ambulance Service Furnished a Deceased Beneficiary.-- An individual is considered to have expired as of the time he is pronounced dead by a person who is legally authorized to make such a pronouncement, usually a physician.  Therefore, if the beneficiary was pronounced dead by a legally authorized individual before the ambulance was called, no program payment may be made.  Where the beneficiary was
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pronounced dead after the ambulance was called but before pickup, the service to the point of pickup is covered.  If otherwise covered ambulance services were furnished to a beneficiary who was pronounced dead while en route to or upon arrival at the destination, the entire ambulance service is covered.

224.
PHYSICIAN CERTIFICATION FOR MEDICAL AND OTHER HEALTH SERVICES

A physician must certify that the medical and other health services covered by medical insurance which were provided by (or under arrangements made by) the home health agency were medically required.  (For the special physician certification requirements applicable to outpatient physical therapy, occupational therapy, and speech pathology services, see §219.4A).  This certification needs to be made only once where the patient may require over a period of time the furnishing of the same item or service related to one diagnosis.  There is no requirement that the certification be entered on any specific form or handled in any specific way as long as the approach adopted by the home health agency permits the intermediary to determine that the certification requirement is, in fact,


(Continued on Page 23.8)
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met.  A physician's written order designating the services required would also be an acceptable certification.

If ambulance service is furnished by a home health agency, an additional certification is required. It may be furnished by any physician who has sufficient knowledge of the patient's case including the physician who requested the ambulance or the physician who examines the patient upon his arrival at the facility.  The physician must certify that the ambulance service was medically required.

225.
PROVIDER-BASED PHYSICIANS

Home health agencies may have on their staffs, on a full-time or part-time basis, salaried physicians who are engaged in a full range of activities, including administration, supervision of professional or technical personnel, service on committees, as well as direct medical services to individual patients.  To make payment under the health insurance program, it is necessary to distinguish the medical or surgical services rendered by a physician to an individual patient which are reimbursable under Part B on a reasonable charge basis, and provider services (including the physician's services for the home health agency) reimbursable on a reasonable cost basis.

A.
Distinguishing Between Professional and Provider Components.-- The services of provider-based physicians contain two distinct elements, the professional component and the provider component.

l.
The Professional Component.-- The medical insurance program (Part B) provides reimbursement on a reasonable charge basis for physicians services directly related to the medical care of individual patients.

In order for a service to be reimbursable as a physician's service, it must constitute an integral part or result from the physician's personal contact with and care of the patient and be included in his bill for the personal contact.  For example, a physician would not bill a patient for the establishment or review of a plan of treatment or for making a physician certification; however, the time spent in such activities is generally calculated into his usual charge for the home or office visit related to such patient care.  Thus, chart reviews of patients, the changing of medical orders and prescriptions, review of a plan of treatment, and other similar functions carried out by a physician in a home health agency may not be separately reimbursed as a physician's service but would be included in the physician's charge for a personal contact visit with the provider.

2.
The Provider Component.-- Home health agency-based physicians may also perform services other than those directly related to the medical care of individual patients.  These involve services which benefit the

Rev. 6l
23.8

225(Cont.)
COVERAGE OF SERVICES
2-75

patients of the agency as a group.  For example, such services may include in-service training of the home health agency's paramedical personnel, consultations with paramedical personnel concerning individual patient cases, and administrative services.  Costs incurred for these services will be considered in computing reimbursable agency costs and will be reflected in amounts payable to the agency for services rendered to Medicare beneficiaries.

3.
Compensation Allocation.-- Ordinarily the compensation paid to the physician is for all services he performs in proportion to the time he devotes to each activity.  It is a primary obligation of the home health agency and the provider-based physician to mutually agree upon the allocation of compensation based on the time the physician sends in his various activities, and communicate this information with supporting documentation to the intermediary.  The supporting material should include a written explanation of the basis for the allocation agreement.  The arrangement between the home health agency and the provider-based physician does not generally support a l00 percent allocation of compensation for either direct patient services (Part B) or provider services (Part A).  The allocation must be based on facts, sufficiently documented to support the necessary determination and should include a written agreement signed by the provider and physician.  Where the agreed-upon allocation is not consistent with similar arrangements between home health agencies and provider-based physicians or does not appear reasonable, the intermediary will obtain more detailed information including time studies, as necessary.

B.
The Schedule of Charges.-- A schedule of charges must be designed to yield, in the aggregate, as nearly as possible, an amount equal to the portion of the physician's compensation represented by the professional component.  This can be compiled by using a charge per medical service, or by using a charge per visit.  The aggregate charges under either method, however, may not exceed that portion of the provider-based physicians' Part B component attributable to direct patient services rendered to Medicare beneficiaries.

C.
Billing for the Physician's Charge for Direct Patient Services.-- Reimbursement is made on a reasonable charge basis for physicians' services by the medical insurance (Part B) carrier. Therefore, the charges of home health agency-based physicians, i.e., salaried physicians employed by the home health agency on a full or part-time basis, for medical services rendered to individual patients for the home health agency must be specially billed.  Claims for such physicians' services rendered to patients of the home health agency may be made by:

l.
the physician on an SSA-l490, if he accepts assignment

2.
the patient on an SSA-l490, or
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3.
The home health agency on an SSA-l554.  (See §470 for this type of billing.)

D.
Authorization to Accept Assignment.-- The following is a sample of an authorization for use by the agency in connection with billing for physicians' services.  A one-time execution of this authorization is all that is necessary by each physician.  The authorization should be retained in the provider's files.

"I hereby authorize the (name of the agency) or any of its duly authorized administrators to accept on my behalf any assignment made by any individual who received medical treatment from me of the amount payable to such individual under Part B of Title XVIII of the Social Security Act and to receive on my behalf any payments which may be made pursuant to such assignment.  It is understood and agreed that the reasonable charge which will serve as the basis for payment in accordance with the terms of such assignment shall be the full charge for the services."

An additional statement should also include the individual arrangements agreed upon by the agency and the physician governing the conditions of withdrawing the authorization.

E.
Duties and Responsibilities of Home Health Agencies.-- It is the duty and responsibility of the home health agency to supply the intermediary not only all of the data necessary for it to make reasonable cost reimbursement, but also with the information required by the carrier to make reasonable charge determinations for the services of physicians rendering direct patient services in this provider setting.  Whenever the nature or number of services rendered by the physician changes or when the compensation arrangement between the home health agency and physician is re-negotiated or adjusted, an appropriate notice should be sent to the Part A intermediary.

Home health agencies should feel free to contact their intermediary for any necessary assistance in preparing the provider-physician compensation allocation agreement and/or the schedule of charges based on the physician's professional component.

230.

SPECIFIC EXCLUSIONS FROM COVERAGE AS HOME HEALTH SERVICES

In addition to the general exclusions from coverage under health insurance listed in §232, the following are also excluded from coverage as home health services:

A.
Drugs and Biologicals.--Drugs and biologicals are excluded from payment under the Medicare home health benefit. 


A drug is any chemical compound that may be used on or administered to humans or animals as an aid in the diagnosis, treatment, or prevention of disease or other condition or for the relief of pain or suffering or to control or improve any physiological pathologic condition.


A biological is any medicinal preparation made from living organisms and their products including, but not limited to, serums, vaccines, antigens, and antitoxins.


B.
Transportation.--The transportation of a patient, whether to receive covered care or for other purposes, is excluded from home health coverage.  Costs of transportation of equipment, materials, supplies, or staff may be allowable as administrative costs, but no separate payment is made.
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C.
Services That Would Not Be Covered as Inpatient Services.--Services that would not be covered if furnished as inpatient hospital services are excluded from home health coverage.


D.
Housekeeping Services.--Services whose sole purpose is to enable the patient to continue residing in his or her home (e.g., cooking, shopping, Meals on Wheels, cleaning, laundry) are excluded from home health coverage.


E.
Services Covered Under End Stage Renal Disease (ESRD) Program.-- Services that are covered under the ESRD program and are contained in the composite rate reimbursement methodology, including any service furnished to an ESRD beneficiary that is directly related to that individual's dialysis, are excluded from coverage under the Medicare home health benefit.  However, to the extent a service is not directly related to a beneficiary's dialysis, e.g., a nursing visit to furnish wound care for an abandoned shunt site, and other requirements for coverage are met, the visit would be covered.


F.
Prosthetic Devices.--Items that meet the requirements of §219.2 for coverage under Part B are excluded from home health coverage.  Catheters, catheter supplies, ostomy bags, and supplies related to ostomy care are not considered prosthetic devices if furnished under a home health plan of care and are not subject to this exclusion from coverage.


G.
Medical Social Services Furnished to Family Members.--Except as provided in §206.3, medical social services furnished solely to members of the patient's family that are not incidental to covered medical social services being furnished to the patient are not covered.


H.
Respiratory Care Services.--If a respiratory therapist furnishes overall training or consultative advice to HHA staff and incidentally furnishes respiratory therapy services to patients in their homes, the costs of the respiratory therapist's services are allowable only as administrative costs to the HHA.  Visits by a respiratory therapist to a patient's home are not separately billable. However, respiratory therapy services furnished as part of a plan of care by a licensed nurse or physical therapist and that constitute skilled care may be covered and separately billed as skilled visits.


I.
Dietary and Nutrition Personnel.  If dieticians or nutritionists furnish overall training or consultative advice to HHA staff and incidentally furnish dietetic or nutritional services to patients in their homes, the costs of these professional services are allowable only as administrative costs. Visits by a dietician or nutritionist to a patient's home are not separately billable.

General Exclusions from Coverage
232.
GENERAL EXCLUSIONS

No payment can be made under either the hospital insurance or supplementary medical insurance program for certain items and services.

A.
Not reasonable and necessary (see §232.l);

B.
No legal obligation to pay for or provide (see §232.2);

C.
Paid for by a governmental entity (see §232.3);

D.
Not provided within United States (see §232.4);
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E.     Resulting from war (§232.5);

F.     Personal comfort (§232.6);

G.     Routine services and appliances (§232.7);

H.     Supportive devices for feet (§232.8);

I.       Foot care exclusion (§232.9);

J.      Custodial care (§232.l0);

K.     Cosmetic surgery (§232.ll);

L.      Dental services (§232.l3);

M.     Paid or expected to be paid under workers' compensation (§232.l4).

232.l
Services Not Reasonable and Necessary.-- Items and services which are not reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member are not covered.

232.2
No Legal Obligation to Pay for or Provide Services.-- Program payment may not be made for items or services which neither the beneficiary nor any other person or organization has a legal obligation to pay for or provide.  This exclusion applies where items and services are furnished gratuitously without regard to the beneficiary's ability to pay and without expectation of payment from any source, such as free x-rays or immunizations provided by health organizations.  However, Medicare reimbursement is not precluded merely because a provider, physician, or supplier waives the charge in the case of a particular patient or a group or class of patients, as the waiver of charges for some patients does not impair the right to charge others, including Medicare patients.  The determinative factor in applying this exclusion is the reason the particular individual is not charged.

The following sections illustrate the applicability of this exclusion to various situations involving services other than those paid for directly or indirectly by a governmental entity.  (For a discussion of the latter, see §232.3.)

A.
Indigency.-- This exclusion does not apply where items and services are furnished an indigent individual without charge because of his inability to pay, if the provider, physician, or supplier bills other patients to the extent that they are able to pay.

B.
Provider, Physician, or Supplier Bills Only Insured Patients.-- Some providers, physicians, and suppliers waive their charges for individuals of limited means, but they also expect to be paid where the patient has insurance which covers the items or services they furnish. In such a situation, because it is clear that a patient would be charged if insured, benefits are payable for services rendered to patients with medical insurance if the provider, physician, or supplier customarily bills all insured patients--not just Medicare patients--even though non-insured patients are not charged.
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Individuals with conditions which are the subject of a research project may receive treatment financed by a private research foundation.  The foundation may establish its own clinic to study certain diseases or it may make grants to various other organizations. In most cases, the patient is not expected to pay for his treatment out-of-pocket, but if he has insurance, the parties expect that the insurer will pay for the services.  In this situation, a legal obligation is considered to exist in the case of a Medicare patient even though other patients may not have insurance and are not charged.

C.
Medicare Patient Has Other Health Insurance.-- Except as provided in §§251ff., 252ff. and 253ff. payment is not precluded under Medicare even though the patient is covered by another health insurance plan or program which is obligated to provide or pay for the same services.  This plan may be the type which pays money toward the cost of the services, such as a health insurance policy, or it may be the type which organizes and maintains its own facilities and professional staff.  Examples of this latter type are employer and union sponsored plans which furnish services to special groups of employees or retirees or to union members, and group practice prepayment plans.

The exceptions to this rule are: (1) services covered by automobile medical or no-fault insurance (§§251ff.), (2) services rendered during a specified period of up to 12 months to individuals entitled solely on the basis of ESRD who are insured under an employer group health plan (§§252ff.) (3) services rendered employed individuals and their spouses aged 65 through 69 who are insured under an employer group health plan (§§253ff.) and (4) services covered by workers' compensation (§§250ff.).  In these cases the other plan pays primary benefits and, if the other plan doesn't pay the entire bill, secondary Medicare benefits may be payable.  Medicare is also secondary to the extent that services have been paid for by a liability insurer. (See §§251ff.)
D.
Members of Religious Orders.-- A legal obligation to pay exists where a religious order either pays for or furnishes services to members of the order.  Although medical services furnished in such a setting would not ordinarily be expressed in terms of a legal obligation, the order has an obligation to care for its members who have rendered lifelong services, similar to that existing under an employer's prepayment plan.  Thus, payment may be made for such services whether they are furnished by the order itself or by independent sources that customarily charge for their services.

232.3
Items and Services Furnished, Paid for or Authorized by Governmental Entities--Federal, State or Local Governments.--The law contains three separate exclusions applicable to items and services furnished, paid for or authorized by governmental entities.  In general, payment may not be made for:  (l) items and services furnished by a provider of services or agency of the Federal government (§232.3A);  (2) items and services which a provider (Governmental or nongovernmental) or other person furnishes at public expense pursuant to an authorization issued by a Federal agency (§232.3B); and (3) items or services paid for directly or indirectly by a Federal, State, or local governmental entity (§232.3C).  Each of these exclusions is applied separately; i.e., benefits would be excluded where any one of the exclusions applies.
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A.
Items and Services Furnished by a Federal Provider of Services or Federal Agency.-- Generally, Federal providers are excluded from participation in the Medicare program.  (However, Federal hospitals, like other nonparticipating hospitals, may be paid for emergency inpatient and outpatient hospital services.  A provider or other facility acquired by the Department of Housing and Urban Development (DHUD) in the administration of an FHA mortgage insurance program is not considered to be a Federal provider or agency and this exclusion is not applicable to services furnished by such facilities.)  The law provides exceptions to this exclusion which permit the following categories of Federal providers to participate in Medicare:

1.
A Federal provider which is determined to be providing services to the public generally as a community institution or agency.  VA hospitals which have sharing agreements with non-VA participating hospitals, under which the VA hospitals furnish ESRD services to nonveterans, may be considered community hospitals with respect to any otherwise covered service rendered ESRD beneficiaries.  This exception does not apply to Federal clinics or other health facilities which are not "providers of services" as defined in the Medicare law, i.e., which are not hospitals, SNFs, HHAs or CORFs.

2.
Hospitals and SNFs of the Indian Health Service (IHS).

B.
Items and Services Which a Provider Is Obligated to Furnish at Public Expense Pursuant to an Authorization Issued by a Federal Agency-- Medicare payment may not be made for any item or service rendered by a provider pursuant to an authorization issued by a Federal agency, under the terms of which the Federal government agrees to pay for the services.

However, in the case of contract health services to Indians and their dependents entitled under the IHS program and Medicare, Medicare will be the primary payer and the IHS the secondary payer.

C.
Items and Services Which Have Been Paid for Directly or Indirectly by a Government Entity.--Medicare payment may not be made for items or services paid for directly or indirectly by a Federal, State or local governmental entity.  However, the law specifies that this exclusion does not prohibit payment for:  (l) items or services furnished under a health benefits or insurance plan established for employees of the governmental entity; or (2) items or services furnished under one of the titles of the Social Security Act (such as medical assistance under title XIX); or (3) rural health clinic services.

Except for the two categories of facilities referred to below, payment may not be made for items and services which a State or local government facility furnishes free of charge; i.e., without expectation of payment from any source and without regard to the individuals' ability to pay.  A facility which reduces or waives its charges for patients unable to pay, or charges patients only to the extent of their Medicare and other health insurance coverage, is not viewed as furnishing free services and may therefore receive program payment.

Medicare regulations permit payment to the following two categories of governmental providers even though they furnish services free of charge:
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a.
Payment may be made for items and services furnished by a participating State or local government hospital, including a psychiatric or tuberculosis hospital, which serves the general community.  A psychiatric hospital to which patients convicted of crimes are committed involuntarily is considered to be serving the general community if State law provides for voluntary commitment to the institution.  However, payment may not be made for services furnished in State or local hospitals which serve only a special category of the population, but do not serve the general community, e.g., prison hospitals.

b.
Payment may be made for items and services paid for by a State or local governmental entity and furnished an individual as a means of controlling infectious disease or because the individual is medically indigent.

Payment may not be made for items or services furnished by a nongovernmental provider where the charges have been paid for by a government program other than Medicare, or where the provider intends to look to another government program for payment, unless the payment by the other program is limited to the Medicare deductible and coinsurance amounts.

D.
Illustrations.-- The following paragraphs discuss the application of these exclusions to services covered by various governmental programs.

l.
Veterans Administration.--

a.
General.-- Services furnished without charge by a VA facility or by VA physicians and other VA employees are excluded from coverage under title XVIII.  In addition, as explained below, the fact that a beneficiary is eligible to have services furnished by private sources paid for by the VA precludes payment for them under title XVIII.  It will generally be advantageous for health insurance beneficiaries to have services paid for under a VA program where possible since the VA has no deductible or coinsurance requirements.

b.
Physicians' Services.-- Under its Home Town Care Medical Program, the VA may authorize payment for services furnished by private physicians to veterans for their service-connected disabilities.  Where treatment under a VA program has been authorized, no payment can be made under Part B, nor can the services paid for under the VA program be counted toward the Part B deductible.  On the other hand, where the veteran does not request authorization from the VA, he may have payment made under Part B even though he might have been entitled to have payment made under a VA program if he had asked for authorization.

2.
Government Research Grants.-- A beneficiary who would be eligible to have his care paid for by a governmental research grant can receive benefits under title XVIII, if the facility charges those patients who have Medicare or other insurance.  Where a provider or supplier of services claims benefits under title XVIII, it may not also accept research grant funds for the services in question, except to the extent of the deductible and coinsurance amounts.

3.
State or Local Health Department Clinics.-- Many State or local health departments operate outpatient clinics.  Services rendered by such clinics free of charge because of the individual's indigency or as a means of controlling infectious diseases (e.g., city-operated charity clinics and clinics for the detection and treatment of venereal disease and tuberculosis) are covered under title XVIII.
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4.
CHAMPUS (Civilian Health and Medical Program of the Uniformed Services) and CHAMPVA (Civilian Health and Medical Program of the Veterans Administration).--

a.
General.--CHAMPUS AND CHAMPVA are similar programs administered by the Department of Defense, except that the Veterans Administration determines the eligibility of persons seeking to establish entitlement to CHAMPVA coverage.  CHAMPUS provides benefits for health care services furnished by civilian providers, physicians, and suppliers to retired members of the Uniformed Services and to spouses and children of active duty, retired, and deceased members.  The term "Uniformed Services" includes the Army, Navy, Air Force, Marine Corps, Coast Guard, and the Oceanic and Atmospheric Administration.  CHAMPVA provides similar benefits for spouses and children of veterans who are entitled to VA permanent and total disability benefits and to widows and children of veterans who died of service-connected disabilities.

The governmental entity exclusion does not preclude Medicare payment for items or services furnished to a beneficiary who is also eligible for CHAMPUS/CHAMPVA benefit payments for the same services.  Medicare is the primary payer for such items and services, and CHAMPUS/CHAMPVA is a supplementary payer. (See c below.)

b. Effect of Medicare Eligibility on CHAMPUS/CHAMPVA Entitlement.-- CHAMPUS/CHAMPVA beneficiaries, other than dependents of active duty members, lose their entitlement to CHAMPUS/CHAMPVA if they qualify for Medicare Part A on any basis other than the premium-HI provisions.  (See §l68.)  Individuals who are eligible for Medicare Part B benefits only, as well as dependents of active duty members, are also eligible for CHAMPUS/CHAMPVA benefits.

c.
Medicare-CHAMPUS/CHAMPVA Relationship.--CHAMPUS/CHAMPVA reduces its liability in all cases by the amount payable by Medicare, i.e., Medicare is  the primary payer and CHAMPUS/CHAMPVA supplements Medicare by paying the Medicare deductible and coinsurance amounts and portions of the bill not covered by Medicare.  Thus, dually entitled individuals may be reimbursed up to l00 percent of expenses for items and services covered by both programs.

CHAMPUS/CHAMPVA has established policies and procedures which provide for (a) the identification of claimants who have coverage under both CHAMPUS/CHAMPVA and Medicare and (b) the detection of duplicate payments under both programs.  If CHAMPUS/CHAMPVA inadvertently pays amounts which duplicate Medicare payments for the same items or services, CHAMPUS/CHAMPVA will take steps to recover the incorrect CHAMPUS/CHAMPVA payments.

5.
Active Duty Members of the Uniformed Services.-- In limited circumstances, active duty members of the Uniformed Services may have care in civilian facilities paid for by the Army, Navy, Air Force, Marine Corps, or other appropriate uniformed service.  Except for emergency services, prior approval is generally required before such payment can be made.  Services furnished pursuant to such approval and services paid for or expected to be paid for by the Uniformed Services are not reimbursable under Medicare.
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6.
Prisoners.--Generally, no payment is made for services rendered to prisoners, since the State (or other government component which operates the prison) is responsible for their medical and other needs.  (For this purpose, the term "prisoner" means a person who is in the custody of the police, penal authorities, or other agency of a governmental entity.)  This is a rebuttable presumption that may be overcome only at the initiative of the government entity.  However, the entity must:

a.
Establish that State or local law requires that individuals in custody repay the cost of the services.

b.
Prove to HCFA that it enforces the requirement to pay by billing and seeking collection from all individuals in custody with the same legal status (e.g., not guilty by reason of insanity), whether insured or uninsured, and by pursuing collection of the amounts they owe in the same way and with the same vigor that it pursues the collection of other debts.  This includes collection of any Medicare deductible and coinsurance amounts and the cost of items and services not covered by Medicare.

NOTE:
Routine collection efforts must include the filing of lawsuits to obtain liens against individuals' assets outside the prison and income derived from nonprison sources.

c.
Document its case to HCFA with copies of regulations, manual instructions, directives, etc., spelling out the rules and procedures for billing and collecting amounts paid for prisoners' medical expenses.  As a rule, HCFA inspects a representative sample of cases in which prisoners have been billed and payment pursued, randomly selected from both Medicare and non-Medicare eligibles.  The existence of cases in which the State or local entity did not actually pursue collection, even though there is no indication that the effort would have been unproductive, indicates that the requirement to pay is not enforced.
24f
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232.4
Services Not Provided Within the United States.-- Items and services which are not provided within the United States are not covered, except for emergency inpatient services furnished outside the United States under certain limited conditions and ambulance services furnished by an American supplier to transport the patient to the foreign hospital for such services.  (Under the Railroad Retirement Act, Medicare payment may also be made by the Railroad Retirement Board on behalf of qualified railroad retirement beneficiaries for covered hospital services furnished in Canadian hospitals.)

The term "United States" means the 50 States, the District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam, and American Samoa, and includes the territorial waters adjoining these entities.  Generally speaking, the 3-mile limit off the shores of most of the United States constitutes American territory.  In the case of Texas and Florida, the limit extends into the Gulf of Mexico within 9 miles (e leagues) off the shores of these States.  A ship or aircraft, even of American registry, is not considered to constitute American territory when it is not within or above the land area or territorial waters of the United States.

An item of medical equipment furnished to an enrollee while he is outside the United States would be excluded from coverage, even though the item is purchased from an American firm located in the United States.  The important factor in this situation is the enrollee's geographic location of the supplier within or outside the United States.

232.5
Services Resulting From War.-- Items and services which are required as a result of war, or of an act of war, occurring after the effective date of the patient's current coverage are not covered.

232.6
Personal Comfort Items.-- Items which do not contribute meaningfully to the treatment of an illness or injury or the functioning of a malformed body member are not covered.

Charges for special items requested by the patient such as radio, television, telephone, and air conditioner, and beauty and barber services are excluded from coverage.  The patient may be charged for such a service where he requested it with knowledge that he would be charged.  To avoid misunderstanding and disputes, the agency will inform the individual when he requests such an item or service that there will be a specified charge (not exceeding its customary charge) and may not thereafter charge him more for the item or service than the charge specified.

232.7
Routine Services and Appliances.-- Routine physical checkups; eyeglasses, contact lenses, and eye examinations for the purpose of prescribing, fitting, or changing eyeglasses; eye refractions by whatever practitioner and for whatever purpose performed (effective January 2, l968); hearing aids and examinations for hearing aids; and immunizations are not covered.
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The routine physical checkup exclusion applies to (a) examinations performed without relationship to treatment or diagnosis for a specific illness, symptom, complaint, or injury; and (b) examinations required by third parties such as insurance companies, business establishments, or Government agencies.

The exclusions apply to eyeglasses or contact lenses, and eye examinations for the purpose of prescribing, fitting, or changing eyeglasses or contact lenses for refractive errors.  The exclusions do not apply to physicians' services (and services incident to a physicians' service) performed in conjunction with an eye disease, as for example, glaucoma or cataracts, or to postsurgical prosthetic lenses which are customarily used during convalescence from eye surgery in which the lens of the eye was removed, or to permanent prosthetic lenses required by an individual lacking the organic lens of the eye, whether by surgical removal or congenital disease.  Such prosthetic lens is a replacement for an internal body organ--the lens of the eye.

Expenses for all refractive procedures, whether performed by an ophthalmologist (or any other physician) or an optometrist and without regard to the reason for performance of the refraction, are excluded from coverage.

Vaccinations or inoculations are excluded as "immunizations" unless they are directly related to the treatment of an injury or direct exposure such as anti-rabies treatment, tetanus antitoxin, or booster vaccine, botulin antitoxin, antivenin or immune globulin.

232.8
Supportive Devices for Feet.-- Orthopedic shoes or other supportive devices for the feet are not covered.  The exclusion of orthopedic shoes does not apply to such a shoe if it is an integral part of a leg brace.

232.9
Excluded Foot Care Services.-- The scope of covered foot care services excludes the following:

A.
Treatment of Flat Foot.-- The term "flat foot" is defined as a condition in which one or more arches in the foot have flattened out.  Services directed toward the care or protection of such condition are not covered.  (See § 232.8 for supportive devices.)

B.
Treatment of Subluxations of the Foot.-- Subluxations of the foot are defined as partial dislocations or displacements of joint surfaces, tendons, ligaments or muscles of the foot.

24h
Rev. 25

	06-02
	COVERAGE OF SERVICES
	232.9 (Cont.)


Surgical or nonsurgical treatments undertaken for the sole purpose of correcting a subluxated structure in the foot as an isolated entity are not covered.

Reasonable and necessary diagnosis and treatment (except by the use of orthopedic shoes or other supportive devices for the foot) of symptomatic conditions, such as osteoarthritis, bursitis (including bunion), tendonitis, etc. that result from or are associated with partial displacement of foot structures are covered services.  Surgical correction of a subluxated foot structure that is an integral part of the treatment of a foot injury, or that is undertaken to improve the function of the foot or to alleviate an induced or associated symptomatic condition, is a covered service.

This exclusion does not apply to the ankle joint (talo-crural joint).


C.
Routine Foot Care.--Routine foot care includes the cutting or removal of corns, or calluses, the trimming of nails (including mycotic nails) and other hygienic and preventive maintenance care in the realm of self-care, such as cleaning and soaking the feet, the use of skin creams to maintain skin tone of both ambulatory and bedfast patients, and any services performed in the absence of localized illness, injury or symptoms involving the foot.  For example, foot care such as routine soaking and application of topical medication on the physician's order between required visits to the physician is not covered.  In addition, any treatment of a fungal (mycotic) infection of the toenail is considered routine and not covered in the absence of (1) clinical evidence of mycosis of the toenail, and (2) compelling medical evidence documenting that the patient either (A) has a marked limitation of ambulation requiring active treatment of the foot, or (B) in the case of a nonambulatory patient has a condition that is likely to result in significant medical complications in the absence of such treatment.

NOTE:
Effective July 1, 1981, the treatment of warts (including plantar warts) is no longer considered routine foot care.  As a result, services provided for the treatment of warts on the foot are covered to the same extent as services provided for the treatment of warts located elsewhere on the body.

The nonprofessional performance of certain foot care procedures otherwise considered routine, such as cutting or removal of corns, calluses, or nails, can present a hazard to individuals with certain disease processes.  If such procedure does present a hazard to the beneficiary, it is not considered routine when he/she is under the care of a doctor of medicine or osteopathy for a metabolic disease, such as diabetes mellitus, or for other conditions that have resulted in circulatory embarrassment or areas of desensitization in the legs or feet.

Services ordinarily considered routine may also be covered if they are performed as a necessary and integral part of otherwise covered services; such as diagnosis and treatment of diabetic ulcers, wounds, and infections.

Foot care, that would otherwise be considered routine in the absence of a localized illness, injury or symptoms involving the feet, may be covered if a localized illness, injury or symptoms involving the feet are present (as provided under 42 C.F.R. §411.15(1)(1)(i)), and the following criteria are met:


(
The patient’s underlying medical condition creates a need for foot care which is deemed reasonable and necessary. 


(
The skills of a nurse are indicated to render the service due to the underlying condition of the patient.


(
Foot care services provided to patients with compromised vascular status must be in accordance with §50-8.1, (Diabetic Peripheral Neuropathy with Loss of Protective Sensation), of the Coverage Issues Manual, effective July 1, 2002.
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If the foot care service is a covered skilled nursing service, meeting the requirements as stated above, then it is a qualifying service.

232.10
Custodial Care.--Custodial care is excluded from coverage under Medicare.

232.11
Cosmetic Surgery.--Cosmetic surgery or expenses incurred in connection with such surgery is not covered.  Cosmetic surgery includes any surgical procedure directed at improving appearance, except when required for the prompt (i.e., as soon as medically feasible) repair of accidental injury, or for the improvement of the functioning of a malformed body member.  For example, this inclusion does not apply to surgery in connection with treatment of severe burns or repair of the face following a serious automobile accident, or to surgery for therapeutic purposes which coincidentally also serves some cosmetic purpose.

232.12
Charges Imposed by Immediate Relatives of the Patient or Members of His Household.--

A.
General.--Payment may not be made under Part A or Part B for expenses which constitute charges by immediate relatives of the beneficiary or by members of his/her household.  The intent of this exclusion is to bar Medicare payment for items and services which would ordinarily be furnished gratuitously because of the relationship of the beneficiary to the person imposing the charge.  This exclusion applies to items and services rendered by providers to immediate relatives of the owner(s).  It also applies to services rendered by physicians to their immediate relatives and items furnished by suppliers to immediate relatives of the owner(s).

B.
Immediate Relative.--The following degrees of relationship are included within the definition of immediate relative:

o
husband and wife;

o
natural or adoptive parent, child, and sibling;

o
stepparent, stepchild, stepbrother, and stepsister;

o
father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, and sister-in-law;

o
grandparent and grandchild; and

o
spouse of grandparent and grandchild.

NOTE:
A brother-in-law or sister-in-law relationship does not exist between the owner of a provider or supplier and the spouse of his wife's (her husband's) brother or sister.

A father-in-law or mother-in-law relationship does not exist between the owner of a provider and his/her spouse's stepfather or stepmother.

A step-relationship and an in-law relationship continues to exist even if the marriage upon which the relationship is based is terminated through divorce or through the death of one of the parties.  Thus, for example, if a provider treats the stepfather of the owner after the death of the owner's natural mother or after the owner's stepfather and natural mother are divorced, or if the provider treats the owner's father-in-law or mother-in-law after the death of his wife, the services are considered to have been furnished to an immediate relative and, therefore, are excluded from coverage.


C.
Members of Patient's Household.--These are persons sharing a common abode with the patient as a part of a single family unit, including those
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related by blood, marriage or adoption, domestic employees and others who live together as part of a single family unit.  A mere roomer or boarder is not included.

D.
Charges for Provider Services.-- Payment is not made under Part A or Part B for items and services furnished by providers to immediate relatives of the owner(s) of the providers.  This exclusion applies whether the provider is a sole proprietor who has an excluded relationship to the patient, or a partnership in which even one of the partners is related to the patient.


E.
Charges for Physician and Physician-related Services.--This exclusion applies to physician services, including services of a physician who belongs to a professional corporation, and services furnished incident to those services (for example, by the physician's nurse or technician) if the physician who furnished the services or who ordered or supervised services incident to his/her services has an excluded relationship to the beneficiary.


Professional corporation means a corporation that is completely owned by one or more physicians, and is operated for the purpose of conducting the practice of medicine, osteopathy, dentistry, podiatry, optometry, or chiropractic, or is owned by other health care professional as authorized by State law.  Any physician or group of physicians which is incorporated constitutes a professional corporation.  (Generally, physicians who are incorporated identify themselves by adding letters such as P.C. or P.A. after their title.)


F.  Charges for Items Furnished by Nonphysician Suppliers.--This exclusion applies to charges imposed by a nonphysician supplier that is not incorporated, whether the supplier is owned by a sole proprietor who has an excluded relationship to the patient, or by a partnership in which even one of the partners is related to the patient.


The exclusion does not apply to charges imposed by a corporation (other than a professional corporation), regardless of the patient's relationship to any of the stockholders, officers or directors of the corporation or to the person who furnished the service.
232.l3
Dental Services Exclusion.-- Items and services in connection with the care, treatment, filling, removal, or replacement of teeth, or structures directly supporting the teeth are not covered.  Structures directly supporting the teeth means the periodontium, which includes the gingivae, dentogingival junction, periodontal membrane, cementum, and alveolar process.

Payment may be made, however, for (a) surgery related to the jaw or any structure contiguous to the jaw, or (b) the reduction of any fracture of the jaw or any facial bone, including dental splints or other appliances used for this purpose.  In general, the jaw or any structure contiguous to the jaw includes structures of the facial area below the eyes, e.g., mandible, teeth, gums, tongue, palate, salivary glands, sinuses, etc.

232.l4
Items and Services under a Workers' Compensation Law.-- Items and services to the extent that payment has been made, or can reasonably be expected to be made promptly under a workers' compensation law or plan of the United States or a State may not be paid for by the program.  Payments for items and services under the health insurance program are subject to repayment to the appropriate trust fund if notice or information is received that payment has been made for the items and services under a workers' compensation plan.  (See §§250ff.)
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