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Limitation on Liability of Beneficiary and Hospital 

Where Medicare Claims Are Disallowed
29l.
LIMITATION OF LIABILITY FOR HOSPITAL CLAIMS UNDER PARTS A AND B OF THE MEDICARE PROGRAM.

Section l879 of the Act provides relief for a beneficiary who acted in good faith in accepting services found to be not reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member, or to constitute custodial care.  In such situations, the beneficiary is not liable for the charges for the services.  In the case of hospital services, you are liable if it is determined you knew, or could reasonably have been expected to know, that the items or services provided were not covered under Medicare.  However, the Medicare program accepts liability, i.e., makes payment to a hospital even though a noncovered service is involved, if neither you nor the beneficiary knew or could reasonably be expected to have known, that the services were not covered under Medicare.

This provision does not apply to any services you rendered prior to the date on which your Medicare agreement is accepted by the Secretary, even though the effective date of the agreement may be earlier.  This is so because a beneficiary entering a nonparticipating hospital could not reasonably have expected Medicare coverage.

Section l879 permits you to appeal a determination that services were not reasonable or necessary or constitute custodial care when it is determined that liability rests entirely with you or when the beneficiary is partially or completely liable for the noncovered items or services and it has been determined that the beneficiary is not exercising his appeal rights.  (See §287.2).  Section l879 also provides that the Medicare program indemnifies (i.e., makes direct payment to) (see §298) the beneficiary or other person(s), subject to the deductible and coinsurance amounts, for any payments made by the beneficiary or other persons to a liable hospital that are not refunded or credited, for items or services which have been determined to be noncovered, as specified in §29l.l below.  Any payments made as indemnification are treated as overpayments to the hospital and withheld from future Medicare benefits due that hospital.

NOTE:
Sections 29l.l through 297 discuss specific procedures for implementing this provision with regard to hospital claims for inpatient Part A services billed on form HCFA-1450. Section 297.2 discusses procedures for processing ancillary and outpatient hospital services payable under Part B billed on form HCFA-1450.
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29l.l
Applicability of Limitation of Liability to Items or Services Furnished by Hospitals.--

A.
The limitation of liability provision applies to hospital denials under only two specific statutory exclusions from coverage;

o
Items or services that are not reasonable and necessary for the diagnosis or treatment of illness, injury, or to improve the functioning of a malformed body member (excluded by §l862(a)(l)). (See  §260.l.)

o
Items or services that constitute custodial care, i.e., not a covered level of care (excluded by §l862(a)(9)). (See  §26l.)

B.
The following examples illustrate types of denials which cannot involve the limitation of liability provision and for which no payment can be made.  (These examples are not all inclusive):

o
Inpatient hospital services for noncovered dental care, cosmetic surgery, or excluded foot care services.

o
Services payable under State or Federal worker's compensation.

o
Denial of payment of charges for private room accommodations.  (See 2l0.lff.)

29l.2.
Application of Limitation of Liability to Hospital Claims for Services Furnished in Non-Certified or Inappropriately Certified Beds.--

A.
General.--Payment for hospital claims may not be denied solely on the basis of a beneficiary's placement in a non-certified  (or inappropriately certified) bed of a participating hospital.  When requested to by the beneficiary or his representative, submit a claim to the intermediary for services rendered in a non-certified bed.  When an intermediary reviews a claim for services rendered in a non-certified bed, it first determines whether the beneficiary consented to the placement.  (See 29l.2C.)  If the intermediary finds that the beneficiary consented, the claim is denied.  If the intermediary finds that the beneficiary did not consent, it determines whether there are any other reasons for denying the claim.  (See 29l.2D.)  If there is another reason for denying the claim, it is denied.  However, if none of the reasons for denial exist, beneficiary liability is waived as provided under §l879(e) and a further determination is made as to whether you, rather than the Medicare program, must accept liability for the services in question.  (See §29l.3.)

B.
Hospital Notice Requirements.--If you place a patient in a non-certified or inappropriately certified portion of your facility because you believe the patient does not require a covered level of care, or for any other reason, notify the
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patient (or person acting on behalf of the patient) in writing that services in a non-certified or inappropriately certified bed are not covered.  The written notice should make it clear that the beneficiary has the right to request that you file a claim for Medicare benefits if he/she believes a covered level of services is required, such as:

"We are placing you in a part of this facility which is not appropriately certified by Medicare because (you do not require a level of care that will qualify as covered hospital services under Medicare)/(or state any other reasons for the non-certified bed placement). Nonqualifying services furnished a patient in a non-certified or inappropriately certified bed are not payable by Medicare.  However, you (or someone acting on your behalf) may request us to file a claim for Medicare benefits.  Based on this claim, Medicare will make a formal determination and advise whether any benefits are payable to you."

If the beneficiary requests that you submit a claim for Medicare payment, do so.  Point out that the claim is being submitted at the beneficiary's request and explain why you consider the care to be noncovered.

C.
Determining Beneficiary Consent.--Effective for services provided on or after February 1, l983, you may submit evidence to rebut the presumption that the beneficiary did not consent to the placement in a non-certified bed.  However, under this policy, beneficiaries are still not viewed as having given their consent to placement in a non-certified bed if their consent is based on erroneous or incomplete information.  In other words, if the beneficiary consents on the basis of an incorrect statement from your admissions office, the URC, or any other entity on which the beneficiary could reasonably be expected to rely, that he does not require a covered level of care, then the consent is determined to have been invalid, and program payment may be made (assuming, of course, that there exists no other basis on which to deny the claim).  On the other hand, a beneficiary may knowingly and voluntarily consent to placement in a non-certified bed--because he only requires a short stay, because he wishes to be placed in a facility that is near a close relative, because he believes the care is being paid for by a third party payer (other than Medicare), or for any other reason.  In such a situation, program payment is not made, even though the beneficiary may have needed and received an otherwise covered level of care.

In order to rebut a presumption of non-consent, you must submit to the intermediary a valid consent statement attached to any request for payment for care received in non-certified beds.  Moreover, in any case in which a Medicare beneficiary gives his or her consent to placement in a non-certified bed, submit a consent statement to the intermediary, who determines its validity.  To be considered valid, the consent statement must include language to the effect that the beneficiary understands that his or her voluntary placement in a non-certified portion of your facility disqualifies the beneficiary from eligibility for Medicare payments for services received while in the non-certified bed.  The statement must assert that the beneficiary's consent to being placed in a non-certified  (or inappropriately certified) bed is given freely.  The consent statement must be signed by the beneficiary (provided he or she is competent to give such consent) or by the beneficiary's legal representative, and must be accompanied by a physician's statement attesting to the beneficiary's competence or incompetence.  If any of these requirements is not met, a consent statement is automatically determined to be invalid.
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When intermediaries receive requests for payment with consent statements attached, they determine whether the consent statement is valid, that there is no evidence of coercion, and that it is not based on erroneous information.  If the consent is found to be valid, the claim is denied and the beneficiary notified that limitation of liability cannot be applied because of his or her valid consent to be cared for in a non-certified (inappropriately certified) bed.  If the consent is found to be invalid, the claim is further processed in accordance with the instructions in 29l.2D and 29l.3.

Consent statements that do not accompany requests for payment are also reviewed.  If the intermediary determines that the consent statement is invalid, it notifies you and the beneficiary that payment may be made to the extent that all other requirements are met.

D.
Determining Whether Other Requirements for Payment are Met.--Denials are appropriate for any of the following reasons:

o
The patient did not receive or require otherwise covered hospital services;

o
The benefits are exhausted; or 

o
The physician's certification requirement is not met.

Intermediaries deny cases falling within these categories under existing procedures.  Also, if the beneficiary receives care in a totally nonparticipating institution, denial on the grounds that he was not in a participating hospital is still appropriate.

29l.3
Determining Liability For Services Furnished in a Non-Certified or Inappropriately Certified Hospital Bed--

A.
Beneficiary Liability.--If it is determined that the beneficiary did not consent to placement in the non-certified bed within your participating facility (see 29l.2C.), and that no other basis for denial of the claim exists (see 29l.3D), the beneficiary is  found not liable under §l879.

B.
Hospital Liability.--If the beneficiary is found not liable under §l879, liability may rest with you, or with the program.  Liability rests with the Medicare program, unless any of the following conditions exist, making you liable for the services.

o
You did not give timely written notice to the beneficiary of the implications of receiving care in a non-certified or inappropriately certified bed as discussed in §291.2B.

o
You failed to attempt to obtain a valid consent statement from the beneficiary.  (See 29l.2C.)

o
The intermediary determines from medical records in its claims files that it is clear that the beneficiary required and received services that constituted covered hospital services, and that you had no reasonable basis for placing the beneficiary in a non-certified bed.  Following are examples of situations where it can be found that there is a reasonable basis to place a beneficiary in a non-certified or inappropriately certified bed:
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--
The intermediary, a PRO, or Utilization Review Committee had advised you that the beneficiary did not require covered hospital services;

--
The beneficiary's attending physician specifically advised you (verified by documentation in the medical record) that the beneficiary no longer required a covered level of care or services;

--
A beneficiary not requiring covered services had a change in his condition that later required a covered level of care or services and that you had no certified bed available.

--
You decided that the beneficiary did not require a covered level of care, unless the intermediary determines that in more than 2.5 percent of hospital placements in a calendar quarter, the beneficiary required and received services equivalent to covered hospital services.  (You may, of course, still attempt to show in any individual case that you had a reasonable basis for deciding that covered care was not required);

--
The intermediary has other sufficient evidence to determine that you acted in good faith but inadvertently placed the beneficiary in a non-certified or inappropriately certified bed.

292.
DETERMINING LIABILITY FOR HOSPITAL CLAIMS UNDER SECTION l879

Ordinarily, a finding is made that the beneficiary did not know nor could reasonably have been expected to know that items or services were not covered by Medicare, unless there is evidence as discussed under §292.  The procedures for determining whether you knew or could reasonably have been expected to know of the noncoverage of services are discussed under §292.2.

292.l
Determining Beneficiary's Liability.--For the beneficiary, the presumption is made that he did not know that services are not covered unless the evidence indicates that notice was given to the beneficiary.  In some cases, the beneficiary may have been given notice in a previous claim that a type of care is not covered.  More commonly, you or your utilization review committee gives notice to the beneficiary that a particular stay or course of treatment is not covered or that coverage ended at a particular time.  (See §296 regarding when a beneficiary is on notice of noncoverage.)

A.
Beneficiary Determined to Be Liable.--When the intermediary determines that the beneficiary is liable, the beneficiary is held responsible for the payment of expenses incurred for items or services determined to be noncovered under Medicare.

B.
Beneficiary Determined to Be Without Liability.--Unless evidence indicates that the beneficiary knew or had reason to know that the items or services he received were noncovered because they were not reasonable or necessary or constituted custodial care, the intermediary presumes that the beneficiary did not know that the services are not covered.

Rev. 513
55

292.2
COVERAGE OF HOSPITAL SERVICES
07-87

When the beneficiary's liability is waived, all days for which he received benefit of limitation of liability (whether or not Medicare payment is made) are charged to the beneficiary's utilization record of inpatient hospital days as though covered under Medicare.  Such days are shown as having been used on the utilization notice, Form HCFA-l533.  This requirement includes days for which the beneficiary's liability has been waived but for which you are liable.  (See §402.1)

292.2
Determining Hospital Liability.--


A.
General.--You are held liable for noncovered services if it is determined that you:

o
had actual knowledge of the coverage of services in a particular case, or

o
could reasonably have been expected to have such knowledge.

B.
Hospital Is Determined to Be Liable--Right to Appeal.--If you are determined liable for all or a portion of the charges for noncovered items and services furnished a beneficiary you may appeal such a decision by an intermediary under certain conditions. (See §287.)

NOTE:
The limitation of liability provision does not apply to third party payers except liability insurers.  Therefore, if you are determined liable, you may seek payment from a third party payer other than a liability insurer without being subject to recovery action that could occur if you sought payment from the beneficiary.

C.
Hospital and Beneficiary Determined to be Without Liability.--If the intermediary determines that neither you nor the beneficiary knew or had reason to know that the services provided the beneficiary were not covered, the Medicare program accepts liability and makes payment.  (See §297.)

295.
DETERMINING WHETHER HOSPITAL HAD KNOWLEDGE OF NONCOVERAGE OF SERVICES.

You are considered not to have had knowledge of noncoverage of services in a particular claim unless there is evidence to the contrary.  Such evidence may include the following:

A.
Hospital Notices
o
Your utilization review committee informed you in writing that the services were not covered;

o
You submitted a no-payment claim or a claim for payment only at the request of the beneficiary;

o
You issued a written notice of noncoverage to the beneficiary.

B.
HCFA Directives.--HCFA has informed you in writing of the noncoverage of a particular service or category of services.  For example, specific instructions in §§26lff. define custodial care and provide examples of unskilled services excluded from Medicare
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coverage. Where it is clear from review of a particular medical record that the patient received only excluded custodial services, you are expected to have knowledge of noncoverage.

C.
Intermediary Notices.--

o.
A one-time written notice from the intermediary to you that a particular item or service is not covered (e.g., acupuncture) is sufficient notice for all subsequent claims involving that service.

o
The intermediary notified you by telephone and/or in writing that the care is not covered or that covered care has ended.  If the beneficiary is still an inpatient, the intermediary gives notice by telephone.  The date of the telephone notice is the effective date of notification to you.

o
The intermediary issued a general bulletin or newsletter advising that a specific item or service is not considered reasonable and necessary.

D.
PRO.--The PRO notified you that services are not covered.

E.
Medical Information.--

l.
A physician clearly indicated in the patient's medical record that the patient no longer needed the services or the level of care provided.  You are accountable for information found in the patient's medical records, such as the patient's medical chart, attending physicians' notes, or similar records, since these are your records.  Evidence, based upon medical records, such as that described below clearly indicates noncoverage of services:

o
A physician indicated the patient could be discharged; 

o
The attending physician refused to certify or recertify the patient's need for a level of care covered by Medicare because he determined that the patient does not require a covered level of care; or

o
The physician explicitly stated that the patient was awaiting discharge, transfer to an SNF (except where there was no appropriate SNF bed available) or placement elsewhere.

2.
The intermediary requested that additional medical evidence be submitted after a certain number of days to determine whether continued coverage is warranted.  However, you did not submit the evidence within the stipulated time.

3.
The intermediary follows its established procedure for requesting additional evidence needed in a particular case to permit a decision on coverage.  Where the beneficiary is still an inpatient you are advised that the additional information must be submitted (i.e., postmarked), within 5 work days of a telephone request, or if a telephone request is not feasible, postmarked within 7 work days of the date of a written request.
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F.
Patently Unnecessary Services.--The intermediary makes an immediate finding of liability in fraud and abuse cases as well as in any other situations where a hospital furnishes and claims payment for services that are so patently unnecessary that all hospitals could reasonably he expected to know that the services were not covered under Medicare.  Generally, this is the case where abuse has been identified in a particular claim.

As defined in '106, abuse exists when a hospital furnishes services that are inconsistent with accepted sound medical practices, are clearly not within the concept of reasonable and necessary services defined by law or regulations, and, if paid for, results in an unnecessary financial loss to the Medicare program.

295.l
Notifying Patient of Noncoverage.-- Where you are aware that the services to be furnished to a patient are not covered, advise the patient (or his representative) in writing prior to or at the time of admission (or at the time the type of care changes during a stay) that the care is noncovered and that no claim for Medicare reimbursement is being submitted.  For example, if you intend to place a patient in a noncertified portion of you facility because you believe that patient does not require a covered level of care, notify the patient in writing.  If the beneficiary insists that you submit a claim for payment, indicate that the bill is being submitted at the beneficiary's request, and why you consider the care to be noncovered.  Use the no-payment billing procedures.  (See §450 for inpatient services.)  In such a case, neither the beneficiary nor you are entitled to limitation of liability.  

Establish a procedure for notifying beneficiaries and physicians promptly when a decision of noncoverage is made.  The procedure should provide for a written notice of noncoverage to the beneficiary or person acting on his behalf on the day of admission or on the day you find the care to be noncovered, or on the same day the intermediary telephones a decision of non-coverage to you.

296.
ESTABLISHING WHEN BENEFICIARY IS ON NOTICE OF NONCOVERAGE

If the beneficiary has previously been informed in writing that services were noncovered as a result of a prior stay for the same condition, the beneficiary is liable for payment for the services based upon the prior notice, but only if it is clear that the beneficiary (or the person acting on his behalf) knew that the circumstances were the same as in the situation previously found to be noncovered. With this exception, the beneficiary is presumed not to have known nor to have been expected to know that care is not covered unless or until one of the following occurs:

A.
Hospital Is Source of Notice.--

o
You advised the beneficiary or the person acting on his behalf in writing on or before the day of admission that the care is noncovered.  If the beneficiary insists that you bill Medicare, submit a no-payment claim with a statement explaining the situation.

o
During the patient's stay, the intermediary advised you that covered care has ceased and you notify the beneficiary or the person acting on his behalf in writing of the intermediary's determination.
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o
During the patient's stay, you advised the patient or the person acting on his behalf in writing that the patient no longer required covered care.
B.
PRO is Source of Notice.--A PRO notified the beneficiary or the person acting on his behalf in writing that covered care is not required or is no longer required.

C.
Utilization Review Entity Is the Source of Notice.--Your URC advised the beneficiary or the person acting on his behalf in writing that care is no longer covered.

D.
Intermediary Is Source of Notice.--The beneficiary's first notification of noncoverage is received from the intermediary (e.g., intermediary denial notice).

296.l
Determining Date of Notice.--

A.
For Beneficiaries.--In determining when the beneficiary received notice of noncoverage, the intermediary uses the date of the written notice when the beneficiary is an inpatient and is capable of handling his own affairs (i.e., able to sign and negotiate checks).

If you must furnish notice to a beneficiary who is incapable of managing his own affairs, telephone the person who is acting on the beneficiary's behalf or has assumed financial responsibility for the beneficiary on the same day you know the services are not covered.  Confirm the telephone contact by written notice mailed on that same date, to protect yourself from liability.  The date phone contact was made is considered the date of receipt of the notice of noncoverage.  Mail a written notice on the same day even if a telephone contact cannot be made.  Use "return receipt requested" procedure where phone contact is not made and consider the date receipt is signed as the date of receipt of the notice of noncoverage.  Place a dated copy of the notice in the incapable patient's medical file.

B.
For Hospitals.--When you are notified of noncoverage by an intermediary, it uses the date annotated in its records in accordance with §295C.

Where you are notified of noncoverage by a URC, the intermediary uses the date shown by the hospital in Item 22 of your bill unless the intermediary has evidence of an earlier notification.

Where you are notified of noncoverage by a PRO, the PRO uses the date of its first contact with you. (See §295D.)

Where you determine that covered care is no longer required, the intermediary uses the date of your written notice to the beneficiary of such noncoverage, as indicated in subsection A.

296.2
Documentation of Notice.--It is very important that you are aware of these definitions of notice.
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Retain copies of all notices of noncoverage you have given to beneficiaries, because the date of notice to the beneficiary may be an important element in the event of an appeal on the issue of your liability.

297.
PAYMENT UNDER LIMITATION OF LIABILITY.

When it is determined that the beneficiary's inpatient stay is not covered but both the beneficiary and you are entitled to limitation of liability, the Medicare program may pay for the noncovered services up to the date of notice and also, if it is determined that the beneficiary needed additional time to arrange post-discharge care, for a "grace period" of l day after the date of notice to you or to the beneficiary, whichever is earlier.  (See §§295 and 296 for definition of notice.)  If it is determined that even more time is required in order to arrange post-discharge care, 1 additional "grace period" day may be paid for.

If you are given notice as described above, advise the beneficiary in writing of the determination made.  Your written notice to the beneficiary is to be given on the same date you receive notice from the intermediary.  Where you fail to give the beneficiary such timely notice, the beneficiary is protected from liability until he receives the notice.  For example, if you received notice of noncoverage from the intermediary on February l5 but failed to advise the beneficiary until February l9, the beneficiary is protected from liability through February l9--the date on which he first received notice.  However, you are entitled to program payment only through the date--February l5--on which you received notice, and for whatever "grace period" is allowed thereafter.  In a case in which you received notice from the intermediary on February l5 but failed to give the beneficiary notice until the next day--February l6--the beneficiary and hospital are protected from liability under the "grace period" if it is determined that additional time is needed to arrange post-discharge care only for the additional day--February l6--unless it is determined that even more time is required to arrange postdischarge care, in which case up to 1 additional "grace period" day may be paid for.
NOTE:
The "grace period" is applicable only where circumstances have permitted program payment under §l879; i.e., limitation of liability was applicable to both the beneficiary and the hospital.  Where an intermediary concurs with a URC's decision that covered care has ended, any payments made during the "grace period" after the URC's notice are made under the authority of that statutory provision (§l8l4 of the Act) rather than under §l879.

297.1
Applicability of the Limitation of Liability Provision to Claims for Ancillary and Outpatient Hospital Services Payable Under Part B.--The limitation of liability provision applies to claims involving ancillary and outpatient services billed on Form HCFA-l450, where reimbursement is sought under Part B.  The intermediary determines whether limitation of liability applies to these categories of claims when the basis for denial is that services were not reasonable and necessary (under §l862(a)(l) of the Act).
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A.
Determining Beneficiary Liability in Claims for Ancillary and Outpatient Services.--The intermediary presumes that the beneficiary did not know that items or services are not covered unless there is evidence to the contrary.  Indication in the claims file that the beneficiary received notice prior to receiving the noncovered ancillary or outpatient services is evidence to the contrary which rebuts the presumption in the beneficiary's favor.  The intermediary follows the definitions of notice to the beneficiary set forth in §296.

B.
Determining Hospital Liability in Claims for Ancillary and Outpatient Services.--As with Part A inpatient hospital claims, to have your liability waived, you must establish in an individual claim for services payable under Part B that you did not know and could not have been expected to know that the items or services are not covered.


Indemnification Procedures under Limitation of Liability
298.
INDEMNIFICATION PROCEDURES FOR CLAIMS FALLING WITHIN THE LIMITATION OF LIABILITY PROVISION.

Section 1879(b) of the Act provides that when you are held liable for the payment of expenses incurred by a beneficiary for noncovered items or services and you request and receive payment from the beneficiary or any person(s) who assumed financial responsibility for payment of expenses, the Medicare program indemnifies the beneficiary or other person(s).  Further, any such indemnification payments are considered overpayments to you.
The limitation of liability provision does not apply to third party payers, such as Medicaid.  If you are determined to be liable, you may seek payment from a third party payer.

298.l
Determining the Amount of Indemnification.--In accordance with §l879(b) of the Act, the beneficiaries or other persons are indemnified for actual charges paid to you rather than the usual allowable charges as determined by the Medicare program, PPS amounts, or established per diem rates that apply to you.  Additionally, §4096 of P.L. 100-203 (OBRA of 1987) revises certain limitation of liability requirements for indemnification under §1879(b) of the Act.  A beneficiary qualifying for indemnification for denied items and services furnished on or after January 1, 1988, is not responsible for paying deductible and coinsurance charges related to the denied claim.  Where such indemnification payment is made, the beneficiary's Medicare utilization record is not charged for the denied items and services furnished.
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298.2
Notifying the Hospital.--After the intermediary reviews the claim and determines the indemnification amount, it notifies you of the proposed action.  The essential elements of this written notice are:

o
An explanation of the items and services for which you are liable with reference to the original notice;




o
A statement of the provision of §1879 which allows the program to indemnify the beneficiary and recover an overpayment from you;

o
An explanation of the amount determined payable to the requester for indemnification;

o
A statement that the amount determined to be payable by the intermediary is being paid to the requester and that it constitutes an overpayment to you to be recovered from future Medicare payments made to you;

o
A statement encouraging you to refund any amount(s) already collected; and

o
The opportunity for you to question in writing the amount determined payable by the intermediary within 15 days.

299.
HOSPITAL MODEL LETTER TO ESTABLISH BENEFICIARY NOTICE OF MEDICARE NONCOVERAGE.

The following section discusses a model letter to be used as required by §295. 

299.1
Instructions for Completion of Hospital Model Letter (Exhibit 1).--Make an original and two copies of the letter.  (If the intermediary requires a copy ,make one more.  Give or, where this is not possible, mail the original letter to the beneficiary or person acting on his behalf.  Send the first copy to the patient's attending physician and keep the second copy.  When a copy is given to a beneficiary or person acting on his behalf, keep a copy containing the signature of the beneficiary or person acting on his behalf acknowledging the date he received the notice.  Where personal delivery is not possible, annotate your copy to reflect the date the beneficiary was notified by telephone and the date the notice was mailed.
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MODEL LETTER EXHIBIT l
NOTE:  This space reserved for MODEL LETTER EXHIBIT l
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A.
Heading of Letter.--

l.
Hospital Designation:  The hospital's name and address appear at the top of the letter.

2.
Date Line:  The date the letter is given or mailed to the beneficiary or his representative is always required.

3.
Addressee Line:  Enter the name of the beneficiary (or the person acting on his behalf).  If the letter is mailed, enter the address of the beneficiary (or other person acting on his behalf).  Be sure to position the name and address properly if a window envelope is used.

4.
Re Line:  Where the letter is addressed to a person acting on behalf of the beneficiary, always enter the name of the beneficiary.  In all cases, however, enter the beneficiary's Medicare number and the date of admission.

B.
Body of Letter.--Check appropriate item(s) per following instructions:

ITEM l.

Check if you determine prior to, or upon admission that, based on your knowledge and understanding of HCFA coverage requirements, the services to be furnished the beneficiary are not covered.

ITEM 2.

Check if you determine further services to be furnished the beneficiary are not covered.  Insert the date of the first day on which the services are not covered.  This usually is the day following the date of the notice.

ITEM 3.

Check if you were advised by your utilization review committee that the stay was not medically necessary upon admission, or where the committee finds that further stay is not medically necessary.  Insert the date of the first day on which the stay is not medically necessary.

NOTE:
This notice is not a replacement for, but rather is intended for use in addition to required URC notices.  It protects you from liability in the event the beneficiary, for some reason, does not receive the URC notice.

ITEM 4.

Check if you were advised of the noncoverage of services by your intermediary.  Insert date the covered care ended as determined by the intermediary.

After the above items, indicate the name and address of your intermediary.

ITEM 5.

Check where an in-person or phone contact could not be made with the beneficiary or the person acting on behalf of the beneficiary.  When this item is checked, the model letter is mailed out on the same day as contact was attempted.  (See §295.lA.)
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C.
Signature of Administrative Officer.--Your administrative officer or his agent must sign the letter.

D.
Verification of Receipt.--Check and complete the appropriate item to verify that notice of noncoverage was issued to the beneficiary or to the person acting on behalf of the beneficiary.  Check only one item.

ITEM A.
Check and complete where contact is made in person (i.e., this notice is personally delivered).  If the beneficiary or the person acting on behalf of the beneficiary refuses to sign the verification, annotate your copy of the model letter accordingly, indicating the circumstances and persons involved.

ITEM B.
Check and complete where only telephone contact was made.
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