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268.2
Extension of Time Limit Due to Delay in Transmitting Reply to Notice of Admission.--For purposes of the time limit in §268.1, a hospital shall be deemed to have filed a claim for payment for inpatient hospital services on the date it submitted an admission notice for such services, provided the claim is submitted within 60 days after the intermediary or Social Security Administration, as appropriate, replied to the admission notice.  Where the hospital is establishing timely filing of the claim on this basis (i.e., the claim would not otherwise be timely filed), it should so note on the billing or an attachment to the billing, and indicate the date the admission notice was sent and the date the reply was received.

268.3
Extension of Time Limit Where Late Filing Is Due to Administrative Error.--Where SSA error (i.e., misrepresenting, delay, mistake, or other action of SSA or its intermediaries or carriers) causes the failure of the hospital to file a claim for payment within the time limit in §268.1, the time limit will be extended through the last day of the sixth calendar month following the month in which the error is rectified by notification to the hospital or beneficiary, but not beyond December 31 of the third calendar year after the year in which the services were furnished.  (For services furnished during October -December of a year, the time limit may be extended no later than the end of the fourth year after that year.)

The administrative error which prevents timely filing of the claim may affect the hospital directly (or indirectly, i.e., by preventing the beneficiary or his representative from filing a timely request for payment).  Situations in which failure to file within the usual time limit in §268.1 will be considered to have been caused by administrative error include but are not limited to the following:

1.
The failure resulted because the individual's entitlement to HI or SMI was not established until long after the month for which it is effective (e.g., a beneficiary is awarded 2 years of retroactive coverage).

2.
The failure resulted from SSA's failure to notify the individual that his entitlement to HI or SMI had been approved, or in giving him (or his representative or the hospital) cause to believe that he is not entitled to HI or SMI.

3.
The failure resulted from misinformation from SSA or the intermediary or carrier, e.g., that certain services were not covered under HI or SMI, although in fact they were covered.

4.
The failure resulted from excessive delay by SSA, the intermediary, or the carrier in furnishing information necessary for the filing of the claim (see §268.2 concerning delay in replying to the hospital's admission notice).
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5.
The failure resulted from advice by SSA or an authorized agent for SSA that precluded the filing of a claim until the hospital receives certain information from the intermediary (e.g., a hospital following manual instructions does not file a billing for outpatient services where the services are expected to be paid for by workmen's compensation; but the hospital learns after the expiration of the time limit of the ultimate denial of workmen's compensation liability).

The intermediary will submit to SSA for advice any claim in which delay in establishing HI or SMI entitlement or notifying an individual of HI or SMI entitlement prevents the filing of a claim until more than 3 years after the year in which the services were furnished (4 years after the year, in the case of services furnished in the last quarter of the year).

EXAMPLE l:
Information submitted in connection with a claim for services during the period May 1974 - September 1974, filed in March 1976, shows that the beneficiary's application for HI was initially denied.  He was first notified on January 15, 1976, that he had HI effective May 1974.  Under these circumstances, the intermediary may pay appropriate HI benefits for the services.  Although the usual time limit expired December 31, 1975, the error in this case--delay in establishing HI entitlement--was not corrected until January 15, 1976, thus extending the time limit to July 31, 1976.

EXAMPLE 2:
An individual requested enrollment in SMI in March 1975, the month before he attained age 65.  He received covered outpatient services in July 1975, but did not request payment because he had received no notice of his SMI entitlement.  Such notice was mailed to him on October 3, 1976.  Although the regular time limit for the services in July 1975 expired on December 31, 1976, the claim will be considered promptly and timely filed if it is filed on or before April 30, 1977 (within the 6-month period following the month in which the notice was sent).

269.
EFFECT ON BENEFICIARY AND HOSPITAL OF LATE FILING OR BENEFICIARY'S 
REFUSAL TO FILE

A.
Hospital Is Responsible for Not Filing Timely.--Where the beneficiary request was filed timely (or would have been filed timely had the hospital taken action to obtain a request from the patient whom the hospital knew or had reason to believe might be a beneficiary) but the hospital is responsible for not filing a timely claim, the hospital may not charge the beneficiary for the services except for such deductible and/or coinsurance amounts as would have been appropriate if Medicare payment had been made.  The beneficiary is charged utilization days.  (See §450.)
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B.
Patient Refuses to Request Medicare Payment or Hospital Is Unaware of His Eligibility.--The hospital may charge the beneficiary for covered services where no timely request for payment is filed by or on behalf of the beneficiary because:

1.
the beneficiary refused to file.  (The deductible is credited to his SSA record and utilization days are charged.)  Or

2.
the patient failed to bring his entitlement or possible entitlement to the attention of the hospital and the hospital had no other reason to believe the patient had Medicare entitlement.  If the patient later brings his entitlement to Part A or Part B (whichever is required for payment for the services) to the hospital's attention after the time limit and the bill is not filed timely, the deductible and coinsurance will not be credited and utilization days will not be charged.

C.
Late Filing Reveals Continuation of Benefit Period.--The services furnished in B2 above could affect a benefit period in which later services were furnished by linking together what were originally thought to be two benefit periods.  For example:  Claims were timely filed and payment made for 75 days of inpatient hospital services at hospital A during the period July 20 -October 3, 1975, and 25 days of inpatient hospital services furnished at hospital C during the period January 15 - February 9, 1976.  After the expiration of the time limit, the beneficiary requested payment for 2 days of inpatient hospital services furnished at hospital B during the period November 26 - 28, 1975. Although the untimely request for payment for 2 days did not result in charging the 2 days against his utilization record, it did reveal that the stay in hospital C was in the same benefit period as the stay in A.  Thus, assuming that lifetime reserve days were previously exhausted, only 15 days of coverage were available for the stay in hospital C and an overpayment was found to have been made for the remaining 10 days of the stay.

270.
FILING CLAIM WHERE USUAL TIME LIMIT HAS EXPIRED

Where it comes to the attention of a hospital that health services which are or may be covered were furnished to a beneficiary but that the usual time limit in §268.1 on filing a claim for such services has expired, the hospital should take the following action:

270.1
Part A Hospital Services.--Where the hospital accepts responsibility for late filing, it should file a no-payment bill (see §§450ff.).  Where the hospital believes the beneficiary is responsible for late filing, it should also file a no-payment bill and attach a statement explaining the circumstances which led to the late filing and giving the reasons for believing that the beneficiary (or other person acting for him) is responsible for the late filing and, if practicable, attach the statement of the beneficiary as to his view of these circumstances.
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Where the hospital believes SSA or its agents are responsible for the late filing, it should file a regular payment bill and attach a statement explaining its view of the circumstances which led to the late filing, and if practicable, the written explanation of the beneficiary as to such circumstances.

270.2
Part B Services (SSA-1483 Billings).--Where the hospital accepts the responsibility for the late filing, it should submit an SSA-1483 which contains the legend "late filed claim - provider fault" in the remarks section to differentiate it from a regular SSA-1483.

Where the hospital believes the beneficiary is responsible for late filing, it should file a no-payment bill, attach a statement explaining the circumstances which led to late filing and setting forth reasons for belief that the beneficiary (or person acting for him) is responsible for the late filing and, if practicable, attach the statement of the beneficiary as to his view of the circumstances.  Where the hospital believes SSA or its agent is responsible for the late filing, it should proceed as in §270.1.

270.3
Appeals.--Where the beneficiary does not agree with the determination that the claim was not filed timely or with the assignment to him of the responsibility for the late filing, the usual appeal rights are available to him, i.e., reconsideration, hearing (if the amount in controversy equals $100 or more), etc.  (See §296.)  Where the provider is protesting the denial of payment or the assignment of responsibility, no formal channels of appeal are available.  However, the intermediary may, at the request of the provider, informally review its initial determination.


Time Limits--Part B Charge Claims
271.
TIME LIMIT FOR FILING PART B REASONABLE CHARGE CLAIMS

For Medicare payment to be made for a claim for physician and other Part B services reimbursable on a reasonable charge basis the claim must be filed no later than the end of the calendar year following the year in which the service was furnished, except for services furnished in the last 3 months of a year, where the time limit is December 31 of the second year following the year in which the services were rendered.  This time limit was effective with claims filed after March 1968.  (See §§266.7 and 266.8 for effect of Federal nonworkdays and rules applicable to claims received in the mail.)

EXAMPLE:
An enrollee received laboratory tests at a nonparticipating hospital in August 1975. The claim for reimbursement for such services must be billed on or before December 31, 1976.  If the tests were performed in October 1975, the claim must be filed on or before December 31, 1977.
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271.1
Extension of Item Limit Due to Administrative Error.--Where administrative error (that is, misrepresentation, delay, mistake, or other action of SSA or its intermediaries or carriers) causes the failure of the beneficiary or the hospital, physician, or supplier to file a claim for payment within the time limit specified in §271, the time limit will be extended through the close of the sixth calendar month following the month in which the error is rectified.

Consideration of possible extension of the time limit on Part B reasonable charge claims will be initiated only if there is a basis for belief that the claimant (the enrollee or his representative or assignee) has been prevented from timely filing by an administrative error; for example, he states that official misinformation caused the late filing, or the social security office calls to the intermediary's attention a situation in which such error has caused late filing.  See §268.3 for examples of administrative error.

271.2
Time Limit Where Hospital Has Billed Improperly for Professional Component.--In some cases, a hospital may have incorrectly billed for a Part B professional component as a hospital expense.  For example, a physician's services were erroneously considered entirely administrative in nature and the error was not discovered until the final cost settlement.  Where the claim which included the physician services was filed within the time limit, it establishes protective filing for a subsequent perfection of a Part B claim.  Such claims will be considered filed as of the date the incorrect billing was submitted to the intermediary provided the usual claims information (e.g., the SSA-1554 in the case of a hospital-filed claim) is submitted within 6 months after the month in which the notice was sent that payment for the patient care services was disallowed.

The perfected claim may be filed by the physician on the basis of assignment, or by the hospital (where the hospital has a contractual arrangement to bill and receive payment for the physician's services) or may be filed by the patient on the basis of an itemized bill.

A hospital claim filed within the Part B time limit will not establish a filing date for the related professional component where such component was recognized and not included in the provider bill, e.g., no claim was filed for the professional component as a nonprovider expense because the physician and hospital could not agree on the exact amount of the component charge or who would bill for it.

271.3
Time Limit for Combined Billing.--Where the hospital bills for physician and hospital services under the combined billing procedure presume that the billing is timely filed as to the physician component if it is timely filed as to the hospital component and that it is not timely as to the physician component if it is not timely filed as to the hospital component.
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271.4
Responsibility When Claim Not Filed Timely.--Where the time limit has expired on services reimbursable on a reasonable charge basis, there is no requirement that a bill be filed.  However, where a person (or organization) accepts assignment within the time limit, but fails to submit a timely claim, he is barred by the terms of the assignment from collecting from the patient or other person amounts in excess of the deductible and coinsurance involved.


Certification and Recertification by

Physicians for Hospital Services
273.
CERTIFICATION AND RECERTIFICATION OF PHYSICIANS - GENERAL

Payments may be made for covered hospital services only if a physician certifies and recertifies to the medical necessity for the services at designated intervals of the inpatient stay.  Appropriate supporting material may be required.  The physician certification or recertification statement must be based on a current evaluation of the patient's condition.

For patients admitted to a general hospital, a physician's certification is not required at the time of admission.  For services continued over a period of time, a physician must certify or recertify the continued need for the services at specified intervals.  

Psychiatric hospitals are still required to obtain a physician's certification on admission.

Do not transmit physician certification and recertification statements to the intermediary or to the Health Care Financing Administration if the hospital deals directly.  By signing the billing form or covering transmittal, you certify that the required physician certification and recertification statements have been obtained and are on file.  The physician certification and recertification statements are retained in your files where they are available for verification, if needed.

You must have available, in your files, a description of the procedure you adopted on the timing of recertifications, that is, the intervals at which recertifications are required and whether review of long-stay cases by the utilization review committee serves as an alternative to recertification by a physician in the case of the second or subsequent recertification.

273.1
Failure to Certify or Recertify.--If you fail to obtain the required certification and recertification statements in an individual case, program payment cannot be made.

If your failure to obtain a certification or recertification is not due to a question as to the necessity for the services, but rather to the physician's refusal to certify based on other grounds (e.g., he objects in principle to the concept of certification and recertification), you may not charge the beneficiary for any covered items or services.  The provider agreement which you filed with the Secretary precludes you from charging the patient for covered items and services.
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If a physician refuses to certify because, in his/her opinion, hospitalization was not required for medical treatment or diagnostic study, the services are not covered and the hospital can bill the patient directly.  Document the reason for the physician's refusal to make the certification in your records.

274.
WHO MAY SIGN CERTIFICATION OR RECERTIFICATION

A certification or recertification statement is signed by the attending physician responsible for the case, by another physician who has knowledge of the case and is authorized to do so by the attending physician, or by a member of the hospital's medical staff who has knowledge of the case.

For purposes of certification and recertification, a physician must meet the definition contained in §208.  A doctor of podiatric medicine is a physician for purposes of making the required certification and recertification of the medical necessity for covered services.  However, physician certification and recertification by doctors of podiatric medicine must be consistent with the scope of the professional services provided by a doctor of podiatric medicine as authorized by applicable State law.

274.1
Certification for Hospital Admissions for Dental Services.--When a patient has been hospitalized for a covered dental procedure (see §210.7 and §260.13), the attending dentist is a physician.
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After June 30, 1981, the attending doctor of dental surgery or of dental medicine is authorized to certify that the patient's underlying medical condition and clinical status, or the severity of the dental procedure, requires the patient to be admitted to the hospital for the performance of the dental procedure.  This applies even if the dental procedure is not covered.

275.
INPATIENT HOSPITAL SERVICES CERTIFICATION AND RECERTIFICATION.

A.
Contents of Statement.--A certification and recertification statement must meet the following information:  

o
an adequate written record of the reason for--continued hospitalization of the patient  for medical treatment or for medically required inpatient diagnostic study; or--special or unusual services for cost outlier cases for hospitals under PPS, 

o
the estimated period of time the patient will need to remain in the hospital and, for cost outlier cases, the period of time for which the special or unusual services will be required; and 

o
any plans for posthospital cases.

B.
Selection by Hospital of Format and Method for Obtaining Statement.--The individual hospital determines the method by which certification and recertifications are to be obtained and the format of the statement.  Thus, the medical and administrative staffs of each hospital may adopt the procedure they find most convenient and appropriate.

There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way, as long as the approach adopted by the hospital permits the intermediary (or the Health Care Financing Administration, where the hospital deals directly with the Government) to determine that the certification and recertification requirements are, in fact, met.  The certification or recertification could, therefore, be entered or preprinted on a form the physician already has to sign; or a separate form could be used.  If all the required information is included in progress notes, the physician's statement could indicate that the individual's medical record contains the information required and that continued hospitalization is medically necessary.
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C.
Criteria for Continued Inpatient Stay.--A physician who certifies or recertifies to the need for continued inpatient stay should use the same criteria that apply to the hospital's utilization review committee.  These criteria include not only medical necessity, but also the availability of out-of-hospital facilities and services which will assure continuity of care. A physician should certify or recertify need for continued hospitalization if the physician finds that the patient could receive treatment in an SNF but no bed is available in the participating SNF.  Where the basis for the certification or recertification is the need for continued inpatient care because of the lack of SNF accommodations (§290.3), the certification or recertification should so state.  The physician is expected to continue efforts to place the patient in a participating SNF as soon as a bed becomes available.

Under §4005(b)(2) of the Omnibus Budget Reconciliation Act of 1987, effective for swing-bed agreements entered into after March 31, 1988, hospitals with more than 49 beds (but less than 100 beds) are subject to the following:

o
If there is an available SNF bed in the geographic region, transfer the extended care patient within 5 days of the availability date (excluding weekends and holidays) unless the patient's physician certifies within that 5-day period, that transfer of that patient to that facility is not medically appropriate on the availability date.  In order to do this, identify all SNFs in your geographic region and enter into agreements with them for the transfer of the extended care patients under which SNFs are to notify you of the availability of beds and the dates these beds will be available; and

o
The 5 week day transfer requirement and the 15 percent payment limitation do not apply for Medicaid reimbursement purposes.

Hospitals having fewer than 50 beds and rural hospitals which entered into agreements before March 31, 1988 (i.e., those which were licensed for more than 49 beds but who were operating as a 50 or less bed facility) are not subject to the 5 week day transfer requirement or the payment limitation for extended care days.  (See §2230.7 of the Provider Reimbursement Manual for the explanation of the payment limitation.)

"Geographic region" is an area which includes the SNFs with which a hospital has traditionally arranged transfers and all other SNFs within the same proximity to the hospital.  In the case of a hospital without existing transfer practices upon which to base a determination, the geographic region is an area which includes all the SNFs within 50 miles of the hospital unless the hospital can demonstrate that the SNFs are inaccessible to its patients.  In the event of a dispute as to whether an SNF is within this region or the SNF is inaccessible to hospital patients, the HCFA regional office shall make a determination.

D.
Utilization Review (UR) in Lieu of Separate Recertification Statement.

--For cases not subject to PPS, and for PPS day outlier cases a separate recertification statement is not necessary where the requirements for the second or subsequent recertification are satisfied by review of a stay of extended duration pursuant to the hospital's UR plan.  However, it is necessary to satisfy the certification and
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recertification content standards.  It would be sufficient if records of the UR committee show that consideration was given to the three items mentioned above--the reasons for continued hospitalization (e.g., consideration was given to the need for special or unusual care in cost outlier status under PPS), estimated time the patient will need to remain in the hospital (e.g., the time period during which such special or unusual care would be needed), and plans for posthospital care.

276.
TIMING OF CERTIFICATIONS AND RECERTIFICATIONS

A.
Cases Subject to PPS.--For cases subject to PPS, certification is not required at the time of admission for inpatient services.  The admission is reviewed by a hospital review organization upon discharge of the patient.  For day and cost outlier cases the certification is required as follows:

o
For day-outlier cases, certification is required no later than one day after the hospital reasonably assumes that the case meets the established outlier criteria, or no later than 20 days into the hospital stay, whichever is earlier.

The first and subsequent recertifications are required at intervals established by the utilization review committee, on a case-by-case basis if it so chooses, but not less than every 30 days.

o
For cost-outlier cases, if possible, certification must be made before the hospital incurs costs for which it will seek cost outlier payment.  However, certification is required no later than the date on which the hospital requests cost outlier payment or 20 days into the hospital stay, whichever is earlier.

For cost outlier cases, the first and subsequent recertifications are required at intervals established by the utilization review committee on a case-by-case basis if it chooses.

B.
Initial Certification.--The initial certification is required no later than the 12th day of hospitalization.  A hospital may, at its option, provide for the certification to be made earlier, or it may vary the timing of the certification within the 12-day period by diagnostic or clinical categories.

The first recertification is required no later than the 18th day of hospitalization. Subsequent recertifications must be made at intervals established by the UR committee (on a case-by-case basis), but in no event may the interval between recertifications exceed 30 days.  The UR committee will be reviewing long-stay cases and may be in the best position to decide when subsequent recertifications are needed.

A hospital can, if it wishes, coordinate its physician recertifications with the process of review by the UR committee of long-stay cases not subject to PPS, and for PPS day-outlier cases.  At the option of the hospital, review of a stay of extended duration under the hospital's UR plan may take the place of the second and any subsequent physician recertifications.  (Such review may be the initial review, or a second or subsequent review of an extended case by the UR committee.)

Rev. 544
 41.2

277 
COVERAGE OF HOSPITAL SERVICES
07-88

Where review of an extended stay case by the UR committee is deemed to take the place of a physician recertification, it would be possible for the recertification to be made later than the specified day, because the review of an extended duration case may be made at any time within the 7-day period following the last day of the period of extended duration defined in the UR plan.  Such a recertification will be treated as a delayed recertification; however, no explanation for the normal delay is required.

C.
Swing-Bed Hospital.--For a swing-bed hospital which has more than 49 beds less than 100 beds, was certified after March 31, 1988 and which has an availability agreement, the physician is required to record in the patient's record and certify when it is medically inappropriate to transfer an extended care patient from a hospital to a SNF.  The physician must state his reasons for why the transfer is medically inappropriate within 5 week days (excluding weekends and holidays) of when the bed became available in a nearby SNF.

277.
INPATIENT PSYCHIATRIC HOSPITAL SERVICES CERTIFICATION AND RECERTIFICATION.

The requirements for physician certification and recertification for inpatient psychiatric hospital services are similar to the requirements for certification and recertification for inpatient hospital services.  (See §275.)  However, there is an additional certification requirement:  At the time of admission or as soon thereafter as is reasonable and practicable, a physician (the admitting physician or a medical staff member with a knowledge of the case) must certify the medical necessity for inpatient psychiatric hospital services.  As a result, the first and second recertification for psychiatric hospital services correspond to the initial certification and first recertification requirements for inpatient hospital services.  (See §275.)

The first recertification is required no later than as of the 12th day of hospitalization.  The second recertification is required no later than as of the 18th day of hospitalization.  Subsequent recertifications must be made at intervals established by the UR committee (on a case-by-case basis) but in no event may the interval between recertifications exceed 30 days.

There is also a difference in the content of the certification and recertification statements.  The required physician's statement should certify that the inpatient psychiatric hospital admission was medically necessary, for either:

o
treatment which could reasonably be expected to improve the patient's condition, or 

o
diagnostic study.
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The physician recertification should state:

o
that inpatient psychiatric hospital services furnished since the previous certification or recertification were, and continue to be, medically necessary for either--treatment which could reasonably be expected to improve the patient's condition, or--diagnostic study; and 

o
that the hospital records indicate that the services furnished were either intensive treatment services, admission and related services necessary for diagnostic study, or equivalent services.

For convenience, the period covered by the physician's certification and recertification is referred to as a period during which the patient was receiving active treatment.  If the patient remains in the hospital but the period of "active treatment" ends (e.g., because the treatment cannot reasonably be expected to improve the patient's condition, or because intensive treatment services are not being furnished), program payment can no longer be made even though the patient has not yet exhausted his benefits.  Where the period of "active treatment" ends, the physician is to indicate the ending date in making his recertification.  If "active treatment" thereafter resumes, the physician should indicate, in making his recertification, the date on which it resumed.

279
CERTIFICATION FOR HOSPITAL SERVICES COVERED BY THE SUPPLEMENTARY MEDICAL INSURANCE PROGRAM.

A physician must certify that medical and other health services covered by medical insurance which were provided by (or under arrangements made by) the hospital were medically required.

Physician certification is not required for the following outpatient services:

A.
Hospital services and supplies incident to physicians' services rendered to outpatients (see §230.2), and 

B.
Diagnostic services furnished by a hospital or which the hospital arranges to have furnished in other facilities operated by or under the supervision of the hospital or its medical staff. (See §230.3.)

Obtain a physician's certification with respect to services furnished to outpatients that are not covered as outpatient hospital therapeutic, or diagnostic services under (a) or (b).

Primarily, this means that a certification statement is needed for diagnostic services furnished under arrangements by a facility that is not operated by or under the supervision of the hospital or its organized medical staff, (see §230.3), e.g., services obtained from an independent laboratory.

This certification requires a brief description of the services and the signature of the physician.  It need be made only once for a course of treatment.  Where services are provided on a continuing basis, such as a course of radium treatments, the physician's certification may be made at the beginning or end of the course of treatment, or at any other time during the period of treatment.
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There is no requirement that the certification be entered on any specific form or handled in any specific way, as long as the approach you adopted permits the intermediary (or the Health Care Financing Administration where you deal directly with the Government) to determine that the certification requirement is in fact met.  Therefore, the certification could be entered or pre-printed on a form the physician has to sign or on a separate certification form.
Certification by a physician is required in connection with ambulance services furnished by a participating hospital.  When a hospital provides ambulance service to transport a patient from the scene of an accident and no physician is involved until the patient reaches the hospital, any physician in the hospital who examines the patient or has knowledge of the case may certify as to the medical need for the ambulance service.

In addition, physician's certifications are required for the rental and purchase of durable medical equipment (see §235), outpatient physical therapy, outpatient occupational therapy, and outpatient speech pathology services.  (See §282.)

280.
DELAYED CERTIFICATIONS AND RECERTIFICATION.

Hospitals are expected to obtain timely certification and recertification statements.  However, delayed certifications and recertifications are honored where, for example, there has been an oversight or lapse.

In addition to complying with the appropriate content requirements, delayed certifications and recertifications are to include an explanation for the delay and any medical or other evidence which you consider relevant for purposes of explaining the delay.  Determine the format of delayed certification statements, and the method by which they are obtained.  A delayed certification and recertification may appear in one statement; separate signed statements for each certification and recertification are not required as they would if timely certification and recertification had been made.

281.
TIMING OF CERTIFICATION AND RECERTIFICATION FOR BENEFICIARY ADMITTED BEFORE ENTITLEMENT.

If an individual is admitted to a hospital (including a psychiatric hospital) before he/she is entitled to hospital insurance benefits, the following exception is applicable when he/she does become entitled.

No certification is required as of the date of admission or entitlement.  Certifications and recertifications are required as of the time they would be required if the patient had been admitted to the hospital on the day he/she became entitled.  (The time limits for certification and recertification are computed from the date of entitlement instead of the date of admission.)  Other than this exception, see §§276 - 279 for the applicable requirements for content, signature, and timing of certifications and recertifications.  For example, if a patient became entitled on March 1, 1983, but was admitted to a general hospital prior to that date, the first certification was required no later than March 12; the second, no later than March 18, and so forth.

Rev. 620
43

282
COVERAGE OF HOSPITAL SERVICES
09-91


Certification and Recertification for

Outpatient Therapy Services
282.
PHYSICIAN'S CERTIFICATION AND RECERTIFICATION FOR OUTPATIENT PHYSICAL THERAPY, OCCUPATIONAL THERAPY, AND SPEECH PATHOLOGY SERVICES

A.
Content of Physician's Certification.--No payment is made for outpatient physical therapy, occupational therapy, or speech pathology services unless a physician certifies that:

o
the outpatient physical therapy, occupational therapy,  or speech pathology services are or were furnished while the patient was under the care of a physician (see §242.2);

o
a plan for furnishing such services is or was established by the physician, physical therapist, occupational therapist, or speech pathologist and periodically reviewed by the physician (see §242.3); and

o
services are or were required by the patient.

Since the certification is closely associated with the plan of treatment, the same physician who establishes or reviews the plan must certify to the necessity for the services.  Obtain the certification at the time the plan of treatment is established or as soon thereafter as possible.  Physician means a doctor of medicine, osteopathy (including an osteopathic practitioner), or podiatric medicine legally authorized to practice by the State in which he/she performs these services.  In addition, physician certifications or recertifications by doctors of podiatric medicine must be consistent with the scope of the professional services provided by a doctor of podiatric medicine as authorized by applicable State law.

B.
Recertification.--When outpatient physical therapy, occupational therapy,  or speech pathology services are continued under the same plan of treatment, the physician must recertify at intervals of at least once every 30 days that there is a continuing need for such services and estimate how long services are needed.  Obtain the recertification at the time the plan of treatment is reviewed since the same interval (at least once every 30 days) is required for the review of the plan.  Recertifications are signed by the physician who reviews the plan of treatment.  The form and manner of obtaining timely recertification is up to you.
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C.
Method and Disposition of Certifications.--There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way as long as the fiscal intermediary can determine, where necessary, that the certification and recertification requirements are met.  The certification by the physician will be retained by the hospital, but the hospital must certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file in the hospital when it forwards the request for reimbursement to the intermediary.

D.
Delayed certifications.-- See §280.


Psychiatric Hospital Records
283.
PSYCHIATRIC HOSPITAL RECORDS.

The law requires that psychiatric hospital records contain certain specific information concerning the individual patient's condition and the nature of the treatment provided.  Records must show that the services were furnished to the patient during periods when he was receiving intensive treatment services, admission and related services necessary for a diagnostic study, or equivalent services.

285.
REFUNDS.

In its agreement for participation, the hospital agrees not to charge any individual or other person (e.g., relatives, other insurance carriers, or welfare) for items and services covered by the health insurance program other than allowable charges and deductibles and coinsurance amounts; and to make provision for the refund (or other required disposition) of any moneys incorrectly collected from the individual or other person on his behalf.

Amounts incorrectly collected and not refunded represent improper charges for covered services under the provisions of section l866(a)(l) of the Social Security Act, and a hospital's retention of these moneys without making provision for refund (or other required disposition) constitutes a violation of its provider agreement.

A.
Moneys incorrectly collected means amounts in excess of allowable charges and deductible or coinsurance amounts, if applicable, paid to a hospital by an individual (or other person on his behalf) as payment for covered items and services for which the individual is entitled to have payment made under the Medicare program.

B.
A majority of incorrect collections are made inadvertently and may involve a simple error on the part of the hospital in billing a beneficiary.  However, there are other situations where incorrect collections may be made; for example:

1.
In a retroactive entitlement case (§l20), where the beneficiary (or other person) paid for covered services and later becomes entitled to have payment made for them under Medicare;
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2.
Where an intermediary has initially denied payment and a subsequent finding is made (e.g., as the result of a reconsideration or hearing decision) that payment for all or part of the same services may be made;

3.
Where the beneficiary or other person has protested a direct charge by a hospital and the intermediary determines that the beneficiary is entitled to have program payment made on his behalf for all or part of the same services; and

4.
Where a claim for payment is submitted by a hospital under the guarantee of payment provisions (see §286).

Intermediaries will assure that hospitals refund moneys incorrectly collected.  Therefore, in the situations described above (and other situations recognized by the intermediary) the intermediary will ascertain on an individual case basis, whether the provider has already received reimbursement for covered services from the individual or other person (e.g., relatives, other insurance carriers, or welfare) before making Medicare payment.  If the hospital advises, in writing, that it has not been reimbursed by the individual or other person for covered services, payment can be made.

If the hospital has already been reimbursed in whole or in part, the intermediary will withhold an amount equal to the incorrect collection from amounts otherwise due the hospital, except that in a guarantee of payment case, the intermediary will withhold the full amount due the hospital for the guarantee period until it is assured in writing by the hospital that a proper disposition of the incorrect collection has been made.

Where the intermediary knows that a provider has overcollected deductible and coinsurance amounts for Part B services, the intermediary will make direct refund to the beneficiary.

285.l
Return or Other Disposition of Moneys Incorrectly Collected.--A hospital in possession of any incorrect collection is required to refund or make final disposition of the money in accordance with applicable State law.  If refund or final disposition will be delayed for a prolonged period, the hospital is required to set aside the money in a separate account until refund or final disposition can be made.  Until the hospital advises, in writing, that it has properly refunded or disposed of the money or, as necessary, set aside the money, the intermediary will withhold an amount equal to such incorrect collection against amounts otherwise due the hospital, except in a guarantee of payment case the intermediary will withhold the full amount due the hospital for the guarantee period.

A.
Refund.--Refund is to be made to the beneficiary (or any other person) from whom the hospital collected the moneys.  If the beneficiary or other person cannot be located after the hospital has made a reasonable effort including an attempt to contact by mail at the last known address the intermediary will be asked to check SSA's records in an effort to learn the individual's address.  If the individual to whom refund is to be made still cannot be located or has died, the hospital is to make final disposition of the moneys in accordance with the law of the State in which the hospital is situated.
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B.
Moneys Set Aside.--In some situations refund or final disposition may be delayed for a prolonged period (e.g., where the beneficiary's whereabouts is being developed or where there is a delay in the appointment of a legal representative to dispose of the estate of a deceased individual). When such a delay in making refund or final disposition is encountered, the hospital will so notify the intermediary and will then set the funds aside in a separate account identified by the name of the individual to whom the payment is due.  These amounts will be carried on the hospital's records in this manner until refund or final disposition, as provided in paragraph A above, can be made.

285.2
Appropriate Time Limits Within Which the Hospital Must Dispose of Sums Incorrectly Collected.--Refund or final disposition in accordance with applicable State law of sums incorrectly collected should be accomplished as promptly as possible.  In any event, refund, final disposition, or as necessary, setting funds aside in a separate account should be accomplished within a period of 60 days after the hospital is notified that an incorrect collection was made.

285.3
Former Participating Hospital.--Once a hospital has become a participating provider, it remains responsible, notwithstanding the subsequent termination of its program participation, for the required refund or final disposition of any moneys incorrectly collected for covered services furnished to Medicare beneficiaries during the effective period of its provider agreement.
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286.
GUARANTEE OF PAYMENT PROVISIONS 

Under the guarantee of payment provisions a hospital may be paid, under certain conditions, for inpatient hospital services furnished to a beneficiary whose eligibility for inpatient hospital benefit days has been exhausted, including exhaustion of the l90-day lifetime limitation on inpatient psychiatric hospital services.  The guarantee of payment provisions are not applicable unless the individual has exhausted his 60 lifetime reserve days of inpatient hospital services except where the average daily charge is equal to, or less than, the lifetime reserve day coinsurance amount.  In the latter case, the guarantee of payment applies since the reserve days cannot be used by the beneficiary.

The guarantee applies to inpatient hospital services furnished by a participating hospital, whether general, or psychiatric.  The provision assures that payment will be made to a hospital for services it provides during the time it takes to ascertain from the intermediary the patient's utilization record, as limited by the provisions described in §286.l.

The guarantee includes cases in which benefits were exhausted prior to admission, and cases where a beneficiary had some inpatient hospital benefits remaining at the time of admission.  For example, the beneficiary has two or three days of remaining eligibility, but these benefits are exhausted before the intermediary's decision regarding the bill reaches the hospital.  Payment under the guarantee, i.e., for days after benefits are exhausted, is made at the full rate.  You will receive payment without reduction for coinsurance.

The guarantee applies only to inpatient hospital services and not to other benefits.  You are not required to claim payments under this provision; you may look to the patient for payment.

The guarantee extends only to inpatient services furnished individuals who have exhausted their eligibility for inpatient hospital services as described above.  It does not extend to individuals who have no coverage for other reasons, e.g., not entitled under hospital insurance or entitlement has been terminated.

286.l
Maximum Number of Days Under Guarantee.--The intermediary may pay you for inpatient services furnished for up to six days after the day of admission.  Saturdays, Sundays, legal holidays, and the first calendar day of admission are omitted in computing the six elapsed days.  However, no payment may be made for any day after the day
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you receive notice from any source of the lack of entitlement.  For example, the guarantee does not apply for any day after the day you receive notice from the intermediary, the patient, or any other source that the patient's benefits have been exhausted.  Note that no payment may be made for any day which is more than six days (as defined) after the admission date.  If the notice is given by telephone, the date of confirmation, in writing, is considered the date of notification.

In determining the days covered by the guarantee, legal Federal holidays are:

New Year's Day

Martin Luther King's Birthday

Washington's Birthday

Memorial (Decoration) Day

Independence Day

Labor Day

Columbus Day

Veterans Day

Thanksgiving Day

Christmas Day

Exclusion of Federal nonworking days prolongs the period covered by the guarantee.  When a Federal holiday occurs on a Sunday, the day following is observed as a Federal nonwork day and, therefore, is not counted as an elapsed day.  When the holiday falls on Saturday, the previous Friday is not counted.  You will be paid on behalf of the beneficiary for all days of inpatient services within the guarantee period, i.e., weekends, holidays, and the day of admittance is included in computing the benefit amount due.

286.2
Requirements for Payment Under the Guarantee.--The following conditions must exist for you to receive payments:

· The services provided are covered for inpatient hospital purposes; and

· You acted in good faith in assuming that the individual was entitled to inpatient benefits. There would be an absence of good faith if you had, or should have had, a substantial doubt that coverage existed.

286.3
Guarantee of Payment Determinations.--Bills involving the guarantee of payment must be accompanied by information sufficient to justify payment.
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To receive benefits under the guarantee of payment provisions, the following guidelines apply:

A.
Covered Services.--The services shown on the bill must be within the scope of covered services.

B.
Acted Reasonably.--You must establish that you acted reasonably in assuming that the patient's inpatient days had not been, or were not about to be, exhausted.

You will be deemed to have met the requirements of the guarantee provision and to have acted in "good faith" if, you attempted to ascertain the extent of the beneficiary's entitlement to inpatient hospital services by:

l.
Asking the beneficiary, or other person, if the beneficiary received inpatient services in a hospital or SNF within the past 60 days, and noting it in your records.  If information of a prior stay is received subsequently to submitting the bill, notify the intermediary.  Under unusual circumstances, reasonable grounds may be found even though you had not followed these requirements, e.g., because the patient was not in a physical or mental condition to discuss his entitlement and no other person with a knowledge of his affairs was available.

2.
Reconciling any discrepancies between statements or information in your possession as to the patient's eligibility.

C.
Reasonable Grounds to Believe Entitlement Existed.--There must have been reasonable grounds for your assumption that entitlement to benefits existed, e.g., a notice as described in §305.

D.
Refund Made.--See §285.l for requirement that you refund payments advanced to you before receiving payment under the guarantee.

286.4
Recovery of Funds Advanced under Guarantee Provision.--Benefits paid to you under the guarantee provision are subject to recovery from the beneficiary unless recovery is waived.  Cash benefits payable to the beneficiary under the Social Security and Railroad Retirement Acts may be suspended or reduced until the amount advanced to you on his behalf has been repaid.
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Appeals of Payment Determinations
287.
HOSPITAL AND BENEFICIARY PROTESTS AND APPEALS OF PAYMENT DETERMINATIONS.

287.l
Hospital Protest.--You and your intermediary should attempt to resolve mutually any differences involving payment that arise from the application of the cost formula or the amount payable in a specific case.  (See Provider Reimbursement Manual, §§2426ff., concerning your right to request a hearing on disputed cost reports.)

287.2
Hospital's Right to Appeal Initial Determination under the Waiver of Liability Provision.--(See §§29lff.)  Section l879(d) of the Act establishes that you have a right to challenge, through the appeals process and the courts, an intermediary's decision that items or services furnished after October 30, l972, are not covered because they are not reasonable and necessary or constitute custodial care (§l862(a)(l) or (9)).  If a beneficiary is partially liable for the noncovered items or services, the intermediary must first establish that the beneficiary will not exercise his appeal rights. (See §287.4.)  If the beneficiary chooses not to appeal, you have the right to appeal both the coverage and waiver of liability decisions.  However, you do not have a right to appeal when neither the beneficiary nor you is liable, e.g., when the entire noncovered portion of the stay is paid under §l879. This means that the you may appeal an initial determination that:

· Items or services are not covered because they are not reasonable and necessary, or constitute custodial care; and 

· Either the beneficiary or you knew, or could reasonably have been expected to know, that such items or services were not covered provided that the beneficiary does not exercise his appeal rights.

If the beneficiary appeals such initial determinations you are made a party to the appeals determination.

287.3
Situations Where Hospital May Initiate Appeal under the Waiver of Liability Provision.--You may initiate an appeal only if the ultimate liability rests with you or with the beneficiary under the waiver of liability provisions and it has been determined that the beneficiary will not exercise his appeal rights.  A determination will be made that the beneficiary will not exercise his appeal rights if:

· The beneficiary's liability was not waived for all or a portion of the items, or services and the beneficiary or his representative has stated in writing that he does not intend to request a reconsideration; and

· The beneficiary's liability was waived in the initial determination.
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287.4
Beneficiary Protests and Appeals.--

A.
Hospital Insurance Program.--An individual dissatisfied with any determination of the amount of benefits payable on his behalf under hospital insurance may have his claim reconsidered by the intermediary.  If he is not satisfied with the reconsideration determination and the amount in controversy is $l00 or more, he may request a hearing by an Administrative Law Judge of the Bureau of Hearings and Appeals.  If he disagrees with the Administrative Law Judge's decision, he may request that the Appeals Council review the decision.  If still dissatisfied with the final decision of the Administration, and the amount in controversy is $l,000 or more, the individual may initiate action for Federal court review of the claim.

1.
Beneficiary Representation by Hospital.--To be represented by a hospital, the beneficiary must execute a form SSA-1696-U4, Appointment of Representative, in addition to the appropriate reconsideration or hearing request.  The SSA-1694-U4 form must contain the signed acceptance of an authorized official of the hospital being appointed.

When the appeal involves either services that constitute custodial care or are not reasonable and necessary and thus the application of the limitation of liability provisions under §1879 of the Act (see §291ff.), the hospital representative (attorney or non-attorney) must waive in writing any right to payment from the beneficiary for these services.  The intermediary must obtain the written waiver even when the claim is initially paid under the limitation of liability provision, i.e., when it finds that neither the hospital nor the beneficiary is liable.  This waiver requirement is intended to insure against conflict of interest.

A hospital representative (including an attorney) cannot charge the beneficiary a fee in connection with such representation.

The costs incurred by a hospital in representing a beneficiary in an unsuccessful appeal are not allowed as reasonable costs in determining its Medicare reimbursement.

(This provision applies only to title XVIII appeals. Hospitals are precluded from representing beneficiaries in the appeal of PRO determinations under title XI.)

B.
Medical Insurance Program.--An individual dissatisfied with the denial of a request for payment of Part B benefits or the amount of such benefits paid is entitled to a review by the intermediary.  If dissatisfied with the promptness with which his initial request for payment is acted upon or with the outcome of the review determination, he is entitled to a hearing by a hearing officer of the intermediary.  A claimant's right to a Part B hearing is dependent upon a showing that there is $l00 or more in controversy.

In the case of Part B provider services, the intermediary conducts the review and hearing.

A patient dissatisfied with a payment for the services of a hospital-based physician is entitled to a review by the Part B carrier to which the bill for the physician's services was submitted for payment. If still dissatisfied, he is also entitled to a hearing by the carrier.
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C.
Hospital and Social Security Office Role in Beneficiary Protests.--Handle patient protests concerning entitlement to health insurance benefits, or the denial amount, or promptness of payment for items or services furnished under hospital or medical insurance, if simply amenable to explanation or correction.  If the patient wishes to protest the health insurance determination on his request for payment or the promptness of payment, refer him to his social security office.  The social security office can offer assistance to the beneficiary in determining his appeal rights and can answer specific questions about the appeal procedures.  The social security office can also assist the individual in completing the necessary forms for requesting reconsideration or hearing.

287.5
Appeals by Hospitals of Diagnosis-Related Group (DRG) Assignments Under the Prospective Payment System (PPS).--

A.
Intermediary Review of Initial DRG Assignments.--Under PPS the amount of payment for inpatient services is determined prospectively on a per-case basis.  A single payment amount is paid for each type of case identified by the DRG into which each is classified.  A DRG is assigned to each discharge by use of a computer software program, the DRG grouper, from data elements you reported.  

You have 60 days after the date of the initial DRG assignment to request review.

If you disagree with the DRG assigned to a case, resubmit additional billing data for that case.  The intermediary reviews the data and adjusts the DRG, if necessary.

The beneficiary is not entitled to a review of the initial DRG assignment since the DRG assignment does not constitute a denial of benefits.  Beneficiary liability is limited to the deductible and/or coinsurance and payment for services not covered by Medicare.  Of course, the beneficiary retains the full range of appeal rights for cases involving denial of benefits.

B.
Medical Review Entity Review of Revised DRG Assignments.--Hospitals receiving payment under PPS are required to enter into contracts with Peer Review Organizations (PROs).  One of the medical review functions is to ascertain that the diagnostic and procedural information supplied by you that led to the DRG assignment is substantiated by the medical records.  If it is determined that an error has occurred in the coding and/or sequencing of the diagnostic and/or procedural information in the medical record or on the bill, the intermediary, based on the information received from the medical review entity, assigns a revised DRG, notifies you and adjusts your reimbursement accordingly.
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If you disagree with the revised DRG, request the medical review entity to review the determination within 60 days after the date of notice of the revised DRG assignment.

As is in the case when the initial DRG is assigned, the beneficiary is not entitled to a review of the revised DRG assignment since he/she is not denied any benefits, and thus, not adversely affected.

288.
REOPENING AND REVISION OF MEDICARE CLAIMS DECISIONS

The intermediary may reopen Medicare claims to correct an omission in hospital reporting of diagnosis or procedures within 60 days from your receipt of the remittance record.

The intermediary may reopen an initial or revised determination within l year of the date of decision for any reason other than to add a diagnosis or procedures to the DRG.

After l year but within 4 years after the date of the initial decision, the intermediary may reopen a determination for "good cause," if:

o
New and material evidence is furnished, or

o
A clerical error had been made, or

o
There is an error on the face of the evidence; i.e., on the basis of all of the evidence on file at the time the decision was made, it is clear that the decision was incorrect.  An omission in your coding of diagnosis or procedure is not a "good cause."

A determination may be reopened by the intermediary at any time, if:

o
The decision was procured by fraud or similar fault, or

o
Correction of a clerical error (other than omission of diagnoses or procedures) or an error on the face of the evidence would make the decision more favorable to the claimant.
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