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402.
FREQUENCY OF BILLING

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

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

Inpatient Billing.--Inpatient billing under PPS is normally done after discharge.  However, PPS hospitals not receiving periodic interim payments (PIP) may bill 60 days after an admission, and every 60 days thereafter.

Each PPS interim bill must include all diagnoses, procedures and services from admission to the through date.  Repeat charges included on the prior bill on the subsequent interim adjustment bill.

Your initial PPS interim claims must have a patient status of 30 (still patient).  Submit all interim PPS bills with the following designation:

--
112 - for interim bill (first claim);

When you submit a bill subsequent to the first, submit it in the adjustment format as one of the following:

o
A 117 bill with a patient status of 30 (still patient); or


o
A 117 discharge bill with a patient status of:
--
01
-
Discharged to home or self-care;

--
02
-
Discharged/transferred to another short term general hospital;

--
03
-
Discharged/transferred to SNF;

--
04
-
Discharged/transferred to ICF;

--
05
-
Discharged/transferred to another type of institution (including distinct parts), or referred for outpatient services to another institution;

--
06
-
Discharged/transferred to home under care of organized home health service organization;

--
08
-
Discharged to home under care of a home IV therapy provider; or

--
20
-
Expired (or did not recover - Christian Science Patient)
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SNFs and non-PPS hospitals (i.e., excluded units or hospitals) bill upon discharge or after 30 days (and if necessary, every 30 days thereafter).  You may bill more frequently if you bill electronically. Your intermediary will inform you of the frequency of billing that is acceptable.  Each bill must include all diagnosis and procedures applicable to the admission.  However, do not include charges that were billed earlier.  The from date must be the day after the through date on the earlier bill.  If you receive PIP, do not submit interim bills.

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

Service
Revenue Code
-
DME Rental
290-299

-
Therapeutic Radiology
330-339

-
Therapeutic Nuclear Medicine
342

-
Respiratory Therapy
410-419

-
Physical Therapy
420-429

-
Occupational Therapy
430-439

-
Speech Pathology
440-449

-
Home Health Visits
550-599

-
Hospice Services
650-659

-
Kidney Dialysis Treatments
820-859

-
Cardiac Rehabilitation

Services
482, 943

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

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

Bill other one-time Part B services upon completion of the service.  Bills for outpatient surgery must contain, on a single bill, all services provided on the day of surgery except kidney dialysis services, which are billed on a 72X bill type.  These services normally include:
o
Nursing services, services of technical personnel, and other related services;

o
The patient's use of the hospital's facilities;
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o
Drugs, biologicals, surgical dressings, supplies, splints, casts, appliances, and equipment;

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

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

o
Materials for anesthesia.

See Addendum C for list of applicable revenue codes.
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403.
PROVIDER AGREEMENT TO DOCUMENT YOU TO MEDICARE CLAIMS

The provider agreement to participate in the program requires you to submit all information necessary to support your claims for services.  Failure to submit such information in an individual case will result in denial of the entire claim, the charging of utilization to the beneficiary record, and a prohibition against your billing or collecting from the beneficiary or other person for any services on the claim.  A provider with a common practice of failing to submit necessary information in connection with its claims subjects itself to possible termination of its participation in the program. (See §l50.2.)

404.
BILLING FOR SERVICES AFTER TERMINATION OF PROVIDER AGREEMENT

An agreement with a hospital is not time-limited and has no fixed expiration date.

A.
Part A Billing.--A hospital whose provider agreement terminates (voluntarily or involuntarily), may be reimbursed for covered Part A inpatient services for up to 30 days for services furnished on or after the effective date of termination for beneficiaries who were admitted prior to the termination date.

EXAMPLE:
Termination date:  6/30/88

Beneficiary admitted on or before 6/29/88

Payment can be made:  6/30/88, up to and including 7/29/88

B.
Assuring That Hospitals Continue to Bill for Covered Services.--Upon cessation of a hospital's participation in the program, it supplies the Regional Office the names and HICNs of Medicare beneficiaries entitled to have payment made on their behalf, and continues to bill for covered services in accordance with subsection A.  It continues to submit "no-payment" death or discharge bills for Medicare beneficiaries admitted prior to the termination of the provider's agreement.

C.
Part B Billing.--Following termination of its agreement, a hospital is considered to be a "nonparticipating provider."  An inpatient of such a hospital who has Part B coverage, but for whom Part A benefits have been exhausted, or are otherwise not available, is entitled to reimbursement for those services that are covered in a nonparticipating institution.  See §§ 490ff.  Services, if rendered, must be billed on Form HCFA-1500 and sent to the Part B carrier.  If a hospital has been billing on the HCFA-l554 for physician services, it continues to do so.

If a terminated hospital meets the necessary criteria, it may be certified to provide emergency services, and will be assigned an emergency provider number (E suffix).  This procedure is not automatic, however, and hospitals which are terminated for Life Safety Code violations may never be able to qualify as emergency providers.  Should a terminated hospital later qualify as an emergency provider, billings are handled by the designated emergency intermediary.

404.1
Billing Procedures for a Provider Assigned Multiple Provider Numbers or a Change in Provider Number.--Where a multiple-facility provider is assigned separate provider numbers for each component facility or where a hospital is assigned a different number, it is required to use the new number for all notices of admission, bills, etc., beginning with the date the new number is effective.
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A.
Inpatient.--The component provider to which the new number is assigned must apportion costs for all patients who are inpatients in that component as of the first day of the next fiscal period when the new provider number goes in effect. The hospital must submit a discharge bill with the old provider number and an admission notice with the new.  The date of discharge and the date of admission are the same date, which is the first day of the new fiscal period.  All subsequent billings are submitted under the new provider number.

In a no-payment situation where the entire billing period represents charges for which no Part A payment can be made, it is not necessary to submit a discharge bill and admission notice.  In this situation, only a final no-payment bill with a discharge date is submitted under the old provider number.  Services furnished during the "no-payment" period may subsequently be determined to be covered.  Where such covered services were furnished before the date of change in provider number, submit one corrected bill covering the entire period showing the old provider number.  However, where services subsequently determined to be covered were furnished after the date of change, submit a corrected discharge bill with the old provider number and a new admission notice and billing with the new provider number.

B.
Outpatient Services and Part B Ancillary Services.--For outpatient services and Part B ancillary services, use the old provider number for services provided up through the day before the effective date of the new provider number.  Thereafter, use the new number when submitting bills.
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406.
WAIVER OF LIABILITY PROVISIONS.

The basic premise of the waiver provision in §1879 of the is that beneficiaries who did not know or had no reason to know that the services were not covered, are protected from liability in two denial situations:

o
When the services were found to be not reasonable and necessary (which includes adverse level of care determinations); or

o
When custodial care is involved.

If the beneficiary had knowledge or should have had knowledge of the noncoverage of these services, the ultimate liability rests with the beneficiary.  When neither the beneficiary nor you knew or reasonably could have been expected to know that the services were not covered, the program accepts liability.  Where you had or should have had such knowledge and the beneficiary is protected from liability, liability falls upon you, i.e., do not charge the beneficiary for the services other than deductibles and coinsurance, even though no program payment is made.

Waiver of liability may apply to Part A and Part B services.  Coinsurance and deductibles may be charged to the beneficiary where he received the benefit of this waiver provision.

The PRO is responsible for making waiver determinations relating to cases it reviews for you and the beneficiary.  The intermediary is responsible for waiver determinations on cases it reviews.

Payment to you for services disapproved by a PRO may not be made except under the waiver of liability provision.  If neither the beneficiary nor you are liable for denied services, and the PRO determines that additional time is required to arrange for post discharge care, payment can be made to you for not more than 2 days.  (See §297 for application of payment under waiver of liability.)

407.
PAYMENT OF NONPHYSICIAN SERVICES FOR INPATIENTS.

All items and nonphysician services furnished to inpatients must be furnished directly by you or billed through you under arrangements.  This provision applies to all hospitals, regardless of whether they are subject to PPS.

A.
Other Medical Items, Supplies, and Services.--The following medical items, supplies, and services furnished to inpatients are covered under Part A.  Consequently, they are covered by the prospective payment rate or reimbursed as reasonable costs under Part A to hospitals excluded from PPS. 

o
Laboratory services (excluding anatomic pathology services and certain clinical pathology services);

o
Pacemakers and other prosthetic devices including lenses, and artificial limbs, knees, and hips;

o
Radiology services including computed tomography (CT) scans furnished to inpatients by a physician's office, other hospital or radiology clinic;

o
Total parenteral nutrition (TPN) services; and
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o
Transportation, including transportation by ambulance, to and from another hospital or freestanding facility to receive specialized diagnostic or therapeutic services not available at the facility where the patient is an inpatient.  Include the cost of these services in the appropriate ancillary service cost center, i.e., in the cost of the diagnostic or therapeutic service.  Do not show them separately under revenue code 540.

EXCEPTIONS 

o
Pneumococcal vaccine.--Pneumococcal vaccine is payable under Part B only and is billed by the hospital on the HCFA-l450.

o
Ambulance service.--For purposes of this section "hospital inpatient" means a beneficiary who has been formally admitted it does not include a beneficiary who is in the process of being transferred from one hospital to another.  Where the patient is transferred from one hospital to another, and is admitted as an inpatient to the second, the ambulance service is payable under only Part B.  If transportation is by a hospital owned and operated ambulance, bill separately on form HCFA-l450 as appropriate.  Similarly, if you arrange for the ambulance transportation with an ambulance operator, including paying the ambulance operator, bill separately.  However, if you do not assume any financial responsibility, the billing is to the carrier by the ambulance operator or beneficiary, as appropriate.

o
Part B Inpatient Services.--Where Part A benefits are not payable, payment may be made to you under Part B for certain medical and other health services.  See §4l8.l.

o
Anesthetist Services "Incident to" Physician Services.--If a physician's practice was to employ anesthetists and to bill on a reasonable charge basis for these services and that practice was in effect as of the last day of your most recent l2 month cost reporting period ending before September 30, l983, the physician may continue that practice through cost reporting periods beginning October l, l984.  However, if the physician chooses to continue this practice, you may not add costs of the anesthetists service to your base period costs for purposes of your transition payment rates.  If it is the existing or new practice of the physician to employ certified registered nurse anesthetists (CRNAs) and other qualified anesthetists and include charges for their services in his or her bills for anesthesiology services for your cost report periods beginning on or after October l, l984 and before October l, l987, the physician may continue to do so.  

B.
Exceptions/Waivers.--These provisions may be waived until cost reporting periods beginning on or after October l, l986, under certain circumstances.  The basic criteria for waiver is that services furnished by outside suppliers are so extensive that a sudden change in billing practices would threaten the stability of patient care.  Specific criteria for waiver and processing procedures are in §2804 of the Provider Reimbursement Manual (HCFA Pub. l5-l).  Hospitals that believe they qualify for a waiver apply to the RO through their intermediary.  For hospitals under PPS, approved waivers require the intermediary to deduct the Part B reasonable charges for services furnished by the outside suppliers from the hospital's prospective payments.
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408.
PATIENT IS A MEMBER OF AN HMO FOR ONLY A PORTION OF THE BILLING PERIOD.

Where a patient either enrolls or disenrolls in an HMO during a period of services, two factors determine whether the HMO is liable for the payment.

o

Whether you are included in PPS, and

o

The date of enrollment.

If you are a PPS hospital and the patient changes his HMO status during an inpatient stay, his status at admission determines liability.  If he was enrolled in the HMO before admission, the HMO is responsible regardless of whether he disenrolled before discharge. If the patient was not an HMO enrollee upon admission but enrolls before discharge, the HMO is not responsible for payment.

If you are not a PPS hospital, the HMO is responsible for payment for services on and after the day of enrollment up through the day that disenrollment is effective.
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409.
REDUCTION IN PAYMENT DUE TO P.L. 99-177

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

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

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

B.
Definitions.--

Date of Service:  For PPS hospital services the intermediary applies the reduction based upon discharge.  For other services the reduction is based upon the through date on the bill. You may bill earlier services separately to avoid the reduction.

Affected Providers:  All Medicare providers, both PPS and non-PPS, including those in areas with special payment rules (Maryland and the Finger Lakes region of New York) are affected.

Reduction Amount:  The applicable reduction percentages by FY are:

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

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

o
Federal FY 1988 - 2.324 percent as follows:

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

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

o
Federal FY 1989 - There is no sequestration order for this period.
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o
Federal FY 1990 - 

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

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

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

o
Federal FY 1991 -


--
There is no sequestration for Part A.


--
2.00 percent from November 1, 1990 through December 31, 1990, for items and services under Part B.
The amount of the reduction is determined by October 15 for each year.  You will be informed by your intermediary of the specific percentage by which bills will be reduced after the final determination is made.  

C.
Changes Required in Bill Payment Procedures.--You may bill separately for all non-PPS services prior to the effective date in order to avoid the reduction of the entire bill.  Do not split PPS bills by the effective date of the reduction, e.g., the Federal FY, because the date of discharge controls payment.  However, split any non-PPS bills for all other services spanning the effective date of the reduction, e.g., the Federal FY.

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

You can expect reduction on final PPS (DRG) payments, cost based interim payments, and PIP payments, and PPS pass-through payments.  When payment is for laboratory services, the intermediary makes the reduction after it decides whether the charge or fee schedule is lower.

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

You may not collect the reduction amount from beneficiaries.
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410.
PACEMAKER REGISTRY

THIS PROCEDURE WAS EFFECTIVE THROUGH 10/1/96.  DO NOT USE THESE INSTRUCTIONS FOR SERVICES FURNISHED ON OR AFTER 10/2/96.  PUBLIC LAW 104-224 SIGNED OCTOBER 2, 1996 REPEALED §1862(h) OF THE SOCIAL SECURITY ACT (42 U.S.C. 1395y) AS AN UNNECESSARY MEDICAL DEVICE REPORTING REQUIREMENT OF P.L. 98-369.  IT IS NO LONGER NECESSARY TO COLLECT PACEMAKER DATA.
A.
General.--Public Law 98-369 requires the Secretary to provide a registry for all pacemaker devices and leads for which payment is made under Medicare.  When the intermediary reviews your bill and finds ICD-9-CM codes 37.70 and 37.73-37.85, you will be asked to provide certain data (see subsections B, C, and D below) within 60 days.

Intermediaries have several options as to how to request the data:

o
They can mail the letter shown in paragraph E below to you;

o
They can provide you with a supply of letters that you can complete as you prepare bills involving pacemaker activity; or

o
They can give you an electronic format for submission.

Your intermediary will inform you how to report pacemaker data.

Your report will identify all components implanted or explanted in the specific procedure.

B.
Data Required for Pacemaker Registry.--The following information is reported to HCFA by the intermediary.  The intermediary will ask you for this information.

Field

Number
Field Name
Picture
Justified
Positions
  1
Provider Number
X(6)
L
1-6

  2
HICN
X(l2)
L
7-18

  3
Patient Name

Last
X(6)
L
19-24

First Initial
X

25-25

Middle Initial
X

26-26

  4

Procedure Date (MMDDYY)
9(6)
L
27-32

  5

Ordering Physician Number
X(l6)
L
33-48

  6

Ordering Physician Name
X(l3)
L
49-61

  7

Operating Physician Number
X(l6)
L
62-77

  8

Operating Physician Name
X(l3)
L
78-90

  9

Record Identification Code
X

91-91

10

Manufacturer Identification
XXX
L
92-94

11

Model Number
X(l5)
L
95-l09

12

Serial Number
X(20)
L
110-l29

13

Warranty Expiration Date (MMDDYY)
X(6)
L
130-135

14

Implant Date (explanted or 

replaced device) (MMDDYY)
X(6)
L
136-141

15

Lead Left in Patient

yes(Y) no(N)
X

142-142
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16

Returned to Manufacturer

yes(Y) no(N)
X

143-143

17

Intermediary Number
X(5)
L
144-148

C.
Field Definitions.--The following definitions apply whether you are submitting the data on the form or via electronic media.

1.
Provider Number:  The Medicare provider number identifying the hospital in which this procedure was performed.

2.
HICN:  The Health Insurance Claim Number of the beneficiary receiving this procedure.

3.
Patient Name:  The name of the patient receiving this procedure.

4.
Procedure Date:  The date this procedure was performed (MMDDYY).

5.
Ordering Physician Number:  The unique physician identification number (UPIN) of the physician who ordered the implant or explant for services on or after January 1, 1992.

6.
Ordering Physician Name:  The last name of the physician who ordered the implant or explant.

7.
Operating Physician Number:  Show the UPIN of the physician performing this procedure.  

8.
Operating Physician Name:  The last name of the physician performing this procedure.

9.
Record Identification Code:
A one position code identifying the type of procedure.  Where multiple procedures are performed submit a separate record for each.

 l = Implanted Pulse Generator

2 = Implanted Atrial Lead

3 = Implanted Ventricular Lead

5 = Explanted Pulse Generator

6 = Explanted Atrial Lead

7 = Explanted Ventricular Lead 

10.
Manufacturer Identification: Identifies the manufacturer of the implanted or explanted device.  Identification numbers follow.  Always show the identification number in your response. The name is not needed.

00l
American Medical Instruments (formerly R.E. Brown)

002
Bentley Laboratories

003
Biostim Inc.

004
Biotronik GMBH and CO
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005
Cardiac Control Systems Inc.

006
Cardiac Pacemakers Inc. (Div. of Ely Lily)

007
Cardio-Pace Medical Inc.

008
Cook Pacemaker Corp.

009
Coratomic Inc.

010
Cordis Corp.

011
Ela Medical

012
Intermedics Inc.

013
Medtronic Inc.

014
Pacesetter Systems Inc.

015
Siemens-Elema Pacemaker Systems

016
Teletronics Proprietary Ltd. (of Teletronics Inc.)

017
Synthemed

018
Vitatron Medical, B.V.

019
A W Showell (Surgicraft)

020
Alto Development Corp.

021
AMP, Inc.

022
Bloom Associates, Ltd.

023
Cardioframe - Compagnie Franaise D'Elect

024
Coats Pacesetter, Ltd.

025
Cordis Europa, N.V.

026
Criticon, Inc.

027
Daig Corp.

028
Eastlake Corp.

029
Electro-Catheter Corp.

030
Ethicon, Inc.

031
Gardio - Pace Med Inc.

032
Gatron Corp.

033
KMA, Inc.

034
Mancock/Extracorporeal

035
Medi-Dyne Instrument Inc.

036
Norland Corp.

037
Omikron Scientific Ltd.

038
Siemens Elema AB

039
Stockert Instrumente GMBH and Co KG

040
Transpace, Inc.

041
Vascular Products, Inc.

042
Win Hirsch and Associates

043
Arco Medical Products

044
Encor Paramus

045
Tel Autima II

046
AFP

047
Cosmos

048
Spectrax

049
Quantan

050
General Electric

051
Unipolar

052
Cardio Dynamics

053
OSCOR

054
USCI Div., C. R. Bard Inc.

055
Medcor

11.
Model Number: The model number of the device implanted or explanted in this procedure.
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12.
Serial Number: A number that uniquely identifies this specific device.

13.
Warranty Expiration Date: The expiration date of the warranty on  this particular device.  If there is a lifetime warranty, use code 999999 .  If no warranty exists, use code NNNNNN  If unknown, use code UUUUUU.  (Code UUUUUU is acceptable for explants only.)

14.
Implant Date (explanted or replaced device): For explanted or replaced devices only (Record Identification Codes 5, 6, or 7) give the date of implant for the explanted or replaced device (MMDDYY).  If unknown, fill the field with Us (i.e., UUUUUU).

15.
Lead Left in Patient: A code to indicate whether a lead explant was performed in connection with an implant (Record Identification codes 2 and 3) or whether the former lead was left in the patient.  This coding is used for implant records only.  Y = Lead left in patient; N = Former lead explanted or no former lead exists.

16.
Returned to Manufacturer: A code to indicate whether a device which has been explanted has been returned to the manufacturer.  Y = returned; N = not returned.

17.
Intermediary Number: The Medicare intermediary number of your intermediary .

D.
Edit Specifications.--The intermediary edits according to the following specifications.  You can save work by performing the same edits before furnishing the information to the intermediary.

Field
l

Provider Number - lst 2 positions - Valid State code.

Check that the last four digits of the provider number are correct for you.

000l-0999, l200-l299, 2000-2299, 3025-3099, 3300-3399, 4000-4499.

2

HICN

If the HICN starts with a number, it should conform to the following specifications:

The lst three digits, the "area," must fall within the ranges 00l-626 or 697-729.

The next two digits, the "Group," must fall within the range 0l-99 (00 is not assigned).

The last four digits, the "serial," must fall within the range 000l-9999 (0000 is not assigned).
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The next position must contain one of the following letters:

A, B, C, D, E, F, J, K, or W.

A is followed by a blank.

B is followed by a blank, l-9, A, D, G, H, J, K, L, N, P, Q, R, T, W or Y.

C must be followed by any number l-9, or any letter A-Z.

D may be followed by a blank, l-9, A, C, D, G, H, J-N, P-T, or V-Z.

E may be followed by a blank, l-9, A-D, F-H, J, L, or M.

F must be followed by l-8.

J must be followed by l-4.

K must be followed by l-9, A-H, J, L, or M.

W may be followed by a blank, l-9, B, C, F, G, J, R, or T.

T may be followed by a blank, A-H, J-N, Q-Z, 2-9.

M may be followed by a blank.

If the HICN starts with a letter, it should conform to the following specifications:

If the letter is A, it is followed by 00000l-99l273, 995000-999999.

If the first two characters are MA, WA, CA, or PA, or the first 3 characters are WCA, the next six characters must be in the ranges 00000l-4l5935, 995000-999999.

RRB HICN must conform to the following specifications:

A.
Six Digit Numbers
Prefix
6 Digit Number
A, MA, WA, CA, WCA, PA, JA
00000l-99l273, 995000-999999

WD, WCD, PD
00000l-4l5935, 995000-999999

H, MH, WH, WCH, PH
00000l-049l59, 995000-999999

B.
Nine Digit Numbers
The valid prefixes are as shown on A, above.  The number portion must meet the same specifications as a non-RRB HICN.
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  3.
Patient Name 
Blanks are not acceptable.

  4.
Procedure Date (MMDDYY)
Month portion must be 0l-l2

Day portion must be 0l-3l

Year portion must be greater than 84, but not greater than the year tape created.

  5.
Ordering Physician Number
Edit according to specifications in §462, items 92 and 93.

  6.
Ordering Physician Name
Blanks are not acceptable.

  7.
Operating Physician Number
See 5, above.

  8.
Operating Physician Name
Blanks are not acceptable.

  9.
Record Identification Code
Must be in range l-7 excluding 4.

10.
Manufacturer Identification
Must be valid number as shown in field definition.

11.
Model Number
Blanks are not acceptable.

12.
Serial Number
Blanks are not acceptable.

13.
Warranty Expiration Date
Must be valid date greater than, or equal to:

o  Field 4

o  NNNNNN if no warranty exits

o  UUUUUU if unknown

o  999999 if a lifetime warranty

14.
Implant Date of Explanted 
Must be valid date less than  field

or Replaced Device 
4 above or UUUUUU if unknown.

15.
Lead Left in Patient
 Must be Y or N.

16.
Returned to Manufacturer
 Must be Y or N.

17.
Intermediary Number
Constant - must be your intermediary's number.
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E.
Sample Letter To Secure Pacemaker Data From Providers





1. Date:                        



(MMDDYY)   

2. Name of Hospital:                                   
Provider Number:                           

4. Patient Name:                                                   

5. HICN:                    




6. Date of Admission:                                    



















        (MMDDYY)

7. ICD-9-CM Procedure Code:                        8. Procedure Date:                           

9. Medical Record #:                                   10. Patient Control # :                         

                   (MMDDYY)

The medical information on the claim you recently submitted for the above confinement indicates pacemaker related services.  Section 2304 of P.L. 98-369 requires that we obtain from you the information listed below for inclusion in the Food and Drug Administration's Pacemaker Registry.  Your response to this request within 60 days of the date of this letter is appreciated.  Please see Section 410.F for instructions on completing the form.

11. Physician Identification:

Physician Ordering Implant/Explant


Operating Physician




Number a.                                    



Number c:                                        


Name 
b:                                            ___



Name d:                                                        

12. Pacemaker Information:










         IMPLANTS ONLY      EXPLANTS OR REPLACEMENTS ONLY 

 














         Leads Left
  

Returned   
Date Device

         In Patient


to Mfgr       
Implanted

Component

Mfgr
Model


Serial #
Warranty Expiration
























Date (MMDDYY)










                                  























                                                                                                                                                     

  
    Implants

























(1)Pulse Generator

a)       
b)                 
c)                 
d)                        

(2)Atrial Lead

a)       
b)                 
c)                 
d)                      



e) Y_or N_


f) Y_or N_

(3)Ventricular Lead
 
a)       
b)                 
c)                 
d)                      



e) Y_or N_


 f) Y_or N_

   Explants

(5)Pulse Generator

a)       
b)                 
c)                 
d)                      






  f) Y or N

g)                            

(6)Atrial Lead

a)       
b)                 
c)                 
d)                      







f)Y_or N_
g)                            

(7)Ventricular Lead
 a)       
b)                 
c)                 
d)                      







f)Y_or N_
g)                            

____
MB APPROVAL NO:  0938-0436
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F.
Instructions for Use of Sample Letters to Provide Pacemaker Data.--The sample letter to secure pacemaker data has the header information entered by the intermediary which fills-in items l-l0 at the top .  Fill in the remainder of the sample letter and return it within 60 days of the date of the request.

Complete items ll-l2 on the sample letter shown in subsection E in the following manner:

11.
Physician Identification: 

Physician Ordering Implant/Explant 

a.
Number:  Must be the number used for billing Medicare.  (UPIN on or after January 1, 1992)

b.
Name:  Must be last name only.  If there are more than l3 letters in the last name, complete only the first l3 letters.

Operating Physician 

c.
Number:  Must be the number used for billing Medicare.  (UPIN on or after January 1, 1992)

d.
Name:  Must be last name only.  If there are more than l3 letters in the last name, complete only the first l3 letters.

12.
Pacemaker Information:

For each component implanted, explanted, or replaced  fill in columns a through d.  

a)
Manufacturer:  Must be the 3 digit code listed in section C above 


(item l0).

b)
Model Number:  Fill in for the particular device.

c)
Serial Number:  Fill in using the unique serial number stamped on the device.

d)
Warranty Expiration Date:  Enter for the device explanted or 


implanted.

e)
Lead Left in Patient:  For implanted devices only (those on lines (2) and (3) in item l2).  Indicate whether a former lead was left in the patient in conjunction with the implant.  If so, code Y for yes.  If there was no former lead, or if it was explanted in conjunction with the implant, code N for no.

f)
Returned to Manufacturer:  If device has been returned to the 


manufacturer, identify with a Y after yes.  If the device has not been returned to the manufacturer, indicate with a N after no.

g)
Date Device Implanted:  For explanted or replaced devices only (those on lines (5),(6), and (7) in item l2) give the date of initial implant.  Use the MMDDYY format.

Your intermediary edits the data according to the edit specifications in §410.D. and returns all records not passing the edits.
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411.
SUBMITTING INPATIENT BILLS IN NO-PAYMENT SITUATIONS

The benefit days available to a beneficiary depend upon the status of his/her utilization of services during the benefit period described in §2l5 and the lifetime reserve days described in §219.  Submit bills for all stays, including those for which no program payment can be made.  This assists the intermediary and HCFA in maintaining utilization records and determining remaining eligibility.  Even though these bills are noncovered, a bill is required because hospitalization could extend a benefit period.

Hospitals on PPS submit a single bill for a beneficiary's entire stay where  no payment is being made. Submit the bill at discharge or death.  Use occurrence span code 76 and/or 77 (FL 36) to show that the bill is for noncovered services.  Report all noncovered days in FL 8.  Where there has been a review by the PRO, report the results in FLs 24-30 and 36.
Hospitals not on PPS (e.g., long-term or psychiatric hospitals), submit only one no-payment bill.  Submit the bill upon discharge or death.  Use occurrence span code 76, 77 or both to show the bill is for noncovered services.  If the bill was paid in full by another payer, complete as a MSP bill per §§469-472.

Where you have submitted a Part B inpatient bill, a no-payment discharge bill is required if the beneficiary is entitled to Part A.  See §228 for conditions when Part B services are payable.

If the patient or representative refuses to sign a request for payment, submit a no-payment bill upon discharge or death.  You may bill the patient for the services.

If a physician refuses to sign a certification even though he/she agrees that the services are required, submit a bill.  

If you fail to submit needed information or if you are at fault under the waiver of liability provision, submit a bill to update the patient's utilization record.  You may not bill the patient for covered services since your agreement with the Secretary precludes you from doing so.  You may bill the patient only for the deductible and coinsurance amounts.

Do not send a no-payment discharge bill where the intermediary has notified you that the beneficiary is entitled only to Part B.

A.
No-Payment Situations Where Bills Must be Submitted.--Situations for which bills are required include the following.  If part of the admission will be paid and part not , prepare one bill covering the entire stay.  Report periods where the beneficiary is liable with occurrence span code 76.  Report periods when you have been found liable by the PRO before billing or otherwise think you are liable with occurrence span code 77.

o
For the period after the date benefits were exhausted.  This means that lifetime reserve days were exhausted or the patient elected not to use them.
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o
For the period  beginning with the day after the day covered level of care ended (non-PPS hospital) or the day after the date active treatment ended (psychiatric hospitals).

o
For the period beginning after allowable grace days when the URC's or PRO's finding precludes further payment.

o
When the inpatient psychiatric reduction reduces the inpatient psychiatric days available to none.  (See §217.)

o
When the patient has exhausted the lifetime limitation of l90 days of inpatient psychiatric hospital services.  (See §2l7.)

o
When services are not otherwise covered under Part A.  For example, excluded services were furnished, such as noncovered dental care or cosmetic surgery, or the request for payment is filed after the time limitation has expired and you are not responsible for late filing.  (See §269.)

o
When the PRO has notified you before billing that the beneficiary is at fault. 

o
For final no-payment bills when the beneficiary is admitted prior to the termination of the provider agreement.

o
If the patient or representative refuses to sign a request for payment.

o
If a physician refuses to sign a certification even though he/she agrees that the services are required.

o
If you fail to submit needed information to assist in making a final determination on the bill.

o
If you are found at fault under the waiver of liability provision.

o
For the period for which payment was made by an NIH Grant, the PHS, VA, or other governmental entity.

o
For the period covered in full by WC (including BL), automobile medical, no-fault insurance, other liability insurance, or in the situations described in §§263 and 264 by an EGHP or an LGHP.
o
For services provided to an HMO enrollee for which an HMO has jurisdiction for payment.  Since HCFA is instructing you to provide this information, negotiate an agreement with the HMO for submitting to it bills it pays.  Include in your agreement with HMOs a clear statement of the data elements required for proper identification of Medicare HMO/CMP enrollees and accurate submission to the intermediary.

Where the HMO does not have jurisdiction, prepare a payment bill.

B. 
Completing Items on NO-Payment Bills.--Complete all items on a nopayment bill in accordance with instructions for completing payment bills.  (See §460.)  Show charges for denied or noncovered days which will not be paid as noncovered.  If you will be paid under waiver, show them as covered.
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411.1.
Adjustment Bills.--


A.
General.--Adjustment bills are the most common mechanism for changing a previously accepted bill.  They are required to reflect the results of PRO medical review.  Adjustments may also be requested by HCFA via CWF if it discovers that bills have been accepted and posted in error other than the omission of a charge.  Your intermediary will ask you for an adjustment request for certain situations.


For hard copy UB-92 adjustment requests, place the ICN/DCN of the original bill in FL 37 for Payer A, B, or C.  For EMC bills in HCFA national UB-92 format (version 004), you must submit the ICN/DCN of the original bill in Record Type 31, positions 155-177.


B.
General Rules for Submitting Adjustment Requests.--Adjustment requests that are "cancel-onlys" are "credits" and must match the original in the following fields:


o
Intermediary control number (ICN/DCN);


o
Surname;


o
HICN;


When a definite match cannot be made on the 3 fields above, your intermediary will use the fields below as needed.  Note that for older claims, ICN/DCN probably will not match.


o
Date of birth;


o
Admission date, unless changed by this adjustment requests; and


o
From/thru dates, unless changed by this adjustment request.


Cancel-only adjustment requests are not acceptable, except in cases of incorrect provider identification numbers and incorrect HICNs.  Submit a corrected replacement bill (bill type xx1) to your intermediary after submitting the cancel-only request for the incorrect bill.


Submit all other adjustment requests as debit-onlys.  Show the ICN/DCN of the bill to be adjusted as described in subsection A. with the bill type shown as xx7.  Submit adjustment requests to your intermediary either electronically or on hard copy.  Electronic submission is preferred.


Your intermediary must enter the following bill types that relate to the entity generating the adjustment request:


xx7
- Provider (debit)

xx8
- Provider (cancel)

xxF
- Beneficiary

xxG
- CWF

xxH
- HCFA

xxI
- Intermediary

xxM - MSP

xxP
- PRO

xxJ
- Other

xxK
- OIG
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Submit all adjustment requests as bill type xx7 or xx8.  Since several different sources can initiate an MSP adjustment (e.g., you, CWF, or your intermediary), the MSP designation, xxM, takes priority over any other source of an adjustment except OIG.  When you submit an MSP adjustment request to your intermediary, it will change the bill type to xxM.  These priorities refer only to the designation of the source of the adjustment.  The difference between CWF generating the adjustment request and HCFA generating the request is:


o
An adjustment is CWF-generated if your intermediary makes it in response to a CWF alert or in response to a HCFA-L1002.


o
An adjustment is HCFA generated if your intermediary is instructed to make the change by HCFA CO or by a HCFA RO.  Typically, your intermediary receives such direction from HCFA when it decides to retroactively change payment for a class or other group of bills.  Occasionally, HCFA will discover an error in the processing of a single bill and direct your intermediary to correct it.


C.
Tolerance Guidelines for Submitting Adjustment Requests.--


1.
Guidelines for Inpatient Adjustments.--When a bill is submitted and you or the intermediary discover an error, submit an adjustment request using the HCFA-1450.


Submit most adjustment requests as debit-onlys, using bill type xx8.


Also, submit a debit-only adjustment request to your intermediary if you previously submitted an interim bill for a PPS hospital stay or wish to change the number of days in any inpatient stay.


2.
Guidelines for Outpatient Adjustments.--When an initial bill for outpatient services is submitted and you or the intermediary discover an error, submit an adjustment request using the HCFA-1450.


Submit most adjustment requests as debit-onlys, using bill type xx7.  However, to change provider identification number or HICN, or to repay a duplicate payment, submit your adjustment request as a cancel-only, using bill type xx8.


Also, submit a debit-only adjustment request to your intermediary if you previously submitted a bill for the same day for ambulatory surgery subject to the ASC payment limitation or if you are billing for ESRD services included in the composite rate.


Submit other charges discovered after billing as late charges.  (See 411.3.)


411.2
Claim Change Reasons.--


A.
Claim Change Reason Codes.--Submit one of the following claim change reason codes to your intermediary with each debit-only or cancel-only adjustment request:


Bill


Reason

Type

Code
Explanation


xx7
D0 (zero)       Change to service dates


xx7
D1                 Change in charges


xx7
D2                 Change in revenue codes/HCPCS
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xx7
D3
Second or subsequent interim PPS bill


xx7
D4
Change in GROUPER input (diagnoses or procedures)


xx8
D5
Cancel-only to correct a HICN or provider identification number


xx8
D6
Cancel-only to repay a duplicate payment or OIG overpayment (includes cancellation of an outpatient bill containing services required to be included on the inpatient bill.)


xx7
D7
Change to make Medicare the secondary payer


xx7
D8
Change to make Medicare the primary payer


xx7
D9
Any other change


xx7
E0 (zero)
Change in patient status


Do not submit more than one claim change reason code per adjustment request.  Choose the single reason that best describes the adjustment you are requesting.  Use claim change reason code D1 only when the charges are the only change on the claim.  Other claim change reasons frequently change charges, but you are not to "add" reason code D1 when this occurs.


Enter the claim change reason code as a condition code on the hard copy HCFA-1450.  For electronic HCFA-1450S, enter the claim change reason code as a condition code on record type 41 in fields 4-13.  For reason codes D0-D4 and D7-D9, submit a debit-only adjustment request, bill type xx7.  For reason codes D5 and D6, submit a cancel-only adjustment request, bill type xx8.


B.
Edits on Claim Change Reason Codes. --The following edits are based on the claim change reason code.  Your intermediary must apply them to each incoming adjustment request you generate.


o
If the type of bill is equal to xx7 and the claim change reason code is not equal to D0-D4, D7-D9, or E0, your intermediary rejects the request back to you with the following error message, "Claim change reason code must be present and equal to D0-D4, D7-D9, or E0 for a debit-only adjustment request."


o
If the type of bill is equal to xx8 and the claim change reason code is not equal to D5-D6, your intermediary rejects the request back to your with the following error message, "Claim change reason code must be present and equal to D5-D6 for a cancel-only adjustment request."


o
If the type of bill is equal to xx7 or xx8 and the ICN/DCN of the claim being adjusted is not present, your intermediary rejects the request back to you with the following message,  "ICN/DCN of the claim being adjusted is required for an adjustment request."


o
If more than one claim change reason code is present on your request, your intermediary rejects the request back to you with the following message,  "only one claim change reason code may apply to a single adjustment request from a provider.  Choose the single claim change reason code that best describes the reason for your request and resubmit."
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o
If you submit an adjustment request as type of bill not equal to xx7 or xx8, your intermediary rejects the request back to you with the message, "Provider submitted adjustment request must use type of bill equal to xx7 or xx8."


o
If the claim change reason code is equal to D0, your intermediary compares the beginning and ending dates on your request to those on the claim to be adjusted on its history.  If these dates are the same, it rejects the request back to you with the message, "Dates of service must change for claim change reason code D0."


o
If the claim change reason code is equal to D1, your intermediary compares the total and line item charges on your request to those on the claim to be adjusted on its history.  If these changes are the same, your intermediary rejects the request back to you with the message, "Charges must be changed for claim change reason code D1."


o
If the claim change reason code is equal to D2, your intermediary compares revenue codes/HCPCS on your request to those on the claim to be adjusted on its history.  If these codes are the same, it rejects the request back to you with the message, "Revenue codes/HCPCS must change for claim change reason code D2."


o
If the claim change reason code is equal to D3, your intermediary compares the ending date on your request to that on the claim to be adjusted on its history.  If these dates are the same, it rejects the request back to you with the message, "Thru dates must change for the claim change reason code D3."


o
If the claim change reason code is equal to D4, your intermediary compares diagnosis and procedure codes on your request to those on the claim to be adjusted on its history.  If these codes are the same and are in the same sequence, it rejects the request back to you with the message,  "Diagnoses and/or procedures must change for claim change reason code D4."


o
If the claim change reason code is equal to D5 or D6, type of bill must be equal to xx8 on your request.  If type of bill is not equal to xx8, your intermediary rejects the request back to you with the message, "Type of bill must be equal to xx8 for claim change reason codes D5 or D6."


o
If the claim change reason code is equal to D7, an MSP value code (12-16, 41-43, or 47) must be present, if a value code, 12-16, 41-43, or 47, is not present, your intermediary rejects the request back to you with the message, "An MSP value code (12-16, 41-43, or 47) must be present for claim change reason code D7."


o
If the claim change reason code is equal to D7, and one or more of value codes 12-16, 41-43, and/or 47 is present but each value amount is equal to 0 (zero) or spaces, your intermediary rejects the request back to you with the message, "invalid value amount for claim change reason code D7."


o
If the claim change reason code is equal to D8, and a value code 12-16, 41-43, or 47 is present, your intermediary rejects the claim back to you with the message, "Invalid value code for claim change reason D8."


o
If the claim change reason code is equal to E0, your intermediary compares patient status on your request to that on the claim to be adjusted.  If patient status is the same, your intermediary rejects the request back to you with the message, "Patient status must change for claim change reason E0."
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If an adjustment you initiate results in a change to a higher weighted DRG, your intermediary edits the adjustment request to insure it was submitted within 60 days of the date of the remittance for the claim to be adjusted.  If it is, your intermediary processes the claim for payment.  If the remittance date is more than 60 days prior to the receipt date of the adjustment request results in a change to a lower weighted DRG, your intermediary processes the claim for payment and forwards it to CWF.


Your intermediary must suspend for investigation all adjustment requests with claim change reason codes D4, D8, and D9.  Providers that consistently use D9 will be investigated and, if a pattern of abuse is evident, may be reported to the OIG.


C.
Additional edits. --Your intermediary must perform the following additional edits and investigates adjustment requests you submit:


o
A full denial once the bill is paid, except to accomplish retraction of a duplicate payment;


o
A change in DRG based on a change in age or sex;


o
A change in deductible;


o
An adjustment request that changes a previously submitted PRO adjustment request;


o
An adjustment of a bill due to a change in utilization or spell data on another bill;


o
A reopening to change a no-payment bill to a payment bill;


o
A reopening to pay a previously denied line item;


o
An adjustment request you initiate with a claim change reason code equal to D7, with the Medicare payment amount equal to or greater that the previously paid amount; or


o
An adjustment request with a claim change reason code equal to E0, and the claim is for a PPS hospital.  Your intermediary must investigate if the change is from patient status 02, transferred to another acute care facility.


411.3
Late charges. --Submit late charges on bills to your intermediary as bill type xx5.  These bills contain only additional charges.  However, submit late charges for services on the same day as outpatient surgery subject to the ASC limit, ESRD services paid under the composite rate, all inpatient accommodation charges, and all inpatient PPS ancillaries as adjustment requests.


You may submit the following charges omitted from the original paid bill to your intermediary as late charges:


o
Any outpatient services other than the exceptions stated in this paragraph.  This includes late charges for HHA services under either Part A or Part B, hospice services, hospital outpatient services except those on the day of ambulatory surgery subject to the ASC payment limitation, RHC services, OPT services, SNF outpatient services, CORF services, FQHC services, CHMC services, and ESRD services not included in the composite rate; and
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o
Any inpatient SNF ancillaries or inpatient hospital ancillaries other than from PPS hospitals.  You may not submit late charges (xx5) for inpatient accommodations. You must submit these as adjustments (bill type xx7).


Your intermediary has the capability to accept xx5 bill types electronically and process them as initial bills except as described in the following paragraph.


Your intermediary also performs the following edit routines on any xx5 type bills received:


o
Pass all initial bill edits, including duplicate checks.


o
Must not be for any of:  Inpatient PPS ancillaries, inpatient accommodations in any facility, services on the same day as outpatient surgery subject to the ASC payment limitation, or ESRD services included in the composite rate.  These are rejected back to you with the message, "This change requires an xx7 debit-only or xx8 cancel-only request from you.  Late charges are not acceptable for inpatient PPS ancillaries, inpatient accommodations in any facility, services on the same day as outpatient surgery subject to the ASC payment limitation, or ESRD services included in the composite rate."


o
When an xx5 suspends as a duplicate, (dates of service equal or overlapping, provider ID equal, HICNs equal, and patient surname equal), your intermediary must determine the status of the original paid bill.  If it is denied, your intermediary must deny the late charge bill.


o
If an xx5 does not suspend as a potential duplicate, your intermediary rejects it back to you with the message,  "No original bill paid. Please combine and submit a single original bill (xx1)."


o
If the original bill was approved and paid, your intermediary compares the revenue codes on the original paid bill with the associated late charge bill:


-
For all providers (any bill type), if any are the same, and are revenue codes 41x, 42x, 43x, 44x, 63x, 76x, or 91x, your intermediary rejects the bill back to you with the message,  "You must submit an adjustment (xx7) to the original paid bill.  Revenue codes subject to utilization review are duplicated on the late charge bill."


-
For HHAs (bill type 32x, 33x, or 34x), your intermediary must apply the same logic for the following additional revenue codes.  If any are the same and are revenue codes 291, 293, 55x, 56x, 57x, 58x, 59x, 60x, 66x, your intermediary rejects the bill back to you with the message, "You must submit an adjustment (xx7) to the original paid bill.  Revenue codes subject to utilization review are duplicated on the late charge bill."


-
For hospital outpatient services (bill type 13x only), your intermediary must apply the same logic for the following additional revenue codes.  If any are the same and are revenue codes 255, 32x, 33x, 34x, 35x, 40x, 62x, 73x, 74x, 92x, or 943, your intermediary rejects the bill back to you with the message,  "You must submit an adjustment (xx7) to the original paid bill.  Revenue codes subject to utilization review are duplicated on the late charge bill."
4-67.5
Rev. 669

09-94
BILLING PROCEDURES
411.3(Cont.)

-
For RDFs (bill type 72x or 73x), your intermediary must apply the same logic for the following additional revenue codes; if any are the same and are revenue codes 634, 635, 82x, 83x, 84x, 85x, or 88x, your intermediary rejects the bill back to you with the message, "You must submit an adjustment (xx7) to the original paid bill.  Revenue codes subject to utilization review are duplicated on the late charge bill."


o
If the late charges bill relates to two or more "original" paid bills, and one of these is denied, your intermediary must suspend and investigate the late charge bill.


o
Your intermediary must compare total charges on the original paid bill with those on the associated late charge bill, and suspend and investigate any xx5 bill type with total charges in excess of those on the original paid bill.  This edit suggests you may have rebilled the already paid services.


Your intermediary may decide to perform additional edits on late charge bills.
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412.
TRANSFER OF PATIENT INFORMATION

In order to ensure continuity of care, State agencies will find that a significant deficiency exists in complying with the conditions of participation if you repeatedly fail to transfer appropriate medical information when patients are transferred to other health facilities. Appropriate medical information includes the discharge summary, the physician's medical orders, and a summary of departmental medical records.  Obtain the patient's consent for the release of medical information as soon as the decision to transfer is made, unless a blanket authorization was obtained at admission.

In addition to assuring continuity of care, this procedure may prevent overpayments or delays in payment to providers to whom the patient is transferred.  For example, this information may be used to facilitate intermediary determinations as to whether the level of care to be furnished in a SNF is covered.
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413.
RETENTION OF HEALTH INSURANCE RECORDS

Maintain health insurance materials related to services rendered under title XVIII for the retention periods outlined below unless State law stipulates a longer period.  Keep them available for reference by HCFA, intermediary, DHHS audit, or specially designated components for bill review, audit, and other references.

A.
Categories of Health Insurance Records to be Retained.--If these records are microfilmed, also see subsection B.

1.
Billing Material.--Hospital copies of forms HCFA-1450 and any other supporting documents e.g., charge slips, daily patient census records, and other business and accounting records referring to specific claims.

2.
Cost Report Material.--All data necessary to support the accuracy of the entries on the annual cost reports, including original invoices, cancelled checks, and hospital copies of material used in preparing them.  Also include other similar cost reports, schedules and related worksheets and contracts or records of dealings with outside sources of medical supplies and services or with related organizations.

3.
Medical Record Material.--Utilization review committee reports, physicians' certification and recertifications, discharge summaries, clinical and other medical records relating to health insurance claims.

4.
Hospital Physician Materials.--Hospital physician agreements upon which Part A-Part B allocations are based.

After payment of the bill, do not retain administrative and billing work records if the material does not represent critical detail in support of summaries related to these records.  These include punch cards, adding machine tapes, internal controls, or other similar material not required for record retention.

B.
Microfilming Records.--You may microfilm all health insurance records.

Billing material and related attachments that you furnished to your intermediary may be microfilmed providing the microfilm accurately reproduces all original documents.
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Retain copies of all other categories of health insurance records in their original form.  If you microfilm them, store them in a low cost facility for the retention period.

C.
Retention Period.--Maintain a medical record for each inpatient and outpatient. Medical records must be accurately written, promptly completed, properly filed and retained, and accessible. Use a system of author identification and record maintenance that ensures the integrity of the authentication and protects the security of all record entries.

Retain medical records in their original or legally reproduced form for a period of at least 5 years.

413.1
Destruction of Records.--You may destroy material which no longer needs to be retained for title XVIII purposes, unless State law stipulates a longer period of retention.

To insure the confidentiality of the records, destroy them by shredding, mutilation or other protective measures.  The method of final disposition of the records may provide for their sale as salvage.  Report monies received as an adjustment to expense in the cost report for the year sold.
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414.
COLLECTION OF PEER REVIEW ORGANIZATION (PRO) DATA FROM HOSPITAL AND SWING BED BILLS

A.
PRO Data Elements.--Hospital inpatient bills (including acute, nonacute, distinct parts other than SNF, and swing-beds) must contain additional data for the PRO review.

Where this data is incomplete or incorrect, intermediaries have been instructed to return the bills to you for correction prior to payment.  You will be able to minimize submission of erroneous data by insuring that these same edits are performed (electronically or manually) in your bill processing system.  To assist you in verifying the correctness of the data, apply the following edit criteria which are used by the intermediary to review these data elements in your system.

Data Element
Edits
Admission Type
a.
Must be present.

b.
One position numeric field.

c.
Valid codes are:

l-Emergency

2-Urgent

3-Elective

4-Newborn

9-Information Not Available

Admission Source
a.
Must be present.

b.
One position numeric field.

c.
Valid codes are:

l-Physician Referral

2-Clinic Referral

3-HMO Referral

4-Transfer from a Hospital

5-Transfer from an SNF

6-Transfer from another Health Care 

Facility

7-Emergency Room

8-Court/Law Enforcement

9-Information Not Available

Admitting Diagnosis Code
a.
Must be present. 

b.
Five position alpha/numeric field.

c.
Must be valid ICD-9-CM code.
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Attending Physician ID
a.
Must be present.

b.
Twelve alpha numeric positions.

c.
Left justified.

NOTE:
Most State Uniform Billing Committees have agreed to identification of physicians by their State license numbers.  If this is the convention that has been chosen, the first two positions will be alpha and will contain the post office abbreviation of the State having issued the license.  The following ten positions will contain the license number, which may be numeric or alpha/numeric depending on the State's numbering system.  If you are also capturing physician name for Medicaid cross over claims, you cannot begin entering the name before the l3th position of the field.

If another convention has been chosen, edits will be developed by the intermediary to assure that the data received from and transmitted to PROs is valid.  Your intermediary will advise you of the appropriate edit procedure.

The PRO and intermediary will develop a file of valid physician identification numbers for your State.  You will be advised by the intermediary as to how this file will be updated and what actions to take in reporting new physicians for inclusion in that file.  

The PRO is responsible for profiling physician patterns of practice.  To perform this function, it needs to be able to identify all services rendered to Medicare patients by a particular physician.  Consistent and accurate reporting of IDs for attending and operating physicians are vital.  Do not switch between multiple numbers in reporting a physician's ID (e.g., Medicaid number, State license number, Social Security number).  Use only that number which is required by the PRO in your area.  This applies to the operating physician ID below.

Operating Physician ID
a.
Must be present if there is a principal

surgical procedure also reported.

b.
Twelve position alpha/numeric field.  See Note under Attending Physician ID above.

c.
Left justified.

Patient's ZIP Code
a.
Must be present.

b.
Nine position numeric field.

c.
First three positions must be valid in accordance with subsection B.
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Medical Record Number
a.
Must be included if required by you to locate medical records, which may be requested by the PRO. 

b.
Must be left justified.

Patient Control Number
a.
Must be included if required by you to locate medical records, which may be requested by the PRO.  

b.
Must be left justified.

NOTE:
You are required to produce photocopied patient care and other pertinent data to a PRO within 30 days of the PRO's request, except  for cases selected for on-site DRG validation, which must be produced within 2 working days of the request. Many State Uniform Billing Committees have agreed to furnish the Medicare Record Number or Patient Control Number as part of the billing data to facilitate medical record retrieval, and have reserved HCFA-1450 fields for the numbers.  Many hospitals do not need these numbers to find medical records or find that the cost of providing them on all cases exceeds the cost of finding the record without them for the few cases they need to retrieve.  While you are not required to include a medical record number on the bill, omission of this number does not excuse you from the time requirements.


B.
Valid ZIP Codes--Listed are the range of valid ZIP codes.  The numbers shown are the first three positions.  They are followed by their respective State or Territory or post office abbreviation. The remaining portion of the code (2 or 6 positions) is locally assigned.  During your admission process verify that the ZIP code entered in the patient's address block is within the range of State codes.

006-009
PR & VI
430-458
OH
730-731
OK

010-027
MA
460-479
IN
734-741
OK

028-029
RI
480-499
MI
743-749
OK

030-038
NH
500-508
IA
750-799
TX

039-049
ME
510-516
IA
800-816
CO

050-054
VT
520-528
IA
820-831
WY

056-059
VT
530-532
WI
832-838
ID

060-069
CT
534-535
WI
840-847
UT

070-089
NJ
537-549
WI
850
AZ

090-149
NY
550-551
MN
852-853
AZ

150-196
PA
553-554
MN
855-857
AZ

197-199
DE
556-567
MN
859-860
AZ

200
DC

202-205
DC
570-577
SD
863-865
AZ

206-212
MD
580-588
ND
870-875
NM

214-219
MD
590-599
MT
877-884
NM

220-246
VA
600-606
IL
890-891
NV

247-268
WV
609-620
IL
893-895
NV

270-289
NC
622-629
IL
897-898
NV

290-299
SC
630-631
MO
900-908
CA

300-310
GA
633-641
MO
910-918
CA
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312-319
GA

320
FL
644-648
MO
920-928
CA

322-340
FL
650-658
MO
930-937
CA

342
FL
660-662
KS
939-941
CA

350-352
AL
664-679
KS
943-966
CA

354-369
AL
680-681
NE
967-968
HI

370-374
TN
683-693
NE
969
GU

376-385
TN
700-701
LA
970-979
OR

386-397
MS
703-708
LA
980-994
WA

400-418
KY
710-714
LA
995-999
AK

420-427
KY
716-729
AR
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414.1
Responsibilities of Hospitals, PROs, and Intermediaries for Medical Review.--

A.
General Provisions.--A PRO, in accordance with its contract with HCFA, reviews services and items provided by physicians, other health care practitioners, and providers of health care services for which Medicare payment is sought.  The PRO determines if:

o
The items and services furnished are reasonable and medically necessary and meet specific Medicare coverage requirements;

o
Their quality meets professionally recognized standards of health care; and 

o
Services and items proposed to be provided in a hospital or other health care facility on an inpatient basis are medically appropriate, or whether they could be provided more effectively and economically on an outpatient basis or in a different type of inpatient health care facility.

In addition, for hospitals subject to PPS, PROs review:

o
The validity of diagnostic information you supplied;

o
The completeness, adequacy, and quality of care provided;

o
The appropriateness of admissions and discharges; and

o
The appropriateness of care provided or proposed to be provided for which payment is sought on an "outlier" basis.

Where medical review is done prior to billing (cost outliers and preadmission review), report the results of the PRO review in items 87-90.  (See §460.)

B.
PRO Reporting of Error in Coding.--Intermediaries routinely provide PROs with data from which PROs determine which claims to review.  After completion of medical review, the PRO reports to you and to the intermediary any claims that need adjustment because of:

o
A change in DRG;

o
Admission denied;

o
Day outlier days denied;

o
Non-PPS hospital days denied;

o
Incorrect hospital charges to the beneficiary; or

o
Failure to provide medical documentation for review.

The intermediary will prepare and notify you of any adjustments.
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414.2
PRO Prepayment Review System (PRS).--
A.
PRS Overview.--The intermediary performs a special edit process, the PRS, provides it with a means to insure claims which require PRO prepayment review (e.g., preadmission and preprocedure review) are reviewed prior to payment.

The system does not replace the PRO data element edits or the Medicare Code Editor. (See §§414 and 4l7.l)  Claims which fail these and other intermediary edits continue to be developed prior to the PRS.

B.
Processing Requirements.--The PRS edits claims based upon condition sets determined by the PRO and provided to the intermediary.  Your area PRO advises you of the condition sets which affect you.  This allows you to obtain PRO medical review determinations prior to submitting claims.

Code claims properly to avoid unnecessary edits and subsequent delays in payment.  Field locator 87, PRO/UR Approval Indicator, must contain only the code to describe the results of the PRO review.  Where a preadmission authorization has been given by the PRO and no post-discharge review has been made, place a six (6) in locator 87.  Where a claim has received a post-discharge review by the PRO, and the admission and all services were approved place a one (l) in locator 87.  

C.
Provider Responsibilities.--Properly code PRO medical review and URC determinations.

PRO notification of cases where preadmission, preprocedure, or other prepayment review is required before claims submission.

Obtain PRO medical review determinations where the intermediary returned claims for PRO review prior to payment.
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414.3
PRO Monitoring of Hospital Notices for Denial of Continued Stay of Inpatient Care Under PPS.--

A.
Citations and Authority.--The statutory authorities applicable to review of Hospital-Issued Notices of Noncoverage (HINNs) are found at §§1154(e) and 1879 of the Social Security Act.  The regulatory authorities for issuing notices of noncoverage are found at 42 CFR 489.34, 411.404, and 412.42(c).


A hospital (including one with swing-beds) has the authority to issue notices of noncoverage to beneficiaries or their representatives if the hospital determines that the care the beneficiary is receiving, or is about to receive, is not covered because it is not medically necessary, is not delivered in the most appropriate setting, or is custodial in nature.


The HINN may be given prior to admission, at admission, or at any point during the inpatient stay.


B.
Admission or Preadmission Notices of Noncoverage.‑‑You may issue notices of noncoverage under 42 CFR 411.404 before the beneficiary is admitted (preadmission notice), or upon admission (an admission notice).  Preadmission/admission notices of noncoverage may be issued by the utilization review committee or you directly, based on Medicare coverage guidelines, prior HCFA notices, bulletins, or other written guides or directives from intermediaries, carriers, or PROs.


NOTE:
You are not required to issue a HINN when you do not plan to bill the beneficiary (or his/her representative).


C.
Continued Stay Notices of Noncoverage.‑‑The process for issuing a continued stay notice of noncoverage is the same for all types of hospitals.  The regulatory authority under which these notices may be issued is determined by how Medicare pays you.


o
If you are paid under the prospective payment system (PPS), and are participating in State payment control systems (e.g., Maryland), or demonstration projects (e.g., The Finger Lakes area of New York), referred to hereafter as short-term acute care hospitals in waivered States (see 42 CFR 489.34), you may issue continued stay notices of noncoverage under 42 CFR 412.42(c).


o
If you are paid on a reasonable cost basis, you may issue continued stay notices of noncoverage under 42 CFR 411.404.


o
If you are a swing-bed hospital providing skilled nursing facility (SNF) services to a beneficiary in a bed treated as a SNF bed, you may issue a continued stay HINN to the beneficiary when these services are no longer required under 42 CFR 411.404.


Section 1154(e) of the Act requires the PRO to review all of your continued stay notices of noncoverage, upon an HINN request by a Medicare beneficiary (or his/her representative) or you. This statutory provision does not apply to PRO review involving SNF swing-bed services.


If a beneficiary (or his/her representative) receives a notice of noncoverage with only the concurrence of the attending physician, is still an inpatient, and requests a PRO immediate review before noon of the first working day after the date of receipt of the notice:
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o
The PRO requests that you provide it with the medical records by close of business of the first working day after the date the beneficiary (or his/her representative) receives the notice;


o
The PRO reviews the case and notifies the beneficiary (or his/her representative), you, and the attending physician of its decision by the first full working day after the date of receipt of the beneficiary's request and the required medical records from the hospital; and


o
If the beneficiary (or his/her representative) made such a request and did not know, nor could reasonably have been expected to know, that continued inpatient hospital stay was not necessary (§1879(a)(2) of the Act), you may not charge the beneficiary before noon of the day after the day the beneficiary (or his/her representative) received the PRO's decision.


Section 1154(e)(2) of the Act requires you to notify a beneficiary (or his/her representative) when you request the PRO's review of your decision because the attending physician disagrees with your issuing of the notice of noncoverage.  This notice is given to the beneficiary (or his/her representative) concurrently when the request is made for the PRO review.  (See Exhibit 10.)


The PRO solicits the beneficiary's views (or those of the beneficiary's representative) whenever:


o
The beneficiary (or his/her representative) requests that the PRO review the HINN; or


o
You request the PRO because the attending physician disagrees with your decision to issue an HINN.


NOTE:
PPS and non‑PPS hospitals can issue a notice of noncoverage when a SNF bed is available regardless of the beneficiary's (or his/her representative's) refusal of placement.  The policy also applies to situations involving a change in the patient's level of care from acute to SNF swing bed services.  Although this change is a paper transaction, the swing bed hospital must give an HINN because it has a (SNF) bed available for the patient.


414.4
Issuance of Hospital Notices of Noncoverage.--


A.
Preadmission/Admission Notices of Noncoverage.‑‑The PRO issues a notice of noncoverage when you determine that the admission is not medically necessary, is inappropriate, or is custodial in nature.  (See Exhibit 1.) You need not obtain the attending physician's concurrence or the PRO's prior to issuing the preadmission or admission notice of noncoverage.  This also applies to HINNs related to direct admissions to swing beds (i.e., beneficiary is admitted to the swing bed after he/she was discharged from another hospital), or when you determine that the beneficiary does not need SNF services.  (See Exhibit 9.)


B.
Continued Stay Notices of Noncoverage.‑‑You may issue a continued stay notice of noncoverage when you determine that a beneficiary no longer requires continued inpatient care and either the attending physician or the PRO concurs.  Before you can issue a continued stay notice of noncoverage, you must consider the admission to be covered.


1.  Attending Physician Concurs.‑‑If the attending physician concurs in writing (e.g., written discharge order) with your determination that the beneficiary no longer requires inpatient care, you may issue a notice of noncoverage to the beneficiary.  (See Exhibits 2 through 4.)
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2.
Attending Physician Does Not Concur.‑‑Issue a notice to the beneficiary (or his/her representative) (Exhibit 10) when the beneficiary's physician disagrees with your proposed notice of noncoverage and the PRO is requested to review the case.  You may use your own letterhead, but may not alter or change the language.  Give the notice to the beneficiary (or his/her representative) concurrently when you request the PRO's review.  The PRO will develop procedures to monitor issuance of that notice to beneficiaries (or their representatives).  For example, at the time the PRO solicits the beneficiary's views, the PRO must ask the beneficiary (or his/her representative) if he/she received the notice.


You may request, either by phone or in writing, that the PRO review the case immediately.  Review must be completed within two working days of either your request or receipt of any additional information the PRO requested, (e.g., copies of medical records).  The PRO will determine, on a case-by-case basis, whether a medical record is needed to make the determination as to the medical necessity and appropriateness of the admission and days of care.  If the PRO concurs with your decision, you will be notified that you may issue one of the notices shown in Exhibits 5, 6, or 7 or the PRO will issue its own denial notice.


NOTE:
In cases where the beneficiary requires an SNF level of care, do not issue a notice of noncoverage if an SNF bed is not available.  Medicare pays you, in outlier cases, for days awaiting placement until an SNF bed is available, and the medical record documentation indicates that SNF placement is actively being sought.


3.
Advance Continued Stay HINN Notice.--Project and determine when acute care furnished to a beneficiary would end, and issue a continued stay notice of noncoverage (with the attending physician's concurrence or the PRO's).  If you are able to determine in advance that the beneficiary will not require acute inpatient hospital care as of a certain date, you may give the notice of noncoverage in advance of that date, but ordinarily no earlier than 3 days before the first noncovered day.


EXAMPLES:
The beneficiary had hip surgery and requires rehabilitative services but not at an acute hospital level of care.  You determine that the most appropriate setting for those services would be a SNF, and make arrangements to transfer the beneficiary (within 3 days) since an SNF bed will be available.


The beneficiary is recovering from an uneventful post surgical period (after a cholecystectomy).  You predict that within two days the beneficiary will no longer require injections for pain control and will tolerate a regular diet and ambulation.


The advance notice does not relieve you or the attending physician of the responsibility for monitoring the beneficiary's condition/level of care changes, or for making appropriate discharge planning.  If after the notice is issued, the beneficiary's condition/level of care changes and acute care is further required (or the SNF bed is no longer available), rescind your notice of noncoverage.


C.
Combined Notices in Swing-Bed Situations.‑‑"Combined notices" apply to situations where the beneficiary is in an acute care hospital which has beds certified as swing beds, and he/she no longer requires an acute level of care.  Exhibits 4 and 7 are applicable when the beneficiary requires an SNF level of care.  Exhibits 3 and 6 are applicable when the beneficiary requires a nursing facility (NF) level of care.  Effective October 1, 1990, both SNFs and intermediate care facilities participating in the Medicaid program are referred to as NFs.
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The discharge from the acute care bed and admission to the (SNF or NF) swing-bed are essentially paper transactions, with no physical movement of the beneficiary.  The purpose of the combined notice is to notify the beneficiary (or his/her representative) that neither the acute nor SNF care is medically necessary (Exhibits 3 and 6), or that the beneficiary no longer requires acute care hospital services, but will begin to receive SNF swing-bed services (Exhibits 4 and 7).  The combined notice also notifies the beneficiary (or his/her representative) that if he/she disagrees with the hospital's decision, an immediate PRO review may be requested.  


The notices in Exhibits 4 and 7 also explain that the beneficiary (or his/her representative) is liable for any applicable deductible and coinsurance amounts, and for any convenience services or items normally not covered by Medicare, but related to acute hospital and SNF swing bed services.


Issue the combined notice of noncoverage with either the attending physician's or the PRO's concurrence.  The two post‑discharge planning days applicable to PPS hospital cases (see 42 CFR 412.42(c)) would not apply to this situation.  The beneficiary's (or his/her representative's) liability for payment begins the day following the date of receipt of the notice.  The beneficiary may request the PRO's immediate review.  However, the beneficiary's liability remains the same as specified in the HINN.


D.  Continued Stay HINN in Swing Beds Treated as SNF Beds.‑‑You do not need the attending physician's concurrence or the PRO's to issue a continued stay HINN to a beneficiary when SNF swing bed services are no longer needed. (See Exhibit 8.)  The immediate review provisions of OBRA 1986 and OBRA 1987 do not apply to stays in SNF swing beds.  These notices are also subject to PRO review.


414.5
Content of HINNs.--


A.
Content.‑‑HINNs must contain specific information for the protection of beneficiaries, as well as you.  The HINN to the beneficiary (or his/her representative) must conform to the content (but need not be a duplicate) of the model letters contained in Exhibits 1 through 9.  (The notice in Exhibit 10 is mandatory, and cannot be altered by hospitals.)


If you do not use the model notice, your notice must explain:


o
Dates the care is determined to be noncovered and why (e.g., admission noncovered because the services could be performed safely and effectively on an outpatient basis);


o
Who made the determination (e.g., you, with the concurrence of the attending physician, or you with PRO's concurrence);


o
That the notice is not an official Medicare determination;


o
The beneficiary's (or his/her representative's) review rights;


o
The procedures for requesting PRO review; and


o
What effects the notice and a PRO review request have on the beneficiary's liability, including exactly when liability begins.


HINNs must not mislead the beneficiary (or his/her representative) or misstate your authority to, or responsibility for, issuing the notice.  The notice cannot contain, for example:
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o
Statements and implications that the decision of noncoverage  was not made by you, but by someone else (e.g., by HCFA); or


o
Inaccurate information as to the beneficiary's responsibility for payment.


B.
Acknowledgment of Receipt.‑‑Document the date and time of the beneficiary's (or his/her representative's) receipt of the HINN.  Obtain an acknowledgment of receipt (including date and time) signed by the beneficiary (or his/her representative).  A copy of this acknowledgment is to be kept in the medical records.


If the beneficiary (or his/her representative) refuses to sign the acknowledgment, immediately write on the HINN that the patient refused to sign and prepare a report for your files (i.e., medical records). The date of refusal is then considered the date of receipt.


You are responsible for determining whether the beneficiary, upon admission, is mentally competent and capable of transacting business (as opposed to being incapable of handling his/her own affairs, unable to sign and negotiate checks).  Develop procedures to use when the beneficiary is incapable or incompetent and you cannot obtain the signature of his/her representative through direct personal contact.  When you mail the notice to the beneficiary's representative, phone the beneficiary's representative simultaneously.  The date of the phone conversation is the date of receipt of the notice.


When direct phone contact cannot be made, send the notice to the representative by certified mail, return receipt requested.  The date that someone at the representative's address signs (or refuses to sign) the receipt is the date of receipt.


Employ other procedures that have been reviewed and approved by the PRO and when needed for review, provide the PRO with proof of proper notification.


NOTE:
In considering the different procedures that each postal station may have in handling "return receipt requested mail," the following procedure used by hospitals is considered acceptable.  For an HINN sent by certified mail, return receipt requested, which is returned to the hospital with no indication of a refusal date, the hospital determines the beneficiary's representative's liability starting on the second working day after the hospital's mailing date (postmarked by the postal station).


414.6
PRO Monitoring of HINNs.--


A.
Purpose.--The PRO monitors the content of the HINN and the accuracy of your determination.  Upon a beneficiary's or your request for review, the PRO determines whether the HINN is appropriate and accurate.  


When HINNs are issued and no request for review is made, the PRO ensures on an ongoing basis that:


o
You followed the appropriate process;


o
The content of the notice is accurate/appropriate; and


 


o
That your decision to issue the notice is correct.
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The PRO monitors you to ensure that you are issuing the Hospital Notice to Beneficiary of PRO Review of Need for Continued Hospitalization (Exhibit 10) timely to the beneficiary when you request PRO review.


B.
Ongoing Monitoring.--


o
Identification of Cases.‑‑The PRO identifies cases, where you have issued a notice of noncoverage using:


-
The copy of the (preadmission, admission, or continued stay) HINN you submitted to the PRO within three working days of the HINN issuance; and


-
The processed claims data.


NOTE:
Submit a bill for all inpatient stays, including those for which no payment can be made.  Although no monies are involved with "No-pay bills," a claim is required because hospitalization could extend a Medicare beneficiary's benefit period.  


C.
Inappropriate HINN.--An inappropriately issued HINN would be any case where:


o
Your finding is invalid (e.g., where the admission was covered) and where continued acute care was medically necessary;


o
The content of the notice is not in compliance with §414.5;


o
The patient was charged for services without a notice;


o
The patient requires SNF care and there was no available SNF bed;


o
A continued stay HINN is issued without the concurrence of the PRO or the attending physician (except in cases where the level of care changes from SNF swing bed services to NF); and


o
The beneficiary did not receive written notice when discharged from acute care and admitted to SNF or NF swing bed services.


NOTE:
In cases involving an admission HINN where the PRO determines that the beneficiary's condition changed from nonacute to acute, the PRO will assign a deemed date of admission.  Since the PRO agreed that the HINN was not issued in error, the case will not count against you as long as you did not charge the beneficiary for the covered acute inpatient services.


414.7
Notices in Investigational/Experimental Procedures Situations.--You may charge a beneficiary for diagnostic procedures and studies, and therapeutic procedures and courses of treatment (e.g., experimental procedures) that are excluded from coverage as medically unnecessary, if you have informed him/her in writing. (See §§42 CFR 412.42(d).)  Since you are required to submit investigational services/items to your intermediary for approval, follow the instructions as to the language to use in the HINN.


414.8
Beneficiary Liability.--After you issue a notice of noncoverage, the beneficiary (or his/her representative) is considered to have knowledge that services are not covered and is liable for customary charges as specified below.
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A.
Preadmission Notices of Noncoverage.‑‑The beneficiary (or his/her representative) is liable for customary charges for all services furnished if he/she is admitted after receipt of a preadmission notice of noncoverage.


B.
Admission Notices of Noncoverage.‑‑


1.  Notice of Noncoverage Issued On the Day of Admission.‑‑The beneficiary (or his/her representative) is liable for customary charges for all services furnished after the notice is received. However, to hold a beneficiary (or his/her representative) liable for charges on the day of admission, issue the notice no later than 3:00 PM on the day of admission.  If you do not meet these requirements, the beneficiary (or his/her representative) is protected from liability until the day following receipt of the notice of noncoverage (e.g., a notice issued for an admission after 3:00 PM or a late evening admission).


2.
Notice of Noncoverage Issued After the Day of Admission.‑‑The beneficiary (or his/her representative) is liable for customary charges for all services furnished beginning the day following the date of receipt of the notice.


C.
Continued Stay Notices of Noncoverage.‑‑


1.
For Notices Issued With the Concurrence of the Attending Physician Where the Beneficiary's (or His/Her Representative) Requested PRO Review by Noon of the First Working Day After the Day He/She Received the HINN and He/She Meets the Conditions of §1879(a)(2).‑‑The beneficiary's (or his/her representative's) liability will begin at noon of the day following notification of the PRO's determination.  You will be held financially liable for costs incurred from date of notice, as you knew that services were noncovered (as demonstrated by issuance of the notice).  


NOTE:
If you do not provide the medical records by close of business of the first working day after the date that the beneficiary (or his/her representative) receives the notice, the beneficiary's (or his/her representative's) liability will not begin until noon of the day following notification of the PRO's determination.


2.
For Notices Issued With the Concurrence of the PRO, or With the Concurrence of the Attending Physician, Where the Beneficiary (or His/Her Representative) Does Not Request PRO Review by Noon of the First Working Day After the Day He/She Received the HINN and the Beneficiary or (His/Her Representative) Meets the Conditions of §1879(a)(2).‑‑


If you are a short term/acute care hospital paid under PPS or located in a waivered State, the beneficiary (or his/her representative) is liable for customary charges for services furnished beginning the third day following the date of receipt of the hospital notice.


If you are paid on a reasonable cost basis, the beneficiary (or his/her representative) is liable for customary charges for services furnished beginning the day following the date of receipt of the hospital notice.


For HINNs involving swing-bed situations (i.e., notices issued to a beneficiary when his/her level of care changes from acute to SNF or NF, or from SNF to NF), the beneficiary (or his/her representative) is liable for customary charges for services furnished beginning the day following the date he/she receives the notice.
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NOTE:
If the beneficiary leaves the facility on the day following the date of receipt of the notice, the beneficiary (or his/her representative) is liable for applicable deductible and coinsurance amounts, and for charges for convenience items or services normally not covered by Medicare.


D.
Grace Days.‑‑When you issue a notice of noncoverage, the beneficiary's (or his/her representative's) liability begins in accordance with the policies described in §§414.8 A-C.  The PRO will not approve payment for additional days for purposes of post-discharge planning (i.e., grace days).


The specific statutory, regulatory, and policy provisions take into consideration the need for post‑discharge planning.  For example, 42 CFR 412.42(c) specifies that the beneficiary (or his/her representative) is liable beginning the third day following the date of receipt of the notice.  This provides time between notification and liability for post‑discharge planning.  (These days are not grace days.)


Section 1154(a)(2)(b) of the Act specifies that such grace days may only be provided in cases where the provider did not know and could not reasonably have been expected to know that payment would not otherwise be made for such services under Medicare.  A provider who issues a notice of noncoverage has demonstrated knowledge that Medicare will not cover the services and, therefore, §1154(a)(2)(B) (grace days) is not applicable to HINN situations.


414.9
Provider Liability.--You are considered to have knowledge, as of the date of notice, that furnished (or proposed) services were noncovered if you issued a notice of noncoverage to the beneficiary.  (See 42 CFR 411.406(d).)


414.10
Right To A Reconsideration.--


A.
PRO Disagrees with Your Determination.--If the PRO disagrees with your determination of noncoverage (i.e., the PRO determines that the case was covered), the PRO's decision is not subject to reconsideration, as this is neither a denial determination nor a PRO determination under §1154 of the Act.


B.
PRO Agrees with Your Determination.--If the PRO agrees with your determination either prior to or after issuance of your notice, the PRO will issue a denial notice.  The PRO's determination is subject to reconsideration in accordance with 42 CFR Part 473.
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Exhibit 1

Model Hospital-Issued Notice of Noncoverage

Admission or Preadmission



Hospital Letterhead

_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                                        :


The purpose of this notice is to inform you that we find that your admission for (specify services or condition) is not covered under Medicare because (specify services to be furnished or condition to be treated) (specify is/are medically unnecessary) or (could be safely furnished in another setting) This determination was based upon our understanding and interpretation of available Medicare coverage policies and guidelines.  You should discuss with your attending physician other arrangements for any further health care you may require.  If you decide to (be admitted to/remain in) the hospital, you will be financially responsible for _______________.1/








_________________________


     1/
For preadmission notices, insert:  "all customary charges for services furnished during the stay, except for those services for which you are eligible under Part B."


For admission notices issued not later than 3:00 P.M. on the date of admission, insert:  "customary charges for all services furnished after receipt of this hospital notice, except for those services for which you are eligible under Part B."  (If these requirements are not met, insert the liability phrase below.)


For admission notices issued after 3:00 P.M. on the day of admission, insert:  "customary charges for all services furnished on the day following the day of receipt of this notice, except for those services for which you are eligible to receive payment under Part B."
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This notice, however, is not an official Medicare determination.  The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State), and to make that determination.



o
If you disagree with our conclusion:  (Select as appropriate)


Preadmission:


‑
Request immediately, but no later than 3 calendar days after receipt of this notice, or, if admitted, at any point in the stay, an immediate review of the facts in your case.  You may make this request through us or directly to the PRO by telephone or in writing to the address listed below.


Admission:


‑
Request immediately, or at any point during your stay, an immediate review of the facts in your case.  You may make this request through us or directly to the PRO by telephone or in writing to the address listed below.


o
If you do not wish an immediate review:

‑
You may still request a review within 30 calendar days from the date of receipt of this notice by telephoning or writing to the address specified below.


o
Results of the PRO Review:

‑
The PRO will send you a formal determination of the medical necessity and appropriateness of your hospitalization, and will inform you of your reconsideration and appeal rights.


‑
IF THE PRO DISAGREES WITH THE HOSPITAL (i.e., the PRO determines that your care is covered), you will be refunded any amount collected except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO AGREES WITH THE HOSPITAL, you are responsible for payment for all services beginning on (specify date).1/ 




__________________________


1/ See Footnote 1 on preceding page.
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o
PRO Address:

                                         
  (PRO Name)

                                         
  (Address)

                                         
  (Telephone Number)


        Sincerely,



                                


_________________________________

                                


Chairperson of Utilization Review

                                


Committee, Medical Staff, etc.



ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                     

           

          
(Signature of beneficiary or person

(Time)

(Date)

 acting on behalf of beneficiary)



cc: PRO

    Attending Physician
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Model Hospital-Issued Notice of Noncoverage

Continued Stay

(Attending Physician Concurs)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                                 :


This notice is to inform you that we have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed).  Your attending physician has been advised and has concurred that beginning (specify date of first noncovered day) further (specify services to be furnished or condition to be treated) (specify   is/are medically unnecessary) or (could be furnished safely in another setting).  This determination was based upon our understanding and interpretation of available Medicare coverage policies and guidelines. 


You are financially liable for all costs for the care you receive, except for those services for which you are eligible under Part B beginning on (specify date).1/  If you leave on (specify date)1/, you will not be liable for costs for care except for payment of deductible, coinsurance, or any convenience services or items normally not covered by Medicare. You should discuss other arrangements with your attending physician for any further health care you may require.





_________________________


1/
For PPS hospitals and short term/acute care hospitals in waivered States, insert:  the date of the third day following the date of receipt of the hospital notice.


For specialty hospitals and PPS exempt units, insert:  the date of the day following the date of receipt of the notice.
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However, this notice is not an official Medicare determination.  The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State),and to make that determination.




o
If you disagree with our conclusion:

‑
Request immediately, by noon of the first working day after receipt of this notice, an immediate review by telephone, or in writing.  You may make this request through us or directly to the PRO at the address listed below.


‑
The PRO will request your views about your case and respond to you within one working day of receipt of your request and your medical records (sent by the hospital).


o
If you do not request review by noon of the first working day after receipt of this notice:

‑
You may still request PRO review at any point during your stay or within 30 days after you receive this notice, whichever is longer.  Request this PRO review at the address listed below.


o
PRO Review Results:

‑
The PRO will send you a formal determination of the medical necessity and appropriateness of your hospitalization, and will inform you of your reconsideration rights.  


‑
IF THE PRO DISAGREES WITH THE HOSPITAL (i.e., it determines that your care is covered by Medicare), you will be refunded any amount collected by the hospital except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.




‑
IF THE PRO AGREES WITH THE HOSPITAL:


+
You are responsible for payment for all services beginning on (specify date)1/ unless you have requested an immediate review.






______________________________


1/  See footnote 1 on preceding page.
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+
If you request an immediate review (i.e., you make your request for review by noon of the first working day after receipt of this notice), you will not be responsible for payment until noon of the next day after you receive the PRO's notification.




o
PRO Address:

                                         
  (PRO Name)

                                         
  (Address)

                                         
  (Telephone Number)



Sincerely,



                                                                          








   
Chairperson of Utilization Review

Committee, Medical Staff, etc.






ACKNOWLEDGMENT OF RECEIPT OF NOTICE


This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                     

            

            
(Signature of beneficiary or person

(Time)

(Date)

 acting on behalf of beneficiary)



cc:
PRO

Attending Physician
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Model Hospital-Issued Notice of Noncoverage

Continued Stay--Swing Bed Only

(Attending Physician Concurs)


(Patient Changes from Acute to NF Level of Care)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                                     :


This notice is to inform you that we have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed).  Your attending physician has been advised and has concurred that beginning (specify date of first noncovered acute care day) further (specify services to be furnished or condition to be treated) (specify is/are medically unnecessary) or (could be furnished safely in another setting).  This determination was based upon our understanding and interpretation of available Medicare coverage policies and guidelines.


Upon receipt of this notice, the items and services you received will not be covered under Medicare. The care that you need now is not hospital or skilled nursing care and Medicare does not pay for it.


If you decide to stay in the hospital, you are financially liable for all costs of the care you receive except for those services for which you are eligible under Part B, beginning on (specify date).1/  If you leave the hospital on (specify date), you will not be liable for costs of care except for payment of deductible, coinsurance, or any convenience services or items normally not covered by Medicare. You should discuss other arrangements with your attending physician for any further health care you may require.




___________________


1/
Insert:  the date following the day of receipt of the hospital notice.
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However, this notice is not an official Medicare determination.  The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State) and to make that determination.


o
If you disagree with our conclusion:

‑
Request immediately, or at any point in the stay, an immediate review of the facts in your case.  You may make this request through us or directly to the PRO at the address listed below.


o
If you do not request an immediate review:

‑
You may still request PRO review within 30 days after you receive this notice.  Request this PRO review at the address listed below.


o
PRO Review Results:

‑
The PRO will send you a formal determination of the medical necessity and appropriateness of your hospitalization, and will inform you of your reconsideration rights.


‑
IF THE PRO DISAGREES WITH THE HOSPITAL (i.e., it determines that your care is covered by Medicare), you will be refunded any amount collected except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO AGREES WITH THE HOSPITAL, you are responsible for payment of all services beginning on (specify date).1/


o
PRO Address:

                                         
  (PRO Name)

                                         
  (Address)

                                          
  (Telephone Number)

Sincerely,



                                            
                

        



Chairperson of Utilization Review

                        





Committee, Medical Staff, etc.


______________________________


1/ See footnote 1 on preceding page.
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                      

           

           
(Signature of beneficiary or person

(Time)

(Date)

 acting on behalf of beneficiary)



cc:  PRO

     Attending Physician
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Model Hospital-Issued Notice of Noncoverage

Continued Stay--Swing Bed Only

(Attending Physician Concurs)


(Patient Changes from Acute to SNF Level of Care)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                               :


This notice is to inform you that we have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed).  Your attending physician has been advised and has concurred that beginning (specify date of first noncovered acute care day), you no longer need an acute level of care.  You will begin to receive the type of hospital services which are furnished in a skilled nursing facility (SNF) beginning (specify date of first SNF swing- bed day).  This is known as SNF swing-bed services.  Medicare will pay for your SNF swing-bed services (if you have not used up all your SNF benefit days in the benefit period).


However, this notice is not an official Medicare determination.  The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State) and to make that determination.


o
If you disagree with our conclusion and want an immediate review:

‑
Request immediately, or at any point in the stay, an immediate review of the facts in your case.  You may make this request through us, or directly to the PRO at the address listed below.


o
If you do not request an immediate review:

‑
You may still request PRO review within 30 days after you receive this notice.  Request this PRO review at the address listed below.
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o
PRO Review Results:


‑
The PRO will send you a formal determination of the medical necessity and appropriateness of your hospitalization, and will inform you of your reconsideration rights.


‑
IF THE PRO DISAGREES WITH THE HOSPITAL (i.e., it determines that your care is covered by Medicare), you will continue to receive acute care services covered under Medicare.  You will continue to be responsible for payment of any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO AGREES WITH THE HOSPITAL, you will continue to receive SNF swing bed services paid under Medicare.  You will continue to be responsible for payment of any applicable amounts for deductible, coinsurance, or convenience services or items normally not covered by Medicare.


o
PRO Address:

                                         
  (PRO Name)

                                         
  (Address)

                                         
  (Telephone Number)



Sincerely,



                                                        

Chairperson of Utilization Review

Committee, Medical Staff, etc.
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                      

             

            
(Signature of beneficiary or person

(Time)

(Date)

 acting on behalf of beneficiary)



cc:  PRO

     Attending Physician
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Model Hospital-Issued Notice of Noncoverage
Continued Stay
   (PRO Concurs)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                                      :


We have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed) and has determined that further hospitalization is not necessary.  This determination is based upon our understanding and interpretation of available Medicare coverage policies and guidelines.


The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State).  The (name of the PRO) has concurred with our decision that beginning (specify date of first noncovered day) further (specify services to be furnished or condition to be treated) (specify is/are medically unnecessary) or (could be safely furnished in another setting).  You will also receive a notice from (name of PRO) confirming the review decision.


We have advised your attending physician of the denial of further inpatient hospital care.  You should discuss other arrangements with your attending physician for any further health care you may require.


If you decide to stay in the hospital, you will be responsible for payment for all services provided to you by this hospital, except for those services for which you are eligible to receive payment under Part B, beginning (specify date).1/




___________________


1/
For PPS hospitals and short term/acute care hospitals in waivered States, insert:  the date of the third day following the date of receipt of the hospital notice.


For specialty hospital and PPS‑exempt units, insert:  the date specified by the PRO.  The beneficiary's (or representative's) liability begins on the day following the date of receipt of the notice.
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o
If you disagree with this decision:

‑
You may request by telephone or in writing an expedited reconsideration of the PRO's determination.  An expedited reconsideration will be performed if you make your request while in the hospital.  You should make this request immediately through us or to the PRO at the address listed below.


o
If you do not request an expedited reconsideration:

‑
You may still request a reconsideration.  Instructions on how to request this reconsideration will be given to you in a notice sent by (name of PRO).


o
PRO Reconsideration Results:

‑
The PRO will send to you a formal reconsideration determination of the medical necessity and appropriateness of your hospitalization and will inform you of your appeal rights.


‑
IF THE PRO OVERTURNS ITS DECISION (i.e., it determines that your care is covered by Medicare), you will be refunded any amount collected by the hospital except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO UPHOLDS ITS DECISION (i.e., it reaffirms that your care is not covered by Medicare), you are responsible for payment beginning (specify date).



o
PRO Address:

                                           
  (PRO Name)

                                           
  (Address)

                                           
  (Telephone Number)



Sincerely,



                                                               
 







  


Chairperson of Utilization Review

Committee, Medical Staff, etc.
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                     

________
________

(Signature of beneficiary or person

(Time)

(Date)

 acting on behalf of beneficiary)



cc:  PRO

    Attending Physician
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Model Hospital-Issued Notice of Noncoverage
Continued Stay--Swing Bed Only
(PRO Concurs)

(Patient Changes from Acute to NF Level of Care)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                                 :


We have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed) and has determined that further hospitalization paid under  Medicare is not necessary.  This determination is based upon the our understanding and interpretation of available Medicare coverage policies and guidelines.


The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (Name of State).  The (name of PRO) has concurred with our decision that beginning (specify date of noncovered acute care day) further (specify services to be furnished or condition to be treated) (specify is/are) medically unnecessary or could be safely furnished in another setting.  You will also receive a notice from (name of PRO) confirming the review decision.


We have advised your attending physician of the denial of further acute hospital care.  Upon receipt of this notice, the items and services which you receive will no longer be covered under Medicare. The care that you need now is not hospital or skilled nursing care and Medicare does not pay for it.
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You are financially liable for all costs of the care you receive, except for those services for which you are eligible under Part B, beginning on (specify date).1/  You should discuss other arrangements with your attending physician for any further health care you may require.


o
If you disagree with this decision and want an expedited reconsideration:

‑
You may request by telephone or in writing an expedited reconsideration of the PRO's determination.  An expedited reconsideration will be performed if you make your request while in the hospital.  You should make this request immediately through us or to the PRO at the address listed below.


o
If you do not request an expedited reconsideration:

‑
You may still request a reconsideration.  Instructions on how to request this reconsideration will be given to you in a notice sent by (name of PRO).


o
PRO Reconsideration Results:

‑
The PRO will send to you a formal reconsideration determination of the medical necessity and appropriateness of your hospitalization and will inform you of your appeal rights.


‑
IF THE PRO OVERTURNS ITS DECISION (i.e., it determines that your care is covered by Medicare), you will be refunded any amount collected except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO UPHOLDS ITS DECISION (i.e., it reaffirms that your care is not covered by Medicare), you are responsible for payment beginning (specify date).1/  If you leave the hospital on (specify date)1/, you will not be liable for costs of care except for payment of any applicable deductible, coinsurance, and convenience services or items normally not covered by Medicare.





_________________________


1/ Insert:  The date of the day following receipt of the PRO and hospital notification.
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o
PRO Address:

                                           
  (PRO Name)

                                           
  (Address)

                                           
  (Telephone Number)



Sincerely,



                                                        
Chairperson of Utilization Review

Committee, Medical Staff, etc.






ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                          

              

             
(Signature of beneficiary or person


(Time)

(Date)

 acting on behalf of beneficiary)



cc:  PRO

     Attending Physician
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Model Hospital-Issued Notice of Noncoverage

Continued Stay--Swing Bed Only

(PRO Concurs)


(Patient Changes from Acute to SNF Level of Care)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________   Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED



Dear                              :


This notice is to inform you that we have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed) and has determined that acute care services are not necessary.  This determination is based upon our understanding and interpretation of available Medicare coverage policies and guidelines.


The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (Name of State).  The (name of PRO) has concurred with our decision that beginning (specify date of first noncovered acute care day) you no longer require an acute level of care.  You will begin to receive the type of hospital services which are rendered in a skilled nursing facility (SNF) beginning (specify date of first SNF swing-bed day).  This is known as SNF swing-bed services.  The Medicare program will pay for your SNF swing-bed services (if you have not used up all your SNF benefit days (100) in the benefit period).


o
If you disagree with this decision and want an expedited reconsideration:

‑
You may request by telephone or in writing an expedited reconsideration of the PRO's determination.  An expedited reconsideration will be performed if you make your request while in the hospital.  You should make this request immediately through us, or to the PRO at the address listed below.
Rev. 667
4-117

414.11 (Cont.)
BILLING PROCEDURES
07-94


Exhibit 7 (Cont.)

Page 2 - Hospital-Issued Notice of Noncoverage

o
If you do not request an expedited reconsideration:

‑
You may still request a reconsideration.  Instructions on how to request this reconsideration will be given to you in a notice sent by (name of PRO).


o
PRO Reconsideration Results:

‑
The PRO will send to you a formal reconsideration determination of the medical necessity and appropriateness of your hospitalization and will inform you of your appeal rights.


‑
IF THE PRO OVERTURNS ITS DECISION (i.e., it determines that you require acute care), you will be refunded any amount collected except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO UPHOLDS ITS DECISION (i.e., it reaffirms that you do not require acute care), you will continue to receive SNF swing-bed services paid under Medicare.  You will be responsible for payment of any applicable deductible, coinsurance, and convenience services or items normally not covered by Medicare.


o
PRO Address:

                                            
  (PRO Name)

                                            
  (Address)

                                            
  (Telephone Number)



Sincerely



                                                           
 




  


Chairperson of Utilization Review

Committee, Medical Staff, etc.
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                          

               

              
(Signature of beneficiary or person


(Time)

(Date)

 acting on behalf of beneficiary)



cc:  PRO

     Attending Physician
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Model Hospital-Issued Notice of Noncoverage

Continued Stay--Swing Bed Only

(Patient Changes from SNF to NF or Custodial Care)




Hospital Letterhead


_________________________________

Date of Notice

_________________________________

___________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_______________________________                  _______________________________   

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                                :


We have reviewed the medical services you have received for (specify services or condition) from (date of admission) through (date of last day reviewed) and has determined that further hospitalization paid under the Medicare program is not necessary.  This determination is based upon our understanding and interpretation of available Medicare coverage policies and guidelines.


We have advised your attending physician of the denial of further skilled nursing care.  Upon receipt of this notice, the items and services which you receive will no longer be covered under the Medicare program.  The care that you need now is not skilled nursing care, and Medicare does not pay for it.


You are financially liable for all costs of the care you receive, except for those services for which you are eligible under Part B, beginning on (specify date).1/  You should discuss other arrangements with your attending physician  for any further health care you may require.


This notice is not an official Medicare determination.  The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State) and to make that determination.





______________________________


1/ Insert:  the date of the day following receipt of the hospital notice.
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o
If you disagree with our conclusion and want an immediate review:


‑
Request immediately, or at any point in the stay, an immediate review of the facts in your case.  You may make this request through us or directly to the PRO at the address listed below.


o
If you do not request an immediate review:


‑
You may still request PRO review within 30 days after you receive this notice.  Request this PRO review at the address listed below.


o
PRO Review Results:


‑
The PRO will send you a formal determination of the medical necessity and appropriateness of your hospitalization and will inform you of your reconsideration rights.  


‑
IF THE PRO DISAGREES WITH THE HOSPITAL (i.e., it determines that your care is covered by Medicare), you will be refunded any amount collected by the hospital except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO AGREES WITH THE HOSPITAL, you are responsible for payment of all services beginning on (specify date).1/


o
PRO Address:

                                           
  (PRO Name)

                                           
  (Address)

                                           
  (Telephone Number)



Sincerely,



                                                            
Chairperson of Utilization Review

Committee, Medical Staff, etc.




______________________________


1/ See footnote 1 on preceding page.
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                          

             

             
(Signature of beneficiary or person


(Time)

(Date)

 acting on behalf of beneficiary)



cc:  
PRO

     
Attending Physician
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Model Hospital-Issued Notice of Noncoverage

Direct Preadmission/Admission to NF Swing Bed



Hospital Letterhead


_________________________________

Date of Notice

_________________________________                __________________________________

Name of Patient or Representative


          Admission Date

_________________________________
          ___________________________________

Address







          Health Insurance Claim (HIC) Number

_________________________________
          ___________________________________

City, State, Zip Code




          Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED


Dear                              :


The purpose of this notice is to inform you that we find that your admission for (specify service or condition) is not covered under Medicare because the services to be performed (specify are not considered skilled care or constitute custodial care).  This determination was based upon (our understanding and interpretation of available Medicare coverage policies and guidelines.  You should discuss other arrangements with your attending physician for any further health care you may require.  If you decide to (be admitted to/remain in) the hospital, you will be financially responsible for 1/.


This notice, however, is not an official Medicare determination.  The (name of PRO) is the peer review organization (PRO) authorized by the Medicare program to review inpatient hospital services provided to Medicare patients in the State of (name of State) and to make that determination.




___________________


1/
For preadmission notices, insert:  "all customary charges for services furnished during the stay, except for those services for which you are eligible to receive payment under Part B."


For admission notices issued not later than 3:00 P.M. on the date of admission (i.e., before 3:00 P.M.), insert:  "customary charges for all services furnished after receipt of the hospital notice, except for those services for which you are eligible to receive payment under Part B."  (If these requirements are not met, insert the liability phrase below.)


For admission notices issued after 3:00 P.M. on the day of admission, insert:  "customary charges for all services furnished on the days following the day of receipt of this notice, except for those services for which you are eligible to receive payment under Part B."
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If you disagree with our conclusion and want an immediate review:  (Select as appropriate)


Preadmission:


‑
Request immediately, but no later than 3 calendar days after receipt of this notice, or, if admitted, at any point in the stay, a review of the facts in your case.  You may make this request through us, or directly to the PRO by telephone or in writing to the address listed below.


Admission:


‑
Request immediately, or at any point during your hospital stay, an immediate review of the facts in your case.  You may make this request through us, or directly to the PRO by telephone or in writing at the address listed below.


o
If you do not wish an immediate review:


‑
You may still request a review within 30 calendar days from the date of receipt of this notice to the address specified below.


o
Results of the PRO Review:


‑
The PRO will send you a formal determination of the medical necessity and appropriateness of your hospitalization and will inform you of your reconsideration and appeal rights.


‑
IF THE PRO DISAGREES WITH THE HOSPITAL (i.e., the PRO determines that your care is covered), you will be refunded any amount collected except for any applicable amounts for deductible, coinsurance, and convenience services or items normally not covered by Medicare.


‑
IF THE PRO AGREES WITH THE HOSPITAL, you are responsible for payment of all services beginning on (specify date).1/  If you leave the hospital on (specify date)1/, you will not be liable for costs for care, except for payment of any applicable deductible, coinsurance, and convenience services or items normally not covered by Medicare.




___________________


1/ See footnote 1 on preceding page.
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o
PRO Address:

                                         
  (PRO Name)

                                         
  (Address)

                                         
  (Telephone Number)



Sincerely,



                                                         

      



Chairperson of Utilization Review

Committee, Medical Staff, etc.






ACKNOWLEDGMENT OF RECEIPT OF NOTICE

This is to acknowledge that I received this notice of noncoverage of services from the (name of hospital) at (time) on (date).  I understand that my signature below does not indicate that I agree with the notice, only that I have received a copy of the notice.








                                                        

            

            
(Signature of beneficiary or person


(Time)

(Date)

 acting on behalf of beneficiary)



cc: 
PRO

Attending Physician
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Model Hospital Notice to Beneficiary of PRO Review

of Need for Continued Hospitalization



Hospital Letterhead


_________________________________

Date of Notice

_________________________________      
 __________________________________

Name of Patient or Representative



Admission Date

_________________________________

___________________________________

Address








Health Insurance Claim (HIC) Number

_________________________________

___________________________________

City, State, Zip Code





Attending Physician's Name



YOUR IMMEDIATE ATTENTION IS REQUIRED



Dear                                 :


We have has determined that you no longer require an acute (hospital inpatient) level of care.  Because your doctor disagreed with this decision we are asking the Peer Review Organization (Name of PRO) to review your case.


(Name of PRO) will contact you to solicit your views about your case and the care you need.


You do not need to take any action until you hear from the Peer Review Organization.



Sincerely,



                                                     

      











Chairperson of Utilization Review

Committee, Medical Staff, etc.
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