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304.
OBTAINING THE HEALTH INSURANCE CLAIM NUMBER (HICN)

It is important that the patient's health insurance claim number be obtained and accurately recorded on the billing form, because the claim cannot be processed if it is missing or incorrect.  A social security number is not sufficient.

When a patient 65 years or over, or a younger patient who possibly has entitlement to Medicare as a disability beneficiary or under the provisions for coverage of persons needing a kidney transplantation or dialysis is admitted, ask for the health insurance card, Temporary Notice of Medicare Eligibility or other notice he has received from SSA or an intermediary which shows his claim number.  If the patient cannot furnish it, contact the SSO in accordance with §306.  If a patient or prospective patient is within 3 months of age 65, or is disabled or has ESRD, and has not applied for HI entitlement, advise him to contact the SSO, or have someone do so on his behalf.  You may make arrangements with the SSO to routinely bring such cases to its attention.

304.1
Health Insurance Card.--Individuals who have established entitlement to HI are issued health insurance cards, except railroad retirement beneficiaries who are issued cards by the Railroad Retirement Board.  The health insurance card serves as a source of essential information necessary in the processing of claims under the program.  It shows the beneficiary's name and sex, HICN, and effective date of entitlement to HI and/or medical insurance.  (§304.4 explains the numbering system and can be used as an aid in recognizing valid numbers.)

A health insurance card is acceptable without a signature, but ask the patient to sign it.

304.2
Temporary Notice of Medicare Eligibility.--The SSO may issue a temporary health insurance eligibility notice, pending the issuance of a health insurance card, when the beneficiary is in need of medical services.  (See §399, Exhibit 2.)  Enter the patient's name and claim number from the temporary eligibility notice on the bill.

304.3
Certificate of Social Insurance Award.--Health insurance beneficiaries receive a Certificate of Social Insurance Award, SSA-30 (see §399, Exhibit 1) showing the HICN, dates of entitlement to Part A and/or Part B benefits, and the following statement:

"This notice may be used if Medicare services are needed before you receive your health insurance card."

304.4
Identifying Health Insurance Claim Numbers.--Most HICNs are 9-digit numbers with letter suffixes, e.g., 000-00-0000-A.  However, they might also be 6 or 9-digit numbers with letter prefixes, e.g., A-000000, A-000-00-0000; or WD-000000, WD-000-00-0000.  When the status of a beneficiary changes, it is possible for the prefix/suffix of the claim number to change.

A.
Health Insurance Claim Numbers Assigned by SSA.-- The potentially valid HICN assigned by SSA is a 9-digit number followed by one of the following suffixes:
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A, B, Bl, B2, B3, B4, B5, B6, B7, B8, B9, BA, BD, BG, BH, BJ, BK, BL, BN, BP, BQ, BR, BT, BW, BY

Cl, C2, C3, C4, C5, C6, C7, C8, C9, CA, CB, CC, etc.

D, Dl, D2, D3, D4, D5, D6, D7, D8, D9, DA, DC, DD, DG, DH, DJ, DK, DL, DM, DN, DP, DQ, DR, DS, DT, DV, DW, DX, DY,DZ

E, El, E2, E3, E4, E5, E6, E7, E8, E9, EA, EB, EC, ED, EF, EG, EH, EJ, EK, EM

Fl, F2, F3, F4, F5, F6, F7, F8

Jl, J2, J3, J4, (See Note l)

Kl, K2, K3, K4, K5, K6, K7, K8, K9, KA, KB, KC, KD, KE, KF, KG, KH, KJ, KL, KM (See Note l)

W, Wl, W2, W3, W4, W5, W6, W7, W8, W9, WB, WC, WF, WG, WJ, WR, WT

M, Ml, and T, TA, TB, TC, TD, TE, TF, TG, TH, TJ, TK, TL, TM, TN, TP, TQ, TR, TS, TT, TU, TV, TW, TX, TY, TZ, and T2, T3, T4, T5, T6, T7, T8, T9 (See Note 2)

NOTE No. l:
SMI entitlement may exist for all J and K suffixes.  However, for subscripts J3, J4, K3, K4, K7, K8, KB, KC, KF, KG, KL, and KM, entitlement to HI benefits is possible only when the beneficiary is a qualified uninsured individual who secures coverage on a voluntary basis.

NOTE No. 2:
Suffix T indicates the individual is entitled to hospital and/or medical insurance and is not entitled to monthly social security benefits.

Suffix M indicates that the individual is entitled to SMI benefits.  The individual may also be entitled to HI benefits but only as an uninsured individual who has voluntarily secured coverage.

Suffix Ml indicates the individual is entitled to SMI benefits and has refused HI benefits.

B.
Health Insurance Claim Numbers Assigned by the Railroad Retirement Board (RRB).--The RRB began using the social security number in its numbering system during l964.  The numbers assigned prior to that time were 6-digit numbers; these were assigned in numerical sequence and have no special characteristics.  However, both the 6-digit and the 9-digit social security numbers when used as claim numbers by RRB always have letter prefixes.  (In rare cases, a qualified railroad retirement beneficiary may have a claim number with fewer than 6 digits; add sufficient zeros between the prefix and other digits to make a 6-digit number, e.g., WD-00l234.)
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All-Inclusive List of Potentially Valid RRB Health Insurance Claim Numbers.--

A-000000, or


PA-000000, or

A-000-00-0000


PA-000-00-0000

MA-000000, or


PD-000000, or

MA-000-00-0000  

PD-000-00-0000

WA-000000, or


H-000000

WA-000-00-0000

MH-000000

WD-000000, or




WD-000-00-0000   

WH-000000

CA-000000, or


WCH-000000

CA-000-00-0000

PH-000000

WCA-000000, or

WCA-000-00-0000

JA-000000

WCD-000000, or

WCD-000-00-0000

Special Health Insurance Only Claim Numbers.--

000-00-0000-T, TA, TB, TC, TD, TE, TF, TG, TH,

     TJ, TK, TL, TM, TN, TP, TQ, TR,

     TS, TT, TU, TV, TW, TX, TY, TZ, and

     T2, T3, T4, T5, T6, T7, T8, T9

000-00-0000M

000-00-0000Ml

304.5
Changes in Health Insurance Claim Numbers.--Changes in an individual's entitlement to social security or railroad retirement benefits may result in a completely different HICN.  An example is an individual not entitled to monthly benefits (000-00-0000) who marries and becomes entitled to wife's benefits on her husband's account, (lll-ll-llllB).
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305.
NOTICE OF HOSPITAL (OR MEDICAL) INSURANCE UTILIZATION OR EXPLANATION OF BENEFITS

If the patient cannot furnish his health insurance card when admitted, he may have a utilization form showing the claim number.  Form HCFA-l533, Medicare Benefit Notice is mailed to a beneficiary shortly after Part A inpatient hospital or SNF care benefits have been paid on his behalf.  An Explanation of Benefits is sent to a beneficiary by the carrier after payment of a SMI claim.  The beneficiary receives a utilization notice after payment on his behalf for Part B inpatient and outpatient hospital and SNF services. Deductible status is shown on these forms.

306.
CONTACTS WITH THE SOCIAL SECURITY OFFICE TO OBTAIN HEALTH INSURANCE CLAIM NUMBERS

When a beneficiary cannot furnish the HICN, you may request it from the SSO.  Establish a working procedure with the SSO for obtaining them.

The statement you obtain in accordance with §§307 and 266.2 is authorization for the SSO to provide you the beneficiary's HICN.  In your request, advise the SSO that you have this statement.

NOTE:
The SSO will also help a beneficiary replace a lost or destroyed health insurance card.

306.l
Information Required by the Social Security Office.--If the patient's social security number is available, the SSO usually requires no additional information to locate the HICN or to determine that the patient has not established HI entitlement.

If the social security number is not available, furnish the following information to the SSO: 

· The patient's name and statement as to whether or not he ever applied for SS monthly benefits, RRB, or for HI benefits;

· If the patient says he applied, the name of the person on whose SS number the application was based, e.g., his own or the number of a husband, or a wife;
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· The full name of the patient's father, the maiden name of the mother, and the date and place of birth; and

· Patient's address.

If you cannot furnish all of the identifying information, furnish as much as you have.

306.2
The Social Security Office Reply.--The SSO will make every effort to furnish the HICN when available from their records, within 24 hours (48 hours if more than one SSO is involved).  When the requested information is not available, the office will supply you with an interim reply informing you of the action it is taking, e.g., that a claim number has been requested from SSA central records, that it is developing an application, or that an application is pending.

If an application for HI benefits is taken as a result of your request for a claim number, or is pending when you requested it, the office will give you the claim number when processing is completed.

307.
REQUEST FOR PAYMENT SHOULD BE OBTAINED IN ALL CASES AS PROTECTIVE APPLICATION FOR HOSPITAL INSURANCE BENEFITS

To become entitled to HI benefits, an individual must not only be eligible, but must also, have prior to his death, filed an application for such benefits (or for monthly social security benefits).  Even though he meets all eligibility requirements, if he does not file the necessary application before death, he cannot become entitled and no payment can be made for hospital services.  Obtain a written request for title XVIII payment filed, by or on behalf, of a patient in accordance with §266.2 upon admission.

Occasionally, a patient age 65 or over who is admitted to a hospital, though eligible, has never applied for benefits.  A request for payment will protect the eligible patient, his estate, and you against the possibility that timely application will not be filed.  If the patient refuses to sign the request, respect his wishes.  You may then require him to pay or give assurance of payment in accordance with your customary practice for nonbeneficiaries.  If the patient cannot sign and is not accompanied by anyone who can sign on his behalf, an authorized official may execute the request for payment on his behalf.  The admission record containing the request should contain the patient's name and be signed and dated as of the signature date.  

Where the SSO upon your inquiry for a claim number, finds that an apparently eligible inpatient has not applied for benefits, and the filing date established by the written request statement might permit payment (not otherwise possible) for his inpatient services, it will ask you for a photocopy of the admission record containing the signed request.  The SSO may ask you to file a prescribed application for benefits on behalf of the patient who is incompetent, if there is no other qualified applicant.
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In the case of a deceased patient, a prescribed application may be requested on his behalf from you if no other qualified applicant can be located, or if a qualified applicant fails to file within 6 months of the date of notice of the need for the application.  However, where a qualified survivor or representative of the estate refuses to file, and states in writing that his refusal is based upon the fact that filing would be detrimental to the deceased's estate, hospital insurance entitlement cannot be established and payment cannot be made for your services.

308.
INTERMEDIARY REQUESTS TO VERIFY PATIENT'S HICN

Where the name and claim number information on a bill does not match the central record, the intermediary will return the bill to you and request you to verify the information.  

Compare the name and number on the bill with that on your records.  If the information submitted was incorrect, return the claim to the intermediary with the corrected information.

If, however, the information identifying the patient is the same as the information submitted on the bill, contact the SSO for assistance.

309.
INTERMEDIARY INDICATES BENEFICIARY IS AN HMO ENROLLEE

If your intermediary determines from its records or its query to HCFA that a patient is an HMO enrollee, it will return the bill to you with instructions to submit it to the HMO for payment, if appropriate.

3l0.
RETROACTIVE ENTITLEMENT

When an application for social security benefits is filed by a person 65 years of age or older, he may inform the SSO that he received hospital services in the retroactive period of up to 6 months for which he may be entitled to benefits.  In these cases, verify the patients eligibility through your intermediary before billing.  If the patient paid you, refund the appropriate amount.

3ll.
INITIATING BILLS WHERE NO PAYMENT WILL BE MADE

Section 450 explains that you are to submit inpatient billing forms even when benefits are exhausted or are not payable for some reason.

Where the patient refuses to request payment and does not furnish his health insurance claim number, attempt to get the claim number from the SSO.  (See §306.l for the information that office needs to locate the claim number.)
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312.
NOTICE TO BENEFICIARIES

A.
Notice to Beneficiaries of PRO Review of Care.--Section 1866(a)(1)(M) of the Act (amended by §9305 of the Omnibus Budget Reconciliation Act of 1986) requires all hospitals (including hospitals paid under the prospective payment system (PPS), and those waived or exempt from PPS) to provide Medicare beneficiaries (or their representatives), at or about the time of the beneficiary's admission as an inpatient to the hospital, a written statement which explains:


o
The beneficiary's right to benefits for inpatient hospital services and post-hospital services;


o
The circumstances under which the beneficiary will or will not be liable for charges for continued stay in the hospital;


o
The beneficiary's right to appeal denials of benefits for continued inpatient hospital services, including the practical steps to initiate such appeals; and


o
The beneficiary's liability for payment for services if such a denial of benefits is upheld upon appeal.


An Important Message From Medicare (Exhibits 5, 6, 7, 8) is the notice you must provide Medicare beneficiaries upon admission.  The language of the Message in each exhibit is similar, except for the statement about the beneficiary's (or his/her representative's) liability upon issuance of a hospital continued stay notice of noncoverage.


Hospitals under PPS (including acute care hospitals in waivered States) must issue the Message shown in Exhibit 5, or the Spanish version shown in Exhibit 6.  This Message contains the statement that the beneficiary (or his/her representative) is liable for the costs of noncovered hospital services beginning the third day following the date of receipt of your continued stay notice of noncoverage.


Specialty hospitals and hospital units exempt from PPS (e.g., rehabilitation and psychiatric units) must issue the Message shown in Exhibit 7, or the Spanish version shown in Exhibit 8.  This Message contains the statement that the beneficiary's (or his/her representative's) liability for the costs of noncovered hospital services begins the day following the date of receipt of your continued stay notice of noncoverage.


NOTE:
You are not required to issue the Message to patients who are transferred (or admitted) to swing beds (for skilled care or less than skilled care).  A swing bed is not considered a part of the hospital unit exempt from PPS.  The Message is designed to explain immediate review rights to the beneficiary (or his/her representative) in accordance with the provisions of the Omnibus Budget Reconciliation Acts of 1986 and 1987.  Those provisions do not apply to continued stay notices of noncoverage involving transfers/admissions to swing beds.
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Give the Spanish version of the Message (either Exhibit 6 or Exhibit 8) only to Spanish-speaking beneficiaries (or their representatives) who have difficulty understanding English.

You are not required, but you are encouraged, to retain a signed copy of the notice in the beneficiary's medical records to substantiate compliance.

B.

Notice to Beneficiary of PRO Review of Need for Continued Hospitalization.--Section 4096(c) of the Omnibus Budget Reconciliation Act of 1987 (P.L. 100-203) requires you to give a notice to patients when you and the patient's physician disagree on the proposed notice and the PRO is requested to review it.  Exhibit 4, Notice to Beneficiary of PRO Review of Need for Continued Hospitalization, contains the language to use.  You may use your own letterhead, but may not alter or change the language.  Give this notice to the beneficiary concurrently when you give the case to the PRO.

312.1
PRO Monitoring of Hospital Admission Notice to Beneficiaries.--The PRO monitors you on an ongoing basis to ensure that you are issuing the required notice to all beneficiaries.  Corrective action is necessary when a PRO review indicates that:

o
The Message was not given to the beneficiary (or his/her representative);


o
The Message was given to the beneficiary (or his/her representative), but not at or about the time of admission (i.e., the Message was given after the date of admission without appropriate justification);


o
The content of the Message has been altered; or


o
The incorrect Message was given to the beneficiary (or his/her representative), e.g., a Spanish-speaking beneficiary was given the English version of the Message, or a beneficiary admitted to an exempt psychiatric unit (or his/her representative) was given the Message applicable to PPS hospitals.


NOTE:
You may use your own letterheads and color-coded paper to differentiate the various Messages, but may not alter the language of the Message, including the acknowledgment statement.


Insert the name, address and telephone number of your PRO where indicated.

If the PRO determines that you are not appropriately issuing the Message, it takes the following actions.

o
The PRO notifies you that you must correct the problem immediately, and informs you of any other interventions to be taken, e.g., intensification of review, or resubmittal of your new distribution plan;
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o
Review of the Message is intensified when 5 percent, or 6 inappropriate cases (whichever is greater), are found.  Errors are computed on a quarterly basis.  If error rate reaches or exceeds the threshold for a quarter, review will be intensified the next quarter.  (Review may return to the nonintensified review level when the error rate falls below the threshold after a quarter's review); and 

o
If the problem continues, i.e., three consecutive quarters, or a pattern of noncompliance is established, the PRO will refer the case to HCFA’s Associate Regional Administrator, to consider termination of the provider agreement under §1866(b) of the Act.

315.
MEDICARE PARTICIPATING PHYSICIANS/SUPPLIERS DIRECTORY (MEDPARD)

Section 9332(e) of OBRA 1986 requires you to make available to your patients the Participating Physician Directory that carriers publish for the area you service.  Also, if your personnel, in the inpatient, outpatient, or emergency areas, refer a patient to a nonparticipating physician for further medical care on an outpatient basis, they must inform the patient that the physician is a nonparticipating physician who may, or may not, accept assignment.  They must identify at least one qualified participating physician listed in the Directory who provides the type of service needed.

Carriers will furnish you copies of the Directory and updated copies each year. 

350.
OUTPATIENT REGISTRATION PROCEDURES

A.
Patient Identification.--Upon registration of a Medicare beneficiary, or as soon thereafter as practical, ask the patient for his/her health insurance card to obtain the HICN. (See §304.)  If the patient is unable to provide it, contact the SSO for assistance.

B.
Determining Who To Bill.--The procedures for determining whether another payer exists are the same for outpatient situations as for inpatient.  Therefore, follow the admission questionnaire procedures found in §301.2 for developing other coverage.  If you identify another insurer primary to Medicare, follow §§259, 262, 263, 264, or 289, as appropriate.

C.
Source of Admission.--Your registration process must distinguish whether the referral source for this registration/admission is from:

o
Your hospital;

o
An encounter in another hospital (see subsection F for definition of encounter); or

o
Any other source.

Determine the appropriate source of admission by asking the patient who referred him/her to your hospital and whether the referral took place as a result of an encounter in your hospital, another hospital, or elsewhere.

The NUBC decided to use the inpatient coding structure for outpatient source of admission coding on the bill.  This requires you to make further distinction as provided by the following coding structure.
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1.
Physician Referral.--The patient was referred to this facility for outpatient or referenced diagnostic services by his or her personal physician or the patient independently requested outpatient services (self-referral).

2.
Clinic Referral.--The patient was referred to this facility for outpatient or referenced diagnostic services by this facility's clinic or other outpatient department physician.

3.
HMO Referral.--The patient was referred to this facility for outpatient or referenced diagnostic services by an HMO physician.

4.
Transfer From a Hospital.--The patient was referred to this facility for outpatient or referenced diagnostic services by a physician of another acute care facility.

5.
Transfer From a SNF.--The patient was referred to this facility for outpatient or referenced diagnostic services by a physician of the SNF where he or she is an inpatient.

6.
Transfer From Another Health Care Facility.--The patient was referred to this facility for outpatient or referenced diagnostic services by a physician of another health care facility where he or she is an inpatient.

7.
Emergency Room.--The patient was referred to this facility for outpatient or referenced diagnostic services by this facility's emergency room physician.

8.
Court/Law Enforcement.--The patient was referred to this facility for outpatient or referenced diagnostic services upon the direction of a court of law, or upon the request of a law enforcement agency representative.

Determine the proper source of admission code based on the patient's response and/or any other information you may have available from your pre-registration records or scheduling data.  Enter the proper source of admission code in item 18 of Form HCFA-1450, also know as the UB-92.

If the patient was referred for services by a physician at:

o
Your hospital, enter codes 2 or 7;

o
Another hospital, enter code 4; or

o
Some other source, enter codes 1, 3, 5, 6, or 8, as appropriate.
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If you are sure the admission source is not from your hospital or another hospital but cannot determine which of the codes apply, enter code 1 on Medicare bills. However, incorrect reporting where services were referred by staff at your hospital or another hospital (codes 2, 4, or 7 are applicable) is considered program abuse and subject to applicable sanctions.

D.
Type of Bill.--To bill properly, assign a type of bill based on whether:

o
Services are for referred diagnostic tests ordered by  a source other than a clinic, emergency room, or other outpatient department physician at your facility.  For example, if the patient is seen by a physician in his office and is referred to your facility for a diagnostic test the bill type will be a 14X; or

o
Services are related to consultation or therapy managed by professional staff in your emergency room, clinic or other outpatient area as a result of an encounter in your hospital.  This may include diagnostic tests.  For example, if the patient is seen by a physician at your clinic for consultation and diagnostic testing, the bill type will be a 13X.

E.
Definition of Diagnostic Services.--A service is "diagnostic" if it is an examination or procedure to which the patient is subjected, or which is performed on materials derived from a hospital outpatient, to obtain information to aid in the assessment of a medical condition or the identification of a disease.  (See §230.3A.)  Among these examinations and tests are diagnostic laboratory services such as hematology and chemistry, diagnostic X-rays, isotope studies, EKGs, pulmonary function tests, psychological tests and other tests given to determine the nature and severity of an ailment or injury.

F.
Definition of Encounter.--The term "encounter" means a direct personal contact in the hospital between a patient and a physician, or other person who is authorized by State law and, if applicable, by hospital staff by-laws to order or furnish services for diagnosis or treatment of the patient.  Direct personal contact does not include telephone contacts between a patient and physician. Nor is the compensation arrangement between the physician and the hospital relevant to whether an encounter has occurred.  Patients will be treated as hospital outpatients for purposes of billing for certain diagnostic services that were ordered during or as a result of an encounter that occurred while they were in an outpatient status at the hospital.  If a Medicare outpatient is referred to another provider or supplier for further diagnostic testing or other diagnostic services as a result of an encounter that occurs in your hospital, you are responsible for arranging with the other entity for the furnishing of services.  You are not required to verify that all ordered services are furnished but only to assure that when it is necessary to refer a patient to an outside entity, the referral is made to a provider or supplier with which you have an arrangement.  This requirement is necessary to assure that billing for services that are furnished is processed through your hospital.

When a patient has follow-up visits with a physician in the hospital following an initial encounter, each subsequent visit to the physician will be treated as a separate encounter.
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