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462.
FORM HCFA-1450 CONSISTENCY EDITS

In order to be paid correctly and promptly, a bill must be completed accurately.  Edit all Medicare required fields for alphabetic or numeric characters as shown below.  In addition, apply the MCE edits described in §417.1 on diagnoses and procedures to your bills before submission.  If your bills fails these edits, your intermediary will return them and request you to correct.  If your intermediary edits bill data online as you key and transmit bills, the edits are included in intermediary software and you need not duplicate them.  If you prepare magnetic tape or paper bills, either direct or through a billing service, ensure that these edits are made before forwarding your bill to the intermediary. Otherwise, the bill will be returned and you will experience delay in receiving payment until it is properly completed.  Depending upon special services you may provide, your intermediary may require additional edits.

Item 4. Type of Bill.

a.
Must not be spaces.

b.
Must be a valid code for hospital billing.  Valid codes are:

First Digit - Type of Facility

1 - Hospital

NOTE:
Hospital-based multi-unit complexes may also have use for the following first digits when billing nonhospital services:

2 - Skilled Nursing

3 - Home Health

4 - Christian Science (Hospital)

5 - Christian Science (Extended Care)

7 - Clinic (see special coding for second digit below)

8 - Special Facility, Hospital ASC Surgery (requires special information in second digit, see below)

Second Digit - Classification (if first digit is 1-5)

1 - Inpatient (Part A)

2 - Inpatient (Part B) - (includes HHA visits under a Part B plan of treatment)

3 - Outpatient - (includes HHA visits under a Part A plan of treatment and use of HHA DME under a Part A plan of treatment)  

4 - Other (Part B) - (includes HHA medical and other health services not under a plan of treatment, hospital and SNF for diagnostic clinical laboratory services for "nonpatients") 

8 - Swing bed
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Second Digit - Classification (first digit is 7)

1 -
Rural Health

2 -
Freestanding Renal Dialysis Center

4 -
Other Rehabilitation Facility (ORF)

5 -
Comprehensive Rehabilitation Facility (CORF)

Second Digit - Classification (first digit is 8)

1 -
Hospice (Nonhospital based)

2 -
Hospice (Hospital-based)

3 -
Hospital Outpatient (ASC Procedure)

Third Digit - Frequency

0 -
No payment

1 -
Full billing (payment)

2 -
First interim

3 -
Continuing interim

4 -
Final interim

5 -
Late charge valid only with classification code "3"

7 -
Correction

8 -
Void/Cancel

Item 7. Medicare Provider Number.

a.
Minimum six-position alpha/numeric field.

b.
Cannot exceed eight positions.

c.
Left - justified.

Item 11. Patient's Address.

a.
The address of the patient must include:

City

State (P.O. Code)

ZIP

b.
Valid ZIP code must be present if the type of bill is 11X, 18X, 13X, or 83X.

c.
Cannot exceed 48 positions.
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Item 12. Birthdate.

a.
Must be valid if present.

b.
Cannot exceed eight positions allowing for separations (nonnumeric characters) in the third and sixth positions.

Item 13. Sex.

a.
One alpha position.

b.
Valid characters are "M" or "F."

c.
Must be present.

Item 15. Admission Date.

a.
Must be valid if present.

b.
Cannot exceed eight positions allowing for separations (nonnumeric characters) in the third and sixth positions.

c.
Present only if the type of bill is 11X, 21X, 33X, 41X, 51X, or 82X.

d.
Cannot be later than the "From" portion of Item 22.

Item 17. Type of Admission.

a.
One numeric position.

b.
Required only if the type of bill is 11X or 41X.

c.
Valid codes are:

1 -
Emergency

2 -
Urgent

3 -
Elective

4 -
Newborn

9 -
Information unavailable
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Item 18. Source of Admission.

a.
One numeric position.

b.
Required if the type of bill is 11X or 41X.

c.
Valid codes are:

1 -
Physician referral

2 -
Clinic referral

3 -
HMO referral

4 -
Transfer from a hospital

5 -
Transfer from a SNF

6 -
Transfer from another health care facility

7 -
Emergency room

8 -
Court/Law enforcement

9 -
Information not available

Item 21. Patient Status.

a.
Two numeric positions.

b.
Present only on Part A bills, bill types 11X, 18X, 21X, 32X, 33X, 41X, 51X, 81X, or 82X.

c.
Valid codes for hospital, SNF and CSS are:

01 -
Discharged to home/self care (routine charge)

02 -
Discharged/transferred to other 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)

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

07 -
Left against medical advice

08 -
Discharged/transferred to home under care of a home IV drug therapy provider

20 -
Expired (did not recover - Christian Science patient)

30 -
Still patient

d.
Valid codes for hospice are:

01 - 
Discharged (left this hospice)

30 - 
Still patient (remains a patient)

40 -
Expired at home

41 -
Expired in a medical facility such as a hospital, SNF, ICF, or freestanding hospice

42 -
Expired - place unknown
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Item 22. Statement Covers Period (From-Through).

a.
Cannot exceed eight positions in either "From" or "Through" portion allowing for separations (nonnumeric characters) in the third and sixth positions.

b.
The "From" date must be a valid date which is not later than the "Through" date.

c.
The "Through" date must be a valid date which is not later than the current date.

d.
The number of days represented by this period must equal the sum of the covered days (Item 23) and noncovered days (Item 24), if the type of bill is 11X, 18X, 21X, 41X or 51X.

Item 23. Covered Days.

Your intermediary will not edit your bill.  It determines the proper number of covered days in its bill process.

Item 24. Noncovered Days.

Your intermediary will not edit your bill.  It determines the proper number of noncovered days in its bill process.

Item 25. Coinsurance Days.

Your intermediary will not edit your bill.  It determines the proper number of coinsurance days in its bill process.

Item 26. Lifetime Reserve Days.

Your intermediary will not edit your bill.  It determines the proper number of lifetime reserve days in its bill process.
Items 28, 29, 30, 31, 32. Occurrence Codes and Dates.

a.
All dates must be valid.

b.
Each code must be accompanied by a date.

c.
All codes are two numeric positions.

d.
Valid codes are 01-99.

Rev. 591
4-577

462(Cont.)
BILLING PROCEDURES
05-90

e.
If code 20 or 26 is entered, the type of bill must be 11X or 41X; if code 21 or 22 is entered the type of bill must be 18X or 21X.

f.
If code 27 is entered, the first digit in Item 4 must be "3" and the second digit "2" or "3." 

g.
If code 28 is entered, the first digit in Item 4 must be a "7" and the second digit "4" or "5."

h.
If code 42 is entered, the first digit in Item 4 must be "8" and the second digit "1" or "2" and the third digit "1 or 4."

i.
If 01 - 04 is entered, Medicare cannot be the primary payer, i.e., Medicare related entries cannot appear on the "A" lines of Items 65-70.

j.
If code 20 is entered:

o
Must either be earlier than "Admission Date" (Item 15) or later than "Through" Date (Item 22).

o
Must be less than 13 days after the admission date (Item 15) if "From" date is equal to admission date (less than 14 days if billing dates cover the period 12/24 through 1/2).

o
If admission date (Item 15) and "From" date (Item 22) are not equal, "Covered Days" (Item 23), if present, must not exceed 12 days (13 days if the billing dates covered the period 12/24 through 1/2).

k.
If code 21 is entered:

o
Cannot be later than "Statement Covers Period" Through date.

o
Cannot be more than 3 days prior to the "Statement Covers Period" From date.
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l.
If code 22 is entered, the date must be within the billing period shown in Item 22.

m.
If code 34 is entered, the type of bill must be 51X.

Item 33.
Occurrence Span Codes and Dates.

a.
Dates must be valid.

b.
Code entry is two numeric positions.

c.
Code must be accompanied by dates.

d.
Valid codes are:

70

71

72

74

75

76

77

78

79

e.
If code 70 is entered, the type of bill must be 18X, 21X, or 51X.

f.
If code 71 is entered, the first digit of Item 4 must be "1, 2, 4 or 5" and the second digit must be "1."

g.
If code 72 is entered, the type of bill must be 13X, 14X, 32X, 33X, 34X, 71X, 74X, or 75X.

h.
If code 74 is entered, the type of bill must be 11X, 18X, 21X, 41X, or 51X.

i.
If code 75 is entered, the first digit of Item 4 must be "1 or 4" and the second digit must be "1."

j.
If code 76 is entered, occurrence code 31 or 32 must be present.

k.
If code 76 or 77 is present, the bill type must be 11X, 18X, 21X, 41X, or 51X.
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Items 35, 36, 37, 38, 39.  Condition Codes.

a.
Each code is 2 numeric digits.

b.
Valid codes for Medicare are:

02

40

04

55

05

56

06

57

07

60

08

61

09

66

10

71

11

72

17 -
(Not needed for EMC because of

4-position year of birth.)

21


73

36


74

37


75

38


76

39


77

79

c.
If code 07 is entered, type of bill must not be hospice "82X."

d.
Invalid for PPS, codes 36, 37, 38 or 39 are entered and the type of bill is 11X.

e.
If code "40" is entered, the "From" and "Through" dates in Item 22 must be equal, and there must be a "0 or 1" in Item 23 (Covered Days).

f.
Only code 71, 72, 73, 74, 75, or 76 can be on an ESRD claim.

Items 40-43.  Blood.

a.
Entries for Items 40, 41, and 42 cannot exceed three numeric positions.

b.
Entry for Item 43 is one numeric position.

o
If the blood usage data is present, "Pints Furnished" must be numeric and greater than zero.

o
Cannot exceed three pints minus the number of pints replaced.
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Item 44.  Special Program Indicator.

a.
Valid entries are "06" and "09."

Items 46, 47, 48 and 49.  Value Codes and Amounts.

a.
Each code must be accompanied by an amount.

b.
All codes are two numeric digits.

c.
Amounts may be up to eight numeric positions.  (000000.00)

d.
The valid codes are:

05-16
49-50

31

68

41-43
72

e.
If code 06 is entered, there must be entries in Items 40 and 43.

f.
If codes 08 and/or 10 are entered, there must be an entry in Item 26.

g.
If codes 09 and/or 11 are entered, there must be an entry in Item 25.

h.
If codes 12, 13, 14, 15, 41 or 43 are entered as zeros, occurrence codes 01, 02, 03, 04, or 24 must be present.

Item 50. HCPCS Codes.

a.
For bill type 13X or 83X the HCPCS codes below must be reported with the specific revenue code shown.  These revenue codes can also be reported with other HCPCS codes.

46X -
94010,  94060,  94070,  94150,  94160,  94200,  94240,  94250,  94260, 94350,  94360,  94370,  94375,  94620

471 -
92504,  92511,  92541,  92542,  92543,  92544,  92545,  92551,  92552, 92553,  92555,  92556,  92557,  92563,  92566,  92567,  92568,  92569, 92575,  92581,  92584,  92585
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480 - 
93300,  93305,  93307-93309,  93320

481 -
93501,  93503,  93505,  93510,  93526,  93541,  93542,  93543,  93544,  93545,  93546,  93547,  93548,  93549,  93550,  93551,  93552,  93561,  93562

482 -
93015

730 -
93000,  93024,  93040,  93201,  93205,  93220, 

731 - 
Q0019,  Q0023,  Q0027,  Q0030

732 -
93014

74X -
95819

75X -
91010,  91011,  91012,  91020,  91030,  91055

921 -
93721,  93731,  93732,  93733,  93734,  93735,  93736,  93850,  93860, 93870,  93890,  93910,  93950,  93960

922 -
95860,  95861,  95863,  95864,  95867,  95868,  95869,  95872,  95900, 95904,  95925,  95935,  95937

Item 51. Revenue Codes.

a.
Three numeric positions.

b.
Should be listed in ascending numeric sequence except for the final entry which must be "001."

c.
There must be an revenue code adjacent to each entry in Item 53.

d.
For bill type 13X or 83X, the following revenue codes require a 5 position HCPCS code:

274,  30X,  31X,  32X,  34X,  35X,  40X,  46X,  471,  481,  482,  61X, 7 30,  732, or 74X.

e.
For bill type 32X,  33X or  34X, the following revenue codes require a 5 position HCPCS code:

271,  272,  273,  274,  601,  602,  603, or  604 

f.
For bill type 13X or 83X and revenue code 360-369, a five position HCPCS code of 10000 - 69979 must be present unless diagnosis code V64.1,  V64.2 or  V64.3 is present.
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Item 52. Units of Service.

a.
Up to three numeric positions.

b.
There must be an entry in this column if revenue code series 10X-16X, 20X, 21X, 262, 263, 274, 291, 30X-31X, 32X, 333, 34X, 35X, 38X, 403, 45X, 51X, 52X, 61X, or 80X are entered.  Revenue code series 41X, 42X, 43X, 44X, 48X, 91X and 943 require an entry only if the second digit of Item 4 is "4."

d.
Accommodation units must equal covered days (Item 23).

Item 53. Total Charges.

a.
Up to eight numeric positions (000000.00).

b.
There must be an entry adjacent to each entry in column 51.

c.
The "001" amount must be the sum of all the entries.

Items 57A, B, C. Payer Identification.

a.
"Medicare" must be entered on one of these lines depending upon whether it is the primary, secondary or tertiary payer.

b.
If value codes 12, 13, 14, 15, 16, 41, 42 or 43 are present, data pertaining to Medicare cannot be entered in Line A of Items 57-70.

Items 60A, B, C. Deductible.

a.
Each entry is up to eight numeric positions (000000.00).

b.
May be blank.

c.
There must be an entry if there is an 06 or 07 entered in Items 46, 47, 48 or 49.

Items 61A, B, C. Coinsurance.

a.
May be blank.

b.
Each entry is up to eight numeric positions (000000.00).  

c.
There must be an entry if there is an entry in Item 25 or 26 or an 08, 09, 10 or 11 is entered in Items 46, 47, 48 or 49.
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Items 65A, B, C. Insured's Name.

a.
Must be present, cannot be all spaces.

Item 66A, B, C. Insured's Sex.

a.
If present, must be "M" or "F."

Items 68A, B, C. Certificate/Social Security Number/HI Claim/Identification Number.

a.
Must be present.

b.
Must contain nine numeric characters and at least one alpha character as a suffix.  The first alpha suffix is entered in position ten, the second in position eleven, etc. The first three numbers must fall within the range of:  001 through 649, and 697 through 729 only.

c.
The alpha suffix must be A through F, H, J, K, M, T or W.  Alpha suffixes A and T must not have a numeric subscript.  Alpha suffixes B, D, E, M and W may or may not have a numeric subscript.

d.
If the alpha suffix is H, it must be followed by A, B or C in position eleven.  The numeric subscript (position twelve) must conform with the above for the A, B, or C suffix employed.

e.
RRB claim numbers must contain either six or nine numeric characters, and must have a one, two or three character alpha prefix.

f.
For prefixes H, MH, WH, WCH, PH and JA only a six numeric field is permissible.  For all other prefixes, a six or nine numeric field is permissible.

g.
Nine numeric character claim numbers must have the same ranges as the SSA nine position claim numbers.

Item 77.  Principal Diagnosis Code.

a.
Must be four or five positions, left justified, with no decimal points.  Validate with the MCE program in accordance with §3656.l.

o
Must be valid ICD-9-CM code.
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b.
For bill type 11X, if the principal diagnosis is 2910-2920, 29211-29212, 2922, 29218-29289, 2929, 30300-30303, 30390-30393, 30400-30403, 30410-30413, 30420-30423, 30430-30433, 30440-30443, 30450-30453, 30460-30463, 30470-30473, 30480-30483, 30490-30493, 30500-30503, 30520-30523, 30530-30533, 30540-30543, 30550-30553, 30560-30563, 30570-30573, 30580-30583, 30590-30593, 7903 there must be a secondary diagnosis of V5789 or a procedure code of 9425, or both, present.
Items 78-8l.  Other Diagnosis Codes.

o
If present, must be four or five positions, left justified with no decimal points. Validate with the MCE.

Item 83.  Principal and Other Procedure Descriptions.

o
If Medicare is the only payer indicated in Item 57, this item should be blank. Otherwise, ignore.

Item 84.  Principal Procedure Code and Date.

a.
If present, must be valid.  Validate with the MCE.

b.
If code is present, date must be present and valid.

c.
Date must fall before the "Through" date in Item 22.  (In some cases it may be before the admission date, i.e., where complications and admission ensue from outpatient surgery.)

d.
When ICD-9-CM Codes 37.70 - 37.77 and 37.80 -37.89 are encountered or CPT-4 Codes 33200 - 33208, 33212, 332l6, 33218, 33219, and 33232 pacemaker registry information is required. (See §3678 --Editing Pacemaker Records.)

e.
Any claim containing procedure codes 2096, 2097 and/or 2098 for implant of cochlear prostheses must have charges in excess of $17,000.


Any claim containing the following procedure codes must have changes in excess of $17,000:


f.
Procedure code 3794, total cardiac defibrillator implants or replacements;


g.
Procedure codes 3796 and 3798, cardiac defibrillator generator implants and/or replacements; and


h.
Procedure codes 3795 and 3797 cardiac defibrillator bad implants and/or replacements.


Claims with charges less than, or equal to, $17,000 will be returned with the message, "Please review the procedure codes and total charges.  They appear inconsistent."
Items 85, 86.  Other Procedure Codes and Dates.

o
If present, apply edits for Item 84.

Item 87.  PRO/UR Approval Indicator.

a.
One numeric position.  
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b.
Must be present if the type of bill is 11X or 18X, valid codes are:

1 - Approved by the Medical Review Agent as Billed

3 - Partial Approval

4 - Admission/Services Denied

5 - Postpayment Review Applicable

6 - Admission/Service Preauthorization

Items 88 and 89.  PRO/UR Approved Stay Dates.

a.
Must be present only if Item 87 contains a "3."

b.
Neither the "From" nor the "Through" portion can exceed eight positions allowing for separations (nonnumeric characters) in the third and sixth positions of each field.

Item 90.  Number of Grace Days.

a.
If present, must be one numeric digit.

Item 92. Attending/Referring Physician I.D.

a.
May be alpha or numeric;


b.
Number, last name, and first initial must be present; and 


c.
UPIN must be present on Part A inpatient bills with a "through" date of January 1, 1992, or later and for outpatient and other Part B services with a "from" date January 1, 1992, or later. 


Items 93. Other Physician I.D.

a.
May be alpha or numeric;


b.
Number, last name, and first initial must be present; 


c.
Must be present on outpatient bill types 83X or 13X if a HCPCS code is reported that is subject to the ASC limitation or is on the list of codes the PRO furnishes that requires approval; and


d.
Must be present on bill type 11X if procedure code is shown in Items 84-86.
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463.
SUBMISSION OF ELECTRONIC MEDIA CLAIMS DATA (EMC)

You are encouraged to develop the ability to bill Medicare intermediaries electronically where this mode is cost-effective. You may request from your intermediary the edit specifications in §§3871-3874 of the Intermediary Manual for use in developing an edit capability.  If the data in your electronic media claims conform to these specifications, you should expect the intermediary to process and pay such claims promptly.

463.1
Requirements for Submission of Machine Readable Data.--It is HCFA's goal to have all electronic billers submit EMC data to intermediaries using the National Standard Specifications.  In support of this goal, intermediaries are required to receive and process claims reported by billers electronically if the claims adhere to the file and record formats and utilize the data set described in the Addenda.

Intermediaries may not develop and use file and record formats for EMC that do not conform to the National Standard Specifications.  HCFA expects that intermediaries will give payment priority to electronically submitted bills.  Intermediaries must continue to comply with existing processing requirements; also, you must comply with data requirements.

A.
Provider Representative Certification.--The initial group of claims submitted to an intermediary under these instructions must be accompanied by a covering letter, signed by the provider representative (for hospitals and SNFs the appropriate representative is the administrator), which includes the following statement:

"In submitting machine readable claims, I understand that I am certifying that the required patient signatures, or, where applicable, appropriate signatures on behalf of the patient, and required physician certifications and recertifications (PRO certifications where applicable) are on file and that anyone who misrepresents or falsifies essential Medicare claims information, may, upon conviction be subject to fine and imprisonment under Federal law."

The statement should be resubmitted annually, or upon a change in provider representative if that occurs before the year is up.

B.
Claims Submission.--

o
Claims data may be submitted in periodic groups/batches at intervals mutually established between the intermediary and you.

To the extent possible, consolidate and submit multiple beneficiary services received during the same day as one claim; e.g., beneficiary receives services from more than one clinic or department of the same provider.
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C.
Control.--Your system must have the capability to resubmit lost or garbled claims data or unreadable tapes, cassettes, floppy disks, or whatever medium is used, and be able to reassociate data found to be in error with the original claim for correction and resubmission.

D.
Retention.--Retain all applicable source data in accordance with existing requirements and make it available for periodic intermediary verification.

463.2 
File Specifications, Records Specifications, and Data Element Definitions for Machine Readable Bills.--In addition to accommodating the requirements for Medicare claims submitted to intermediaries, and the Medicaid and CHAMPUS counterparts to such billings, it is designed to meet the basic billing needs of private health insurers as represented to HCFA by BCA and HIAA.

Provision has been made for users to expand the file and record format to accommodate needs of a specific locality or type of health insurance coverage.  If an entire physical segment is desired within a subset, record types n5 through n9, where n represents 1 through 9, are available for local or specified use.  Within the nationally defined physical segments, where space permits, a portion is set aside for local use.  

463.3
Maintenance of National Formats.--The maintenance of the file and record formats is the responsibility of a committee chaired by HCFA's Director of the Division of Methods and Systems Requirements, known as the Provider Electronic Billing Technical Advisory Group--PEBTAG.  Other groups currently represented on the PEBTAG are the American Hospital Association, the Health Insurance Association of America, the Blue Cross Association, the Medicaid Systems Technical Advisory Group, and CHAMPUS.  The PEBTAG meets on a regular basis at a time and place designated by the chairman.
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468.
CONSISTENCY IN ENTERING OTHER INSURER NAME ON BILL


In order to identify and bill other insurers properly, it is essential that FL 50 of the HCFA-1450, also known as the UB-92, contain the payer's name and be accurately completed to reflect the full name of the responsible party.  Vague references to insurers are unacceptable.  The Common Working File will no longer recognize the following entries under payer name:


o
HCFA;


o
Medicare (when entered with nothing following);


o
None;


o
No (followed by a space or low values);


o
N/A;


o
N/A (followed by a space or low values);


o
Unknown;


o
UNK;


o
Attorney;


o
Insurer;


o
Supplement, Supplemental;


o
BC, BX, BCBX, BS, Blue Cross, or Blue Shield with no other characters following;


o
Any entry containing less than two characters;


o
Commercial (when entered with nothing following); and


o
Miscellaneous (or Misc).


FL 50 must contain the entire name of the other insurer.  Without this information, a bill cannot be properly filed.  For example, do not enter "Blue Cross" if the insurer's name is "Blue Cross and Blue Shield of Texas."  If your computer system's record length for this field does not accommodate the entire insurer name, use an appropriate abbreviation, e.g., BCBSTX, which will allow proper identification of the payer's name.


If the beneficiary supplies this information during the admission process, be sure to make an accurate notation of the other payer's identification at that time, and check the insurer's identification against the insurance card when it is presented.  All aspects of claim development, including providing accurate insurer or other payer identification, are important and are required by your provider agreement.
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Billing in Situations Where Medicare is Secondary Payer
469.
SERVICES ARE REIMBURSABLE UNDER WORKERS' COMPENSATION

A.
General.--Payment may not be made under Medicare for any items and services to the extent that payment has been made or can reasonably be expected to be made for them under a WC law or plan of the United States or a State.  For an explanation of these provisions see §289.

Expenses for services for which Medicare payment may not be made because of these provisions are not counted toward Part A or Part B deductible amounts or against the number of inpatient care days available to the beneficiary.

Where Medicare is determined to be the primary payer, show Medicare on line A of Item 57.  Where Medicare is secondary, show Medicare on line B of Item 57.  In addition, when you are billing Medicare because the WC plan denied payment, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  Enter the reason for the denial in remarks (Item 94).  Where Medicare is not the primary payer, prepare the bill in accordance with the following instructions.  In applying the guidelines, it may be necessary to determine the current Medicare interim reimbursement amount (without regard to deductible or coinsurance).  See §473 to determine this amount.

B.
Inpatient Bills - Full Payment by WC.--If the payment from the WC plan for covered services (as determined by the formula in subsection C4) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or you accept, or are required under the WC law to accept, the payment as payment in full, no payment is due from Medicare and no utilization is charged.  However, a bill is needed for determining the benefit period. Prepare the bill in accordance with §460 with the following modifications:

o
Complete the total and noncovered charges columns as if there had been no other payment;

o
Show total covered and noncovered days in the usual manner.  Count days paid by the WC plan as covered days; 

o
Enter the amount paid by the WC plan for Medicare covered services in Items 46-49 (value codes); and

o
Enter condition code 77 in Items 35-39 when you accept, or are required under the WC law to accept, the WC plan's payment as payment in full.
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C.
Inpatient Bills - Partial Payment by WC.--If the payment from the WC plan for Medicare covered services (as determined by the formula in 4) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) and you do not accept, and are not required under the WC law to accept, the payment as payment in full, process the bill in accordance with §460 with the following modifications:

l.
Determining covered and noncovered charges

Complete the total and noncovered charges columns as if there had been no other payment.

2.
Determining covered and noncovered days

Show total covered and noncovered days in the usual manner.  Count days paid by the WC plan as covered days.

Your intermediary calculates the days to be charged to the beneficiary as determined in 3 and CO posts the result to the beneficiary's utilization record.

3.
Determining utilization and coinsurance 

Where the stay involves coinsurance days, your intermediary determines utilization to be charged to the beneficiary, when you cannot.  It completes Items 25 and 6l (coinsurance) accordingly.  No adjustment to Item 23 (covered days) is made based upon this determination.  Complete Item 23 in the usual manner.

Charge utilization as follows:

o
Subtract the WC plan's payment that applies to Medicare covered services as determined under subsection 4 and any applicable deductible and coinsurance amounts from the Medicare interim reimbursement for the stay (unreduced by deductible and coinsurance).  This yields the Medicare secondary payment.

o
Divide this amount by the amount Medicare would have paid as primary payer (i.e., the Medicare interim reimbursement for the stay reduced by deductible and coinsurance).

o
Multiply this percentage by the number of covered days in the stay.

A partial day resulting from this calculation is not charged as a full day if it is less than .5 of a day. It is charged as a full day if it is .5 or more.
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EXAMPLE I: Deductible Involved

An individual was hospitalized l5 days, for which the total charges were $5,000.  The WC plan paid $2,400 for Medicare covered services.  No part of the Medicare inpatient deductible of $540 had been met.  The current Medicare interim reimbursement (without regard to deductible or coinsurance) for the services in the absence of the WC plan's payment would have been $3,600.  This amount, minus the WC plan's payment and the inpatient deductible is $660 ($3,600 - $2,400 - $540). Medicare would have paid $3,060 as primary payer ($3,600 - $540).  Calculate the beneficiary's utilization as follows:  $660 divided by $3,060 = .215 x l5 days = 3.23 or 3 days when rounded.

EXAMPLE II: Coinsurance Involved

An individual was hospitalized for 20 days (all of which were LTR days) for which total charges were $14,000.  The WC plan paid $6,000 for Medicare covered services.  The applicable coinsurance amount was $5,400.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the WC plan's payment would have been $12,000.  The Medicare secondary payment amount is $600 (the current Medicare interim reimbursement amount of $l2,000 minus the WC plan's payment of $6,000 and the applicable coinsurance amount of $5,400).  Medicare would have paid $6,600 as primary payer ($l2,000 - $5,400).  Calculate the beneficiary's utilization as follows: $600 divided by $6,600 = .090 x 20 days = 1.81 or 2 days when rounded.
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Coinsurance days are charged as follows:

(1)
If the days resulting from the utilization calculation are fewer than the full days available for the stay, no coinsurance days are billed.

(2)
If the days resulting from the utilization calculation are greater than the full days available for the stay, coinsurance days are billed for the excess days.

Where you perform the utilization calculation, your intermediary will perform the same calculation to verify that Items 25 and 6l (coinsurance) have been completed correctly, and will advise you of any discrepancies.

EXAMPLE 1:

A beneficiary has l7 full days available at the time of admission.  The hospital stay was 20 days.  Bill 20 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, it is determined the beneficiary can be charged with l0 days.  Therefore, no coinsurance days are billed.  In the absence of another insurer's payment, 3 days would have been billed in Item 25 (coinsurance).

EXAMPLE 2:

A beneficiary has 30 coinsurance days available at the time of admission.  The hospital stay was 20 days.  Bill 20 days in covered days as if there were no other payer involved. After performing the calculation to determine utilization chargeable, it is determined the beneficiary can be charged with l0 days.  Therefore, only l0 coinsurance days are billed. In the absence of another insurer's payment, 20 days would have been billed in Item 25 (coinsurance).

4.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (items 46-49).

EXAMPLE:

Total charges were $5,000.  Medicare covered charges were $4,000.  The workers' compensation plan's payment was $3,000.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$4,000
$5,000        X      
$3,000 = $2,400

Show $2,400 in value codes (Items 46-49).
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5.
Determining the amount of Medicare payment

Subtract the payment by the WC plan for Medicare covered services from the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) per §473 and apply any applicable deductible and/or coinsurance to the remainder.

EXAMPLE l:

Inpatient care was furnished to a Medicare beneficiary whose WC plan was the primary payer.  The covered charges were $4,000.  The WC plan paid $2,400 for Medicare covered services as determined in item 4 above.  No part of the Medicare inpatient deductible of $540 had been met previously.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at 90 percent of charges ($4,000 x 90 percent) would be $3,600.  The deductible is determined as follows:

The lesser of $540 or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case: $3,600 - $2,400 = $l,200 which exceeds $540. The deductible amount charged to the beneficiary is $540.

As secondary payer, Medicare pays the following:  The current Medicare interim reimbursement minus the workers' compensation plan's payment for Medicare covered services minus the inpatient deductible:  $3,600 - $2,400 - $540 = $660.  Medicare pays $660 as secondary payer.

EXAMPLE 2:

Same facts as in Example l above except the covered charges were $l,000, the primary payer's payment was $900 and the Medicare interim reimbursement (without regard to deductible or coinsurance) at 98 percent of charges was $980.  The deductible is determined as follows:

The lesser of $540 or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case: $980 - $900 = $80. Since $80 is less than $540, the deductible amount you can charge to the beneficiary is $80.

As secondary payer Medicare pays the following:  The Medicare interim reimbursement minus the WC plan's payment for Medicare covered services minus the inpatient deductible: $980 - $900 - $80 = 0.

The patient's liability is $80, the remaining $460 of the deductible will be due if the patient is rehospitalized during the same benefit period.
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6.
Special entries on the bill

Show the identifying information in Items 57-75 on the first payer line, occurrence code 04 and the associated date in Items 28-32, condition code 02 in Items 35-39, value code l5 with the amount paid in value codes (Items 46-49), and the address of the WC plan in Item 34 or remarks (Item 94).

D.
Part B Inpatient Services.--These provisions apply for ancillary services to individuals who have exhausted or who are not entitled to Part A benefits.  Handle billing as described in subsections E and F.  If Part A benefits are exhausted during the inpatient stay, the Part B billing should not be prepared until the effect of the primary payment on Part A utilization is determined.

E.
Outpatient Bills (HCFA-l450) - Full Payment by WC.--If the payment from the WC plan for Medicare covered services (as determined by the formula in F2 below) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or you accept, or are required under the WC law to accept, the payment as payment in full, do not submit a bill.

F.
Outpatient Bills (HCFA-l450) - Partial Payment by WC.--If the payment from the WC plan for Medicare covered services (as determined by the formula in 2 below) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), and you do not accept, and are not required under the WC law to accept, the payment as payment in full, prepare the bill in accordance with or §460 with the following modifications:

l.
Determining covered charges

Show in the covered charges column, Medicare covered charges including those covered by the WC plan's payment.

2.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).  You must be able to validate your ratio of covered and noncovered charges if so requested.

EXAMPLE:

Total charges were $200.  Medicare covered charges were $l80.  The WC plan's payment was $55. Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:
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$l80
$200 X $55 = $50

Show $50 in value codes (Items 46-49).

3.
Determining the amount of Medicare payment

Subtract the payment by the WC plan for Medicare covered services from the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) per §473 and apply any applicable deductible and/or coinsurance to the remainder.

EXAMPLE l:

Outpatient care was furnished to a Medicare beneficiary whose WC plan was primary payer.  The charges for the services were $l80.  No part of the beneficiary's Part B deductible had been met previously.  The WC plan paid $50 for Medicare covered services as determined in item 2 above. The Medicare interim reimbursement (without regard to deductible or coinsurance) for these services at 90 percent of charges would be $l62.  The deductible and coinsurance are calculated as follows:

The deductible is determined as the lesser of (l) $75 or (2) the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case: $l62 - $50 = $112 which exceeds $75.  The Part B deductible amount you can charge to the beneficiary is $75.

The coinsurance is calculated as the charges minus the primary payer's payment minus the deductible times 20 percent.  $l80 (charges) - $50 (primary payer's payment) = $l30 (charges subject to deductible and  coinsurance) - $75 (deductible) = $55 x 20 percent = $ll coinsurance.

As secondary payer Medicare pays the following:  The current Medicare interim reimbursement minus the WC plan's payment for Medicare covered services minus the deductible and coinsurance: $l62 - $50 - $75 - $ll = $26.  Medicare pays $26.

EXAMPLE 2:

Same facts as in Example l above except the covered charges were $l00, the primary payer's payment was $60 and the Medicare interim reimbursement (without regard to deductible or coinsurance) for the services at 90 percent of charges was $90.  The deductible and coinsurance are calculated as follows:

The deductible is determined as the lesser of (l) $75 or (2) the current Medicare interim reimbursement amount for Medicare services less the primary payer amount for Medicare covered services.  In this case: $90 - $60 = $30.  Since $30 is less than $75, the Part B deductible amount you can charge to the beneficiary is $30.

Since the $75 Part B deductible is not met, there is no coinsurance amount and there is no Medicare payment.  The patient's liability is $30 of the $75 deductible.
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4.
Special entries on the bill

Show the identifying information in Items 57-75 on the first payer line, occurrence code 04 and the associated date in Items 28-32, condition code 02 in Items 35-39, value code l5 with the amount paid in value codes (Items 46-49), and the address of the WC plan in item 34 or remarks (Item 94).

G.
Conditional Payments.--Conditional Medicare benefits may be paid while a WC claim is contested.  Where a claim is contested, bill Medicare as usual.  Request conditional payment by showing occurrence code 04 and the associated date in Items 28-32 occurrence codes; and condition code 02 in Items 35-39.  Show value code l5 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested.  Identify the other payer on line A of Item 57, and enter on line A of Items 65-75 other identifying information about the insured.  Enter the address of the WC plan in Item 34 or remarks (Item 94).  In addition, provide an explanation of why the conditional payment is justified in remarks (Item 94).  (See §289.7 for a more detailed explanation of conditional payment situations for contested WC claims, and for follow-up procedures when conditional payments have been made.)
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470.
SERVICES ARE REIMBURSABLE UNDER AUTOMOBILE MEDICAL OR NO-FAULT INSURANCE, OR ANY LIABILITY INSURANCE

A.
General.--Payment may not be made under Medicare for otherwise covered items or services to the extent that payment has been made, or can reasonably be expected to be made, for the items or services under automobile medical or no-fault insurance.  In the case of liability insurance, primary Medicare benefits are paid conditionally and then recovered.  For an explanation of these procedures (see §§262-262.4) for liability insurance and (see §§262.8-262.12) for automobile medical and no-fault insurance.

Expenses for services for which Medicare payment may not be made because of these provisions are not counted toward Part A or Part B deductible amounts or against the number of inpatient care days available to the beneficiary.

Where Medicare is determined to be the primary payer, show Medicare on line A of Item 57.  Where Medicare is secondary, show Medicare on line B of Item 57.  Where Medicare is not the primary payer because of automobile medical or no-fault insurance, prepare the bill in accordance with the following instructions.  In applying the guidelines, it may be necessary to determine the current Medicare interim reimbursement amount (without regard to deductible or coinsurance).  See §473 to determine this amount.  Where liability insurance is involved, follow subsection H.

B.
Inpatient Bills - Full Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the formula in subsection C4) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or you accept, or are obligated to accept, the payment as payment in full, no payment is due from Medicare and no utilization is charged . However, a bill is needed for determining the benefit period. Prepare the bill in accordance with §460 with the following modifications:

o
Complete the total and noncovered charges columns as if there had been no other payment;

o
Show total covered and noncovered days in the usual manner.  Count days paid by the automobile medical or no-fault insurer as covered days; 

o
Enter the amount paid by the automobile medical or no-fault insurer for Medicare covered services in Items 46-49 (value codes); and

o
Enter condition code 77 in Items 35-39 when you accept, or are obligated to accept, the automobile medical or no-fault insurer's payment as payment in full.

C.
Inpatient Bills - Partial Payment by Automobile Medical or No-Fault, Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the formula in 4) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) and you do not accept, and are not obligated to accept, the payment as payment in full, prepare the bill in accordance with §460 with the following modifications:
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1.
Determining covered and noncovered charges

Complete the total and noncovered charges columns as if there had been no other payment.

2.
Determining covered and noncovered days

Show total covered and noncovered days in the usual manner.  Count days paid by the automobile medical or no-fault insurer as covered days.

Your intermediary calculates the days to be charged to the beneficiary as determined in 3 and CO posts the result to the beneficiary's Medicare utilization record.

3.
Determining utilization and coinsurance 

Where the stay involves coinsurance days, your intermediary determines utilization to be charged to the beneficiary, when you cannot.  It will complete Items 25 and 61 (coinsurance) accordingly. No adjustment to Item 23 (covered days) is made based upon this determination.  Complete Item 23 in the usual manner.

Charge utilization as follows:

o
Subtract the automobile medical or no-fault insurer's payment that applies to Medicare covered services as determined under subsection 4 and any applicable deductible and coinsurance amounts from the Medicare interim reimbursement for the stay (unreduced by deductible and coinsurance).  This yields the Medicare secondary payment.

o
Divide this amount by the amount Medicare would have paid as primary payer (i.e., the Medicare interim reimbursement for the stay reduced by deductible and coinsurance).

o
Multiply this percentage by the number of covered days in the stay.

A partial day resulting from this calculation is not charged as a full day if it is less than .5 of a day. It is charged as a full day if it is .5 or more.

EXAMPLE I: Deductible Involved

An individual was hospitalized l5 days, for which the total charges were $5,000.  The automobile insurer paid $2,400 for Medicare covered services.  No part of the Medicare inpatient deductible of $540 had been met.  The current Medicare interim reimbursement (without regard to deductible or coinsurance) for the services in the absence of the automobile insurer's payment would have been $3,600.  This amount, minus the automobile insurer's payment and the inpatient deductible is $660 ($3,600 - $2,400 - $540).  Medicare would have paid $3,060 as primary payer ($3,600 - $540).  Calculate the beneficiary's utilization as follows:  $660 divided by $3,060 = .215 x l5 days = 3.23 or 3 days when rounded.
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EXAMPLE II: Coinsurance Involved

An individual was hospitalized for 20 days (all of which were LTR days) for which total charges were $14,000.  The automobile insurer paid $6,000 for Medicare covered services. The applicable coinsurance amount was $5,400.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the automobile insurer's payment would have been $12,000.  The Medicare secondary payment amount is $600 (the current Medicare interim reimbursement amount of $l2,000 minus the automobile insurer's payment of $6,000 and the applicable coinsurance amount of $5,400).  Medicare would have paid $6,600 as primary payer ($l2,000 - $5,400).  Calculate the beneficiary's utilization as follows: $600 divided by $6,600 = .090 x 20 days = 1.81 or 2 days when rounded.

Charge coinsurance days as follows:

o
If the days resulting from the above utilization calculation are fewer than the full days available for the stay, no coinsurance days are billed.
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If the days resulting from the above utilization calculation are greater than the full days available for the stay, coinsurance days are billed for the excess days.

Where you perform the utilization calculation above, your intermediary will perform the same calculation to verify that Items 25 and 6l (coinsurance) have been completed correctly and will advise you of any discrepancies.

EXAMPLE 1:

A beneficiary has 17 full days available at admission.  The hospital stay was 20 days.  Bill 20 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  In the absence of another insurer's payment, 3 days would have been billed in Item 25 (coinsurance).

EXAMPLE 2:

A beneficiary has 30 coinsurance days available at admission.  The hospital stay was 20 days.  Bill 20 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, the beneficiary can be charged with 10 days.  Therefore, only 10 coinsurance days are billed.  In the absence of another insurer's payment, 20 days would have been billed in Item 25 (coinsurance).

4.
Determining amount of primary payer payment that applies to Medicare

covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).

EXAMPLE:
Total charges were $5,000.  Medicare covered charges were $4,000.  The automobile medical insurer's payment was $3,000.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$4,000
$5,000 X $3,000 = $2,400

Show $2,400 in value codes (Items 46-49).

5.
Determining the amount of Medicare payment

Subtract the payment by the automobile medical or no-fault insurer for 
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Medicare covered services from the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) per §473 and apply any applicable deductible and/or coinsurance to the remainder.

EXAMPLE 1:

Inpatient care was furnished to a Medicare beneficiary whose automobile medical insurer was the primary payer.  The covered charges were $4,000.  The automobile medical insurer paid $2,400 for Medicare covered services as determined in Item 4 above.  No part of the Medicare inpatient deductible of $540 had been met previously.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at 90 percent of charges ($4,000 x 90 percent) would be $3,600.  The deductible is determined as follows:

The lesser of $540 or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case: $3,600 -$2,400 = $1,200 which exceeds $540.  The deductible amount charged to the beneficiary is $540.

As secondary payer, Medicare pays the following:  The current Medicare interim reimbursement minus the automobile medical insurer's payment for Medicare covered services minus the inpatient deductible:  $3,600 - $2,400 - $540 = $660.  Medicare pays $660.

EXAMPLE 2:

Same facts as in Example 1 above except the covered charges were $1,000, the primary payer's payment was $900 and the Medicare interim reimbursement (without regard to deductible or coinsurance) at 98 percent of charges was $980.  The deductible is determined as follows:

The lesser of $540 or the current Medicare interim reimbursement amount less the primary payer amount  for Medicare covered services.  In this case:  $980 - $900 = $80. Since $80 is less than $540, the deductible amount you can charge the beneficiary is $80.

As secondary payer Medicare pays the following:  The Medicare interim reimbursement minus the automobile medical insurer's payment for Medicare covered services minus the inpatient deductible: $980 - $900 - $80 = 0.

The patient's liability is $80.  The remaining $460 of the deductible will be due if the patient is rehospitalized during the same benefit period.

6.
Special entries on the bill 

Show the identifying information in Items 57-68 on the first payer line, occurrence code 01 or 02 as appropriate and the associated date in Items 28-32, value code l4 with the amount paid in value codes (Items 46-49) and the address of the automobile medical or no-fault insurer in Item 34 or Remarks (Item 94).
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D.
Part B Inpatient Services.--These provisions apply for ancillary services to individuals who have exhausted or who are not entitled to Part A benefits.  Handle billing as described in subsections E and F.  If Part A benefits are exhausted during the inpatient stay, do not prepare the Part B billing until the effect of the primary payment on Part A utilization is determined.

E.
Outpatient Bills - Full Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the formula in F2 below) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or you accept, or are obligated to accept, the payment as payment in full, do not submit a bill.

F.
Outpatient Bills - Partial Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the formula in 2 below) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) and you do not accept, and are not obligated to accept, the payment as payment in full, prepare the bill in accordance with §460 with the following modifications:

1.
Determining covered charges

Show in the covered charges column, Medicare covered charges including those covered by the automobile medical or no-fault insurer's payment.

2.
Determining amount of primary payer payment that applies to the Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you can not determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).  You must be able to validate your ratio of covered and noncovered charges if so requested.

EXAMPLE:
Total charges were $200.  Medicare covered charges were $180.  The automobile medical insurer's payment was $55.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$180
$200 X $55 = $50

Show $50 in value codes (Items 46-49).
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3.
Determining the amount of Medicare payment

Subtract the payment by the automobile medical or no-fault insurer for Medicare covered services from the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) per §473 and apply any applicable deductible and/or coinsurance to the remainder.

EXAMPLE 1:

Outpatient care was furnished to a Medicare beneficiary whose automobile medical insurer was primary payer.  The charges for the services were $180.  No part of the beneficiary's Part B deductible had been met previously.  The automobile medical insurer paid $50 for Medicare covered services as determined in Item 2 above.  The Medicare interim reimbursement (without regard to deductible or coinsurance) for these services at 90 percent of charges would be $162.  The deductible and coinsurance are calculated as follows:

The deductible is determined as the lesser of $75 or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case:  $l62 - $50 = $112 which exceeds $75.  The Part B deductible amount you can charge to the beneficiary is $75.

The coinsurance is calculated as the charges minus the primary payer's payment minus the deductible times 20 percent.  $180 (charges) - $50 (primary payer's payment) = $130 (charges subject to deductible and coinsurance) - $75 (deductible) = $55 X 20 percent = $11 coinsurance.

As secondary payer, Medicare pays the following:  the current Medicare interim reimbursement minus the automobile medical insurer's payment for Medicare covered services minus the deductible and coinsurance:  $162 - $50 - $75 - $11 = $26.  Medicare pays $26.

EXAMPLE 2:

Same facts as in Example 1 above except the covered charges were $100, the primary payer's payment was $60 and the Medicare interim reimbursement (without regard to deductible or coinsurance) for the services at 90 percent of charges was $90.  The deductible and coinsurance are calculated as follows:

The deductible is determined as the lesser of $75 or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case:  $90 - $60 = $30. Since $30 is less than $75, the Part B deductible amount you can charge to the beneficiary is $30.

Since the $75 Part B deductible is not met there is no coinsurance amount and there is no Medicare payment.  The patient's liability is $30 of the $75 deductible.
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4.
Special entries on the bill

Show the identifying information in Items 57-68 on the first payer line occurrence code 0l or 02 as appropriate and the associated date in Items 28-32, value code l4 with the amount paid in value codes (Items 46-49) and the address of the automobile medical or no-fault insurer in Item 34 or Remarks (Item 94).

G.
Automobile Medical or No-Fault Insurer Does Not Make Payment.--If the services are related to an automobile accident and an automobile insurer has been billed but does not make payment, e.g., the services are not covered under automobile medical or no-fault insurance or the individual's insurance coverage expired, bill Medicare as usual.  In addition, show the proper occurrence code as indicated below in Items 28-32. Complete occurrence code 24 to show the date the other payer denied the claim and enter the reason for the denial in Remarks (Item 94).

01 -
auto accident

02 -
auto accident, no-fault insurance

If the claim is contested by an automobile medical or no-fault insurer or for any other reason there will be a substantial delay, request conditional primary benefits.  Complete Items 46-49 (value codes) with value code 14 and zero value to indicate the type of other insurer and that conditional payment is requested.  Identify the other payer on line A of Item 57, and enter on line A of Items 65-68 other identifying information about the insured.  Enter the proper occurrence code as shown above in Items 28-32 and the address of the insurer in Item 34 or Remarks (Item 94).  Explain why the conditional payment is justified in Remarks (Item 94).

H.
Conditional Liability Claims.--If the services are related to an accident and there are no potential primary payers other than a liability insurer, bill Medicare for conditional primary payments.  Bill Medicare even if you believe that there is a reasonable likelihood that the liability insurer will pay promptly.  Complete the claim in accordance with the second paragraph of subsection G.  In addition, enter occurrence code 03 in Items 28-32.  (See §262 for an explanation of policy and procedures for liability claims.)

4-628
Rev. 572

09-89
BILLING PROCEDURES
471

471.

MEDICARE BENEFITS ARE SECONDARY TO EMPLOYER GROUP HEALTH PLANS WHEN INDIVIDUALS ARE ENTITLED TO BENEFITS SOLELY ON THE BASIS OF ESRD

A.
General.--Medicare benefits are secondary to benefits payable under an employer group health plan (EGHP) in the case of individuals who are entitled to benefits solely on the basis of end stage renal disease (ESRD), during a period of up to 12 months.  This provision is effective for items and services furnished on or after October 1, 1981, to beneficiaries whose 12-month period began in or after October 1981.  For an explanation of these provisions see §264.

Payment made by the ESRD-EGHP can be used to satisfy unmet deductibles and the individual's coinsurance.  However, the portion of the stay paid for by the ESRD-EGHP is not charged to the beneficiary's utilization record.

Where Medicare is determined to be the primary payer, show Medicare on line A of Item 57.  Where Medicare is secondary, show Medicare on line B of Item 57.  In addition, when you are billing Medicare because the ESRD-EGHP denied payment, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  Enter the reason for the denial in Remarks (Item 94).  Where Medicare is not primary payer because of coverage of an ESRD beneficiary by an EGHP prepare the bill in accordance with the following instructions.  In applying the guidelines, it may be necessary to determine the current Medicare interim reimbursement amount (without regard to deductible or coinsurance).  See §473 for instructions to determine this amount.

B.
Inpatient Bills - Full Payment by EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in C4 below) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full, no payment is due from Medicare and no utilization is charged to the beneficiary.  However, a bill is needed for determining the benefit period.  In addition, ESRD-EGHP payments can be used to satisfy unmet deductibles.  Prepare the bill in accordance with §460 with the following modifications:

o
Complete the total and noncovered charges columns as if there had been no other payment;

o
Where blood is involved, complete the blood Items;

o
Do not complete coinsurance (no days are charged).  However, inpatient deductible and total deductions should be completed when applicable;

o
Show total covered and noncovered days in the usual manner.  Count the days paid by the ESRD-EGHP as covered days;

o
Enter the amount paid by the ESRD-EGHP for Medicare covered services in Items 46-49 (value codes); 
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o
Enter occurrence code 33 and the first month of the 12 month period in Items 28-32; and

o
Enter condition code 77 in Items 35-39 when you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full.

C.
Inpatient Bills - Partial Payment by EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in 4) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) and you do not accept, and are not obligated to accept, the ESRD-EGHP payment  as payment in full, prepare the bill in accordance with §460 with the following modifications:

1.
Determining covered and noncovered charges

Complete the total and noncovered charges columns as if there had been no other payment.

2.
Determining covered and noncovered days

Show total covered and noncovered days in the usual manner.  Count days paid by the ESRD-EGHP as covered days.

Your intermediary calculates the days to be charged to the beneficiary as determined in 3 and CO posts the result to the beneficiary's Medicare utilization record.

3.
Determining utilization and coinsurance 

Where an ESRD-EGHP pays an amount for Medicare covered services that is equal to, or less than, the deductible or coinsurance that would apply if Medicare was the primary payer, utilization is not reduced.  Therefore, coinsurance is calculated in the usual manner.  (See 5, Example 4.)  

Where an ESRD-EGHP pays an amount for Medicare covered services that is more than the deductible and coinsurance that would apply if Medicare was the primary payer, follow the procedures below to determine utilization and coinsurance.

Where the stay involves coinsurance days, your intermediary determines utilization to be charged to the beneficiary, when you cannot.  It completes Items 25 and 61 (coinsurance) accordingly.  No adjustment to Item 23 (covered days) is made based upon this determination.  Complete Item 23 in the usual manner.

Charge utilization as follows:

o
Subtract the ESRD-EGHP payment that applies to Medicare covered services as determined under 4 from the Medicare interim reimbursement for the stay (unreduced by deductible and coinsurance).  This yields the Medicare secondary payment.
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o
Divide this amount by the amount Medicare would have paid as primary payer (the Medicare interim reimbursement for the stay reduced by deductible and coinsurance).

o
Multiply this percentage by the number of covered days in the stay.

A partial day resulting from this calculation is not charged as a full day if it is less than .5 of a day.  It is charged as a full day if it is .5 or more.

EXAMPLE I: Deductible Involved

An individual was hospitalized l5 days, for which the total charges were $5,000.  The ESRD-EGHP paid $2,400 for Medicare covered services.  No part of the Medicare inpatient deductible of $540 had been met.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the ESRD-EGHP payment would have been $3,600. This amount minus the ESRD-EGHP payment is $l,200 ($3,600 - $2,400).  Medicare would have paid $3,060 as primary payer ($3,600 - $540).  Calculate the beneficiary's utilization as follows:  $l,200 divided by $3,060 = .392 x l5 days = 5.88 or 6 days when rounded.

EXAMPLE II: Coinsurance Involved

An individual was hospitalized for 20 days (all of which were LTR days) for which the total charges were $l2,000.  The ESRD-EGHP paid $6,000 for Medicare covered services. The applicable coinsurance amount was $5,400.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the ESRD-EGHP payment would have been $l0,000. The Medicare secondary payment amount is $4,000 (the current Medicare interim reimbursement amount of $10,000 minus the ESRD-EGHP payment of $6,000).  Medicare would have paid $4,600 as primary payer ($l0,000 - $5,400).  Calculate the beneficiary's utilization as follows: $4,000 divided by $4,600=.869 x 20 days = 17.3 or l7 days when rounded.  If the ESRD-EGHP payment in this example had been $5,400 or less, utilization would not be reduced.  The beneficiary would have been charged with 20 days utilization.

Use this formula even when the ESRD-EGHP pays for only a specified number of days of a stay because of a payment limitation under the plan on the number of benefit days available.  For example, a provider furnished 20 days of inpatient care.  The ESRD-EGHP paid all charges for only the first l0 days.  These charges were $4,500.  No part of the Medicare inpatient deductible of $540 had been met.  The current Medicare interim reimbursement (without regard to deductible or coinsurance) which Medicare would have paid for the 20 day stay in the absence of ESRD-EGHP coverage was $7,000.  That amount minus the ESRD-EGHP payment was $2,500 ($7,000 - $4,500). Medicare would have paid $6,460 as primary payer ($7,000 - $540).  The utilization charged to the beneficiary is calculated as follows:  $2,500 divided by $6,460 = .386 x 20 days = 7.73 or 8 days when rounded.
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Charge coinsurance days as follows:

o
If the days resulting from the utilization calculation are fewer than the full days available for the stay, no coinsurance days are billed.

o
If the days resulting from the utilization calculation are greater than the full days available for the stay, coinsurance days are billed for the excess.

Where you perform the utilization calculation, your intermediary will perform the same calculation to verify that Items 25 and 6l (coinsurance) have been completed correctly.  It will advise you of any discrepancies.

EXAMPLE 1:

A beneficiary has 17 full days available at the time of admission.  The hospital stay was 20 days.  Bill 20 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, it is determined the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  In the absence of another insurer's payment, 3 days would have been billed in Item 25 (coinsurance).

EXAMPLE 2:

A beneficiary has 30 coinsurance days available at the time of admission.  The hospital stay was 20 days.  Bill 20 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, it is determined the beneficiary can be charged with 10 days.  Therefore, only 10 coinsurance days are billed.  In the absence of another insurer's payment, 20 days would have been billed in Item 25 (coinsurance).
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4.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (items 46-49).

EXAMPLE:

Total charges were $5,000.  Medicare covered charges were $4,000.  The ESRD-EGHP payment was $3,000.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$4,000
$5,000 x $3,000 = $2,400

Show $2,400 in value codes (items 46-49).

5.
Determining the amount of Medicare payment

The Medicare payment is the lower of:

a.
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §473 minus the amount paid by the ESRD-EGHP for Medicare covered services;


or

b.
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §473 minus any applicable deductible or coinsurance amount.

This is accomplished by applying the following formulas:

(1)
Per Diem Reimbursement - Covered days times per diem rate minus the larger of:

Total Deductions (the sum of Items 60-61);


or

Amount paid by ESRD-EGHP for Medicare covered services (amount shown in value codes, Items 46-49).
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(2)
Periodic Interim Payment (PIP) - Covered days times the gross per diem as determined in §473 minus the larger of:

Total Deductions (the sum of Items 60-61);


or

Amount paid by ESRD-EGHP for Medicare covered services (amount shown in value codes, Items 46-49).

(3)
Percentage of Charge - Total charges (sum of covered and noncovered) identified by revenue code 00l less any Medicare noncovered charges times the percentage of charges minus the larger of:

Total Deductions (the sum of Items 60-61);


or

Amount paid by ESRD-EGHP for Medicare covered services (amount shown in value codes, Items 46-49).

EXAMPLE 1:  Per Diem or PIP Reimbursement Method:

Inpatient care was furnished for 8 covered days to a Medicare beneficiary whose ESRD-EGHP was primary payer.  The covered charges were $4,000.  The ESRD-EGHP paid $2,400 for Medicare covered services as determined in item 4 above. No part of the Medicare inpatient deductible of $540 had been met previously.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at $450 a day (8 x $450) would be $3,600.  As secondary payer Medicare pays the lower of:

(a)
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $3,600 - $2,400 = $1,200.

(b)
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the inpatient deductible:  $3,600 - $540= $3,060.

Medicare pays $1,200.  Do not charge the beneficiary since the $540 inpatient deductible is satisfied by the ESRD-EGHP payment.

EXAMPLE 2:  Percentage of Charge Method

Inpatient care was furnished to a Medicare beneficiary whose ESRD-EGHP was primary payer.  The covered charges were $4,000.  The ESRD-EGHP paid $2,400 for Medicare covered services as determined in item 4 above.  No part of the Medicare inpatient deductible of $540 had been met previously.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at 90 percent of charges ($4,000 x 90 percent) would be $3,600.  As secondary payer Medicare pays the lower of:
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o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $3,600 - $2,400 = $1,200.


or

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the inpatient deductible:  $3,600 - $540 = $3060.

Medicare pays $1,200.  Do not charge the beneficiary since the $540 inpatient deductible is satisfied by the ESRD-EGHP payment.

EXAMPLE 3:

Same facts as in Example (2) except the ESRD-EGHP payment for Medicare covered services is $300.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment: $3,600 - $300 = $3,300.


or

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the inpatient deductible: $3,600 - $540 = $3,060.

Medicare pays $3060.  The beneficiary's liability is $240 (the amount you can charge the beneficiary).  The beneficiary's $540 inpatient deductible is satisfied: $300 by the ESRD-EGHP payment and $240 by the beneficiary.

EXAMPLE 4:

Same facts as in Example (2) except the deductible has previously been met, the beneficiary was hospitalized for 20 days and only coinsurance days are available.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment: $3,600 - $2,400 = $l,200.


or

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable coinsurance: $3,600 - $2,700 (20 coinsurance days at $135 per day) = $900.
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Medicare pays $900.  Since the ESRD-EHGP payment ($2,400) is less than the coinsurance ($2,700), utilization is not reduced and coinsurance is determined in the usual manner.  Therefore, the beneficiary's liability is $300 (the $2,700 coinsurance minus the EGHP payment of $2,400).

6.
Special entries on the bill

Show the identifying information in Items 57-75 on the first payer line, value code 13 with the amount paid in value codes (Items 46-49), and occurrence code 33 and the first month of the l2 month period in Items 28-32.  In addition, enter the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).

D.
Part B Inpatient Services.--These provisions apply to ancillary services for individuals who have exhausted their Part A benefits.  Handle billing as described in subsections E and F.  If Part A benefits are exhausted during the inpatient stay, do not prepare the Part B billing until the effect of the primary payment upon Part A utilization is determined.

E.
Outpatient Bills - Full Payment by EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in subsection F2) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full, and you know the individual has already met his deductible, no bill is submitted.  If an ESRD-EGHP payment equals or exceeds the composite rate (without regard to deductible or coinsurance) and you know the individual has met his deductible, no bill is submitted.  However, submit a bill to inform the intermediary of charges where the deductible may not yet be met.  Although no payment can be made by Medicare, the expenses can be applied to the beneficiary's deductible.  Complete the bill in the usual manner.  In addition:

o
Determine the charges as usual, including those covered by the ESRD-EGHP payment.  Your intermediary treats the charges shown in total charges as noncovered for reimbursement purposes but credits the deductible based on the bill;

o
Enter the amount paid by the ESRD-EGHP for Medicare covered services in Items 46-49 (value codes);

o
Enter occurrence code 33 and the first month of the l2 month period in Items 28-32; and

o
Enter condition code 77 in Items 35-39 when you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full.

F.
Outpatient Bills - Partial Payment by EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in 2) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) or the composite rate (without regard to deductible and coinsurance) and you do not accept, and are not obligated to accept, the ESRD-EGHP payment as payment in full, prepare the bill in accordance with §§E422.5ff. or §460 as appropriate with the following modifications:
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1.
Determining covered charges

Show in the covered charges column, Medicare covered charges including those covered by the ESRD-EGHP's payment.

2.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).  You must be able to validate your ratio of covered and noncovered charges if so requested.
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EXAMPLE:

Total charges were $110.  Medicare covered charges were $90.  The ESRD-EGHP payment was $88. Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$ 90
$110 x $88 = $72

Show $72 in value codes (Items 46-49).

3.
Determining the amount of Medicare payment

The Medicare payment is the lower of:

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §473 or the composite rate (without regard to deductible or coinsurance) minus the amount paid by the ESRD-EGHP for Medicare covered services;


or

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §473 or the composite rate (without regard to deductible or coinsurance) minus any applicable deductible or coinsurance amount.

That portion of the total charges equal to the ESRD-EGHP payment is credited toward any unmet deductible.

NOTE: Examples 1 through 4 are based on percentage of billed charges.

EXAMPLE 1:  ESRD-EGHP payment is less than unmet deductible

Outpatient services were furnished to a Medicare beneficiary for which covered charges were $90. No part of the beneficiary's $75 Part B deductible had been met previously.  The ESRD-EGHP paid $72 for Medicare covered services as determined in item 2 above. The Medicare interim reimbursement (without regard to deductible or coinsurance) for these services at 90 percent of charges would be $81.  As secondary payer, Medicare pays the lower of :

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $81 - $72 = $9.
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o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*The coinsurance is calculated as follows:

$90 charges - $75 deductible = $15 x 20 percent = $3 coinsurance.

Medicare pays $3.  The beneficiary's liability is $6 ($3 of the deductible and the $3 coinsurance).  The beneficiary's $75 deductible is satisfied:  $72 by the ESRD-EGHP payment and $3 by the beneficiary.

EXAMPLE 2:  ESRD-EGHP payment is more than unmet deductible

Same facts as in Example (1) except the ESRD-EGHP's payment for Medicare covered services is $80.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $81 - $80 = $1.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*See Example (1) for coinsurance calculation.

Medicare pays $1.  You may not charge the beneficiary since the deductible and coinsurance were met by the ESRD-EGHP payment.

EXAMPLE 3:  ESRD-EGHP payment equals unmet deductible

Same facts as in Example (1) except the ESRD-EGHP's payment for Medicare covered services is $75.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment $81 - $75 = $6.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*See Example (1) for coinsurance calculation.
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Medicare pays $3.  You may bill the beneficiary $3 for coinsurance.  The $75 deductible is satisfied by the ESRD-EGHP payment.

EXAMPLE 4:  Deductible met prior to ESRD-EGHP payment

Same facts as in Example (1) above except the deductible had been met previously.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment : $81 - $72 = $9.


or

o
The Medicare reimbursement (without regard to deductible or coinsurance) minus the applicable deductible or coinsurance:  $81 - $18* = $63.

*The coinsurance is calculated as follows:

$90 charges x 20 percent = $18 coinsurance.

Medicare pays $9.  You may not charge the beneficiary since the coinsurance is satisfied by ESRD-EGHP payment.

EXAMPLE 5:  Composite Rate

An individual received 8 dialysis treatments for which a hospital-based renal dialysis facility charged $160 per treatment for a total of $1,280.  No part of the beneficiary's $75 Part B deductible had been met previously.  The ESRD-EGHP paid $1,024 for Medicare covered services.  The composite rate per dialysis treatment is $131 or $1,048 for 8 treatments.  As secondary payer, Medicare pays the lower of:

o
The composite rate (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $1,048 - $1,024 = $24.


or

o
The composite rate (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $1,048 - $75 - $194.60* = $778.40.

*The coinsurance is calculated as follows:

$1,048 composite rate - $75 deductible = $973 x 20 percent = $194.60.

Medicare pays $24.  You may not charge the beneficiary since the deductible and coinsurance were met by the ESRD-EGHP payment.
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4.
Special entries on the bill

Enter the identifying information in Items 57-75 on the first payer line, value code 13 with the amount paid in value codes (Items 46-49) and occurrence code 33 and the first month of the l2 month period in Items 28-32.  In addition, enter the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).

G.
ESRD-EGHP Denies Claim for Primary Benefits.--Primary Medicare benefits may be paid (if the beneficiary is not appealing the ESRD-EGHP denial) when an ESRD-EGHP denies a claim for primary benefits because:

o
The beneficiary is not in a 12-month coordination period as defined in §§264.4 and 264.5;

o
The beneficiary is not entitled to benefits under the plan; 

o
Benefits under the EGHP are exhausted for the services involved; or

o
The services are not covered by the ESRD-EGHP.

Where the ESRD-EGHP denies payment for any of the reasons listed, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, provide a reason for the denial in Remarks (Item 94).  Your intermediary will process the claim.

If an ESRD-EGHP denies a claim for primary benefits because the plan offers only secondary coverage of services covered by Medicare, Medicare benefits may not be paid (primary or conditional).  Enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, enter the annotation "Plan offers only secondary coverage of services covered by Medicare" in Remarks (Item 94).  

H.
Conditional Payments.--If the beneficiary has appealed, or is protesting the ESRD-EGHP denial of the claim for any reason other than that the ESRD-EGHP offers only secondary coverage of services covered by Medicare or it denied the claim because the time limit for filing the claim with the ESRD-EGHP has expired (whether appealed or not) conditional primary Medicare benefits may be paid.

Request conditional payment by entering value code 13 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested and occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  Enter the identity of the ESRD-EGHP on line A of Item 57, any identifying information about the insured on line A of Items 65-75, and the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).  In addition, enter the annotation "Beneficiary has appealed or is protesting ESRD-EGHP denial" or "Time limit for filing the claim with the ESRD-EGHP has expired" as appropriate in Remarks (Item 94).
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