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3795.
RO EXAMINATION OF HEARING DECISIONS

ROs examine HO's decision letters.  The RO uses the following procedures in its review.

o
It contacts the intermediaries in its region and works out its own arrangements for review of Part B hearing decision letters.

o
It reviews a sample of HO's decision letters.  

o
Each year, it reviews sixteen decision letters (4 per quarter) for each HO who has decided, dismissed or accepted withdrawal of a hearing request.  If the HO has made fewer than four decisions in a given quarter, the RO reviews all of that HO's decision letters for the quarter.  The review is limited to the decision letter, and does not look behind the letter to the claim file.

o
It determines whether the hearing decision letter:

--
Is clear;

--
Is complete in summarizing facts and issues;

--
Provides an adequate rationale supporting and explaining the decision;

--
Makes proper reference to applicable laws and regulations, as necessary;

--
Contains an offer to provide, upon request, copies of the law, regulations, and/or policy on which the decision is based; and

--
Supplies any further appeal rights.

o
At the end of each fiscal year's quarter, the RO sends the results of its evaluation to the address in §3974.13:

7-404
Rev. 1448

11-89
PAYMENT PROCEDURES
3796.1

3796.
FRAUD AND ABUSE

To protect the Medicare program from fraud and abuse, civil and criminal violation provisions are incorporated in §§ll07, l872 and 1128B.  Section l872 makes §§206, 2l6(j), and subsections (a), (d), (e), (h), (i), (j), (k), and (l) and §205, title II, applicable to title XVIII.

In addition, §ll06, title XI of the Act provides penalties for violation of the provisions concerning confidentiality of information.  Activities prohibited under the provisions of the Act include, but are not limited to, the making of false and fraudulent statements, the fraudulent concealment of evidence affecting payment benefits, the false impersonation of another, the misuse or conversion of payments for use of another, and the improper disclosure of confidential information.

If, during the course of the hearing, the HO suspects a civil or criminal violation, he renders a decision on only the issues raised by the hearing request, as he has no jurisdiction over fraud and abuse issues.  He forwards information regarding a potential civil or criminal violation to the RO for referral to the OIG.

3796.1
Disclosure of Information.--The basis for policy governing the disclosure and confidentiality of information collected by the Department is §ll06 of the Act, the Department's Public Information regulations, as well as the Privacy Act, and the Freedom of Information Act.  In general, all information relating to an individual is confidential except as provided by regulation. Other information is usually disclosable, unless one or more of the exemptions from mandatory disclosure permitted by the Freedom of Information Act is invoked.  During the course of a hearing, specific problems which relate to the disclosure of information may occur.

A.
Medical Information.--While evidence used at the hearing may be examined by the parties, the inclusion of sensitive medical information, such as that regarding psychiatric illness or malignancy, requires special care.  If the harmful evidence is material, the HO asks the beneficiary to designate a representative, such as an attorney or physician, to review the record and insure that the beneficiary's best interests are represented without disclosing information to the beneficiary.

C.
Identity of Medical Consultants.--The parties are entitled to the identity and qualifications of any consultant whose evidence either you, or the HO, use to support the determination.  Further, the parties have the right to read any reports of the consultant included in the hearing file, and the right to submit questions in writing for the consultant to provide written responses in time for them to use at the hearing.

D.
Hearings Involving More Than One Party.--If there is more than one party to the hearing, the HO insures the privacy of each party's records.
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Administrative Law Judge (ALJ) Hearings for Part A and Part B
3797.
REQUESTS FOR HEARING BEFORE AN ALJ

Part B PRO or HMO/CMP cases follow the same general appeals process as Part A matters except that PRO matters other than waiver of liability require $200 in controversy at the ALJ level.  References to Part B routing requirements or amount in controversy requirements, etc. in the following paragraphs normally refer to other than PRO or HMO/CMP matters.

If the claimant is dissatisfied with the reconsideration decision (Part A) or HO's hearing decision (Part B) and the amount remaining in controversy is at least $100 (Part A) or $500 (for Part B claims for services provided on or after January 1, 1987), the claimant is entitled to a hearing before an ALJ. To receive a hearing, the claimant must file the request with you in writing within 60 days following the date on which the claimant received the reconsideration decision (Part A) or the HO's decision (Part B).

NOTE:
See §§3790ff. if a PRO determination is involved.  See also §3785 for further information about requests for an ALJ hearing in Part A and PRO or HMO/CMP matters.

Acknowledge the claimant's request for an ALJ hearing.

Forward all requests for Part A ALJ hearings, with the case file, to the local hearing office of SSA's Office of Hearings and Appeals.  If necessary, obtain this address from the SSO.

Forward all requests for Part B (other than PRO or HMO/CMP) ALJ hearings with the case file to:

Office of Hearing and Appeals

Medicare Part B Development Center

P.O. Box 10359

Arlington, VA 22210-9998

Claimants requesting an ALJ hearing for Part B (other than PRO or HMO/CMP) may aggregate any series of claims as long as the request for hearing is timely filed for each of the claims at issue.

Whether the hearing request is for Part A or Part B, include the following:

o
The Medicare claim form with all relevant attachments or facsimiles of electronically generated claims.
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o
A copy of the NOU or EOMB as applicable, or facsimile showing the original payment date.

o
Any documentation relating to your reopenings.  Prepare separate exhibits of each.

o
The Request for Reconsideration form, HCFA-2649 (Part A) or the Request for Review form, HCFA-1964 (Part B)  or letter with all attachments.

o
Other pertinent documents.

o
Opinions of medical consultants or other experts who have provided advice, (e.g., R.N., staff physician).  If you (Part A) or your HO (Part B) relies on physicians or other third-party experts, including your staff physicians and medical consultants, and refers to their reports, statements, or opinions in the decision, assure that the statements are in writing, signed and included in the file. Include the professional qualifications of experts on whose opinion the decision is based.

o
A copy of your review determination (Part B).

o
The original reconsideration (Part A) or fair hearing (Part B) request.

o
An Appointment of Representative Form (HCFA-1696) or other authorization form.

o
Medical information considered by you (Part A) or your HO (Part B), including treatment notes/summaries, physician's certification of medical necessity, doctor's orders/progress notes.

o
Your policy guidelines followed in the case that are  available to the public.

o
Applicable sections of the law, regulations, and this  manual unless your decision provides these references.

o
A copy of the dated reconsideration (Part A) or hearing (Part B) decision.

o
For Part B, if the fair hearing was taped, a copy.  If the tape is not available, include a written explanation.  Adequately identify the tape for reassociation with the file.  If a transcript was prepared, include it.

o
Original request for ALJ hearing.  This must be signed by the claimant or an authorized representative.  Implied requests or reconsideration or hearing decisions with the words "ALJ hearing" circled are unacceptable.  If there is any documentation of good cause for late filing of the request for ALJ hearing, place it on top of the request.
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o
New evidence provided with the hearing request.

Assemble the file in the following manner:

o
Use a standard 9" X 12" folder.  If a tape of the hearing transcript is included, place it in an envelope stapled to the left hand side of the folder.

o
For aggregate requests filed by a beneficiary, keep the documents relating to treatment from each provider together.  Separate the documents relating to each provider by a blank sheet.

o
For aggregate requests filed by a provider, keep the documents relating to each beneficiary together.  Separate the documents relating to each beneficiary by a blank sheet.  Provide a complete set of procedural documents for each beneficiary, including the hearing decision and the request for the ALJ hearing.

o
Group procedural documents in chronological order and group medical documents in logical order.

Forward requests for ALJ hearings within 10 working days of their receipt.


Hospital Appeals Under PPS
3798.
APPEALS BY HOSPITALS OF DIAGNOSIS-RELATED GROUP (DRG)

ASSIGNMENTS UNDER PPS

A.
Review of Initial DRG Assignments.--Under PPS, the amount of payment to hospitals for inpatient hospital 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.  In accordance with §3637.12, a DRG is assigned to each hospital discharge by use of a computer software program, the DRG grouper, from data elements reported by the hospital.

The hospital has 60 days after the date of the initial DRG assignment to request a review.

If the hospital disagrees with the DRG assigned, it may submit additional billing data for that case. (See §3637.13.)  Review the resubmitted data and adjust the DRG, if necessary.

The beneficiary is not entitled to a review of the DRG assignment since the assignment does not constitute a denial of benefits.  Beneficiary liability is limited to deductibles and/or coinsurance and payment for services not covered by Medicare.  The beneficiary retains the full range of appeal rights specified in §3781.1 for cases involving denial of benefits.
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B.
Intermediary's Role as MR Entity--Review of Revised DRG Assignments.--Hospitals receiving payment under PPS are required to enter into contracts with PROs by September 30, 1984. Until a PRO contract is awarded in the area, the MR function will be performed by PROs or FIs (absent a federally funded PRO in the area).

If you perform the MR in the absence of a PRO, one of your functions is to ascertain that the diagnostic and procedural information supplied by the hospital that led to the DRG assignment is substantiated by the medical records.  (See §3690.4.)  If 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, assign a revised DRG, notify the hospital and adjust your reimbursement accordingly.

If the hospital disagrees with the revised DRG, it may request review within 60 days after the date of notice of the revised DRG assignment.

Unless the revised DRG determination results in a non-covered stay, the beneficiary is not entitled to a review of the revised DRG assignment since he/she is not denied any benefits and is not adversely affected.
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