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REVIEW PROTOCOL FOR MEDICARE SECONDARY PAYER

Federal law mandates that Medicare is the secondary payer for:


o
Claims involving Medicare beneficiaries age 65 or older who have GHP coverage based upon their own current employment status with an employer that has 20 or more employees, or that of their spouse of any age, or based upon  coverage by a multiple employer, or multi-employer group health plan by virtue of his/her own, or a spouse's, current employment status and the GHP covers at least one employer with 20 or more employees.  An individual has current employment status if (1) he or she is actively working as an employee, is the employer (including a self-employed person), or is associated with the employer in a business relationship; or (2) is not actively working, but meets all of the following conditions:  retains employment rights in the industry, has not had his or her employment terminated by the employer, is not receiving disability payments from an employer for more than 6 months; is not receiving social security disability benefits, and has GHP coverage based on employment that is not COBRA continuation coverage.  Examples of individuals who fall in the second group are teachers, employees who are on furlough or sick leave, and active union members between jobs;


o
Claims involving beneficiaries eligible for or entitled to Medicare on the basis of ESRD (during a period of 30 months) except where an aged or disabled beneficiary had GHP or LGHP coverage which was secondary to Medicare at the time ESRD occurred;


NOTE:
The Balanced Budget Act of 1997 extended the ESRD coordination period to 30 months from 18 months for any individual whose coordination period began on or after March 1, 1996.  Individuals whose period began before that date have an 18-month coordination period.


o
Claims involving automobile or nonautomobile liability or no-fault insurance (see §3418 and §3489);


o
Claims involving government programs; e.g., workers' compensation (WC), services approved and paid for by the Department of Veterans Affairs (DVA), or black lung (BL) benefits; and


o
Claims involving Medicare beneficiaries under age 65 who are entitled to Medicare on the basis of disability and are covered by a LGHP (plans of employers, or employee organizations, with at least one participating employer that employs 100 or more employees) based upon his or her own current employment status or the current employment status of a family member.


The following sections provide a methodology for reviewing hospitals' MSP policies and practices to ensure that hospital procedures comply with the law.  Review hospital admission and bill processing procedures.


3693.1
Reviewing Hospital Files.--In order to conduct an effective review, obtain complete files from the hospital on all beneficiaries represented in the bills selected for review. (See §3693.4 concerning sample selections.)  For the purposes of this review, a complete file must contain:


o
A copy of the completed UB-92 or its facsimile;


o
A copy of the admission questionnaire (the beneficiary's signature on the questionnaire is not required; see §3693.5B); If the hospital uses an on-line query process, no hardcopy form need appear in the file.  Screen prints may be used instead (see §3693.3B); and


o
Beneficiary's Explanation of Benefits (EOB) form for all secondary claims.
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Frequency of Reviews and Hospital Selection Criteria.--Each year conduct a review of 10 percent of the hospitals for which you have Medicare claims processing responsibility.  Considering the variations within each State as to number of hospitals that would be reviewed, review a minimum of 4 and a maximum of 20 hospitals, using the 10 percent criterion as a bench mark for determining the actual number.  Hospitals to consider for review include those which:


o
Fail to develop MSP claims properly;


o
Fail to submit "no payment" bills; and


o
Do not submit auto accident cases (even if they have shock trauma units specializing in emergency admissions).


Refrain from repeatedly selecting the same hospital for review each year.  A hospital reviewed within the last 12 months is not to be reviewed the following year if there are hospitals which were not reviewed during the preceding 12 months, unless serious deficiencies are identified.  The objective of hospital reviews is to review all hospitals in your geographic area.  The review period generally lasts a maximum of two days.


3693.3
Methodology For Review of Admission and Bill Processing Procedures.--


A.
Entrance Interview.--Conduct an entrance interview with the admissions staff (including inpatient, outpatient, and emergency) to determine whether the hospital established (1) policies identifying other payers; and (2) a system in which such policies are carried out in practice.  Use the checklist found in '3693.8, Exhibit 3 to conduct the entrance interview.  During the interview, request a descriptive walk-through of the admissions process.  It is not necessary to observe an actual admission of a beneficiary.


B.
Review of Hospital Admission Questionnaire.--Review copies of the hospital's inpatient, outpatient, and emergency room (ER) Medicare admission questionnaires.  If the hospital uses an on-line admission query process, review the system screen prints.  If the hospital has both hard copy questionnaires and on-line questionnaire responses, the reviewer may exercise discretion in deciding whether to review hard copy questionnaires or on-line responses (or both, if desired).  Compare the hospital's admissions questionnaire to the model found in '301 of the Hospital Manual to ensure that it includes all mandatory questions.  If the form contains the mandatory questions and additional information not required by HCFA, disregard the additional information for purposes of the review.


Analysis of the admission questionnaire for purposes of insuring that it matches the information billed should be undertaken during the review of billing procedures.  (See §3693.5B for instructions.)


3693.4
Selection of Bill Sample.--The sample period shall be determined by selecting the sample from one month of the hospital’s bill submissions.  Notify the hospital in advance of the month's claims to be reviewed.  For example, if the review examines December bills, notify the hospital no later than November 30 to permit the hospital time to segregate Medicare patient bills in advance. The reviewer is not required to perform the review during the same month as the month of bills selected.  Make an effort to conduct the review within 3 months after the sample period.  The hospital shall provide you with one month's bills from which to select the bill sample.
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The bill universe shall consist of Medicare inpatient, outpatient, and subunit claims for which a primary or secondary Medicare payment was made.  Select the sample using the following criteria:

o
At least 2/3 of the sample should consist of inpatient bills.  The remaining 1/3 is to be outpatient bills.  The split is to be determined at the reviewer's discretion;

o
The sample must contain a minimum of 20 bills and a maximum of 60 bills;

o
Include Medicare no-pay bills in the sample in order to examine the ratio of no-pay bills submitted by the hospital to those actually billed;

o
The sample is to include a mixture of bill types from the hospital's bill universe.  Accordingly, if the hospital does not submit ESRD bills, then the reviewer is not required to review that particular bill type; and

o
Both Medicare primary and secondary bills are to be included in the sample.

3693.5
Methodology for Review of Hospital Billing Data.--

A.
Entrance Interview.--Conduct an entrance interview with the billing staff to determine whether the hospital established (1) policies concerning billing other payers, and (2) a system in which such policies are carried out in practice.  Both these areas are to be examined in one interview. Use the checklist found in §3693.8, Exhibit 4 to conduct the entrance interview.  During the interview, request a walk-through of the billing process.

B.
Comparing Completed Admission Questionnaire With Bills.--Request completed inpatient, outpatient, and ER admission questionnaires (or screen prints for hospitals using on-line admission query systems) for each Medicare beneficiary included in the bill sample.  (See §3693.4 concerning selection of sample.)  The completed questionnaire must be kept on file for 10 years in accordance with the Department of Justice’s (DOJ’s) general record retention requirements.  It is not necessary that the completed questionnaire be signed by the beneficiary.

The form may be kept as paper, optical image, microfilm, or microfiche.  If the hospital uses on-line admission screens, it is not necessary to obtain a copy of an admission form or screen print as long as the hospital has documented procedures for collecting and reporting other primary payer information.  You may request screen prints, if necessary.  Hospitals with on-line query systems are required to retain affirmative and negative responses to the questionnaire for 10 years after the date of service in accordance with DOJ’s general record retention requirements.  On-line data may not be purged before then.

Analyze the admission questionnaire, or on-line admission query procedures, for Medicare beneficiaries to determine whether the information provided on the questionnaire matches the bill. Check to see whether each response to the questionnaire is reflected on the bill.  For example, check to ensure that the primary payer reflected on the questionnaire is shown as primary on the bill, name and address of insurer(s) on questionnaire matches that on the bill, etc.  You should check this admissions information at the same time you conduct the bill review.

C.
Review of Form CMS-1450.--Obtain all Form CMS-1450s, also known as the UB-92s, which are included in the sample.  Separate the bills according to bill type.  Determine the amount billed to Medicare for each case.  Review Form CMS-1450 for the following MSP data to determine if the billed amount is accurate and to conduct the comparison process using the admissions questionnaire described at §3693.5B.  Item numbers reflect Form CMS-1450 field locators.  (See §3604 for a complete definition of these items.)
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1.
General Review Requirements.--Review the following items, which are not specific to a particular bill type.

FLs 24 thru 30 - Condition Codes.--The following condition codes must be completed where applicable:

08 - Beneficiary would not provide information concerning other insurance coverage

09 - Neither patient nor spouse employed

10 - Patient and/or spouse is employed, but no GHP

28 - Patient and/or spouse's GHP is secondary to Medicare

FLs 32 thru 36 - Occurrence Codes and Dates.--The following occurrence codes must be completed where applicable:

18 - Date of retirement (patient/beneficiary)

19 - Date of retirement (spouse)

24 - Date insurance denied

25 - Date benefits terminated by primary payer (date on which coverage, including workers' compensation benefits or no-fault coverage, is no longer available to patient)


In relation to the reporting of occurrence codes 18 and 19, referenced above, hospitals are now instructed in §301 of the Hospital Manual that when precise retirement dates cannot be obtained during the intake process, they should follow this policy:  


When a beneficiary cannot recall his/her retirement date but knows it occurred prior to his/her Medicare entitlement dates, as shown on his/her Medicare card, report his/her Medicare A entitlement date as the date of retirement.  If the beneficiary is a dependent under his/her spouse’s group health insurance and the spouse retired prior to the beneficiary’s Medicare Part A entitlement date, report the beneficiary’s Medicare entitlement date as his/her retirement date.


If the beneficiary worked beyond his/her Medicare A entitlement date, had coverage under a group health plan during that time, and cannot recall his/her precise date of retirement but you determine it has been at least 5 years since the beneficiary retired, enter the retirement date as 5 years retrospective to the date of admission.  (That is, if the date of admission is January 4, 2002, report the retirement date as January 4, 1997, in the format you are currently using.)  As applicable, the same procedure holds for a spouse who had retired at least 5 years prior to the date of the beneficiary’s hospital admission.


If a beneficiary’s (or spouse’s, as applicable) retirement date occurred less than 5 years ago, you must obtain the retirement date from appropriate informational sources; e.g., former employer or supplemental insurer.
FLs 39 thru 41 - Value Codes and Amounts.--Value codes and amounts should be completed to show the type of the other coverage and the amount paid by the other payer for Medicare covered services.

Where the hospital is requesting conditional payment, zeros should be entered beside the appropriate value code in this item.

FL 50A - Payer Identification.--Payer identification should be completed to show the identity of the other payer primary to Medicare.  All additional entries across line A (FLs 51-55) supply information needed by the payer named in FL 50A.
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FLs 50 B, C - Payer Identification.--Payer identification should be completed to show when Medicare is the secondary or tertiary payer.

FL 58A - Insured's Name.--The insured's name should be completed to show the name of the individual in whose name the insurance is carried.  This information is of particular importance when Medicare is not the primary payer.

In FL 58B, the hospital should have entered the patient's name as shown on the HI card or other Medicare notice or as annotated in the hospital's system.

FL 59 - Patient's Relationship to the Insured.--This item indicates whether the individual may have coverage based on the current employment status of a spouse or other family member.

FLs 60A, B, C - Certification/SSN/HICN.--On the same lettered line (A, B, or C) that corresponds to the line on which Medicare payer information is shown in FLs 50-54, the hospital should have entered the patient's Medicare HICN.  If the hospital is reporting any other insurance coverage higher in priority than Medicare (e.g., employer coverage for the patient or the spouse or during the first 30 months of ESRD entitlement), the involved claim number for that coverage should be shown on the appropriate line.

2.
Working Aged Bills.--

FLs 39 thru 41 - Value Codes and Amounts.--The following value codes and amounts should be completed to show the type of other coverage and the amount paid by the other payer for Medicare covered services.



12 - Working aged/beneficiary/spouse with group health plan coverage



3.
Accident Bills.--

FLs 39 thru 34 - Occurrence Codes and Dates.--The following occurrence codes should be completed to show the type and date of the accident:

01 - Auto accident

02 - Auto accident with no-fault insurance

03 - Accident involving civil court process

04 - Employment related accident

05 - Other accident

FLs 39 thru 41 - Value Codes and Amounts.--The following value codes and amounts should be completed to show the type of the other coverage and the amount paid by the other payer for Medicare covered services:



14 - Automobile, or other no-fault insurance



47 - Any liability insurance

When occurrence codes 01 thru 04 and 24 are entered, they must be accompanied by the entry of the appropriate value code in FLs 39-41 (shown here) if there is another payer involved.



4.
Workers' Compensation Bills.--

FLs 24 thru 30 - Condition Codes.--Condition codes should be completed with condition code 02 if the condition is employment related.
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FLs 39 thru 41 - Value Codes and Amounts.--The following value codes and amounts should be completed to show the type of other coverage and the amount paid by the other payer for Medicare covered services.



15 - Workers' compensation 

5.
ESRD Bills.--

FLs 39 thru 41 - Value Codes and Amounts.--The following value codes and amounts should be completed to show the type of other coverage and the amount paid by the other payer for Medicare covered services.

13 - ESRD beneficiary in 30-month period with group health plan coverage

6.
Bills for Federal Government Programs.--

FLs 39 thru 41 - Value Codes and Amounts.--The following value codes and amounts should be completed to show the type of other coverage and the amount paid by the other payer for Medicare covered services:

16 - PHS, other Federal agency

41 - Black lung

7.
Disability Bills.--

FLs 39 thru 41 - Value Codes and Amounts.--The following value codes and amounts should be completed to show the type of other coverage and the amount paid by the other payer for Medicare covered services.

43 - Disabled beneficiary with large group health plan coverage

D.
Use of Systems Files for Review.--Use your paid history files, MSP control files, and any other relevant data to assist you in evaluating hospital procedures used in processing claims included in the sample.  The purpose of a review is to determine whether the hospital has filed any improper claims.  This can be accomplished by reviewing certain files before the on-site review, and other files after the review, subject to your judgment concerning the most effective use of a particular file.  The following areas should be reviewed against your internal files:

o
Claims denied to determine whether a hospital is using information from an admission questionnaire properly; 

o
Claims paid to determine if proper amounts are being billed;



o
No pay bills.  Check your files to determine if the hospital is submitting these;

o
Adjustments to determine whether an automatic adjustment was needy.  Reviewer may exercise discretion in determining what documentation is needed to justify the adjustment made; and

o
IRS/SSA/HCFA data match denials to determine whether claim reflects change in the beneficiary's current employment status.

In cases where you ascertain that an improper claim has been filed, document these instances on the assessment form.  (See §3693.8, Exhibit 1.)
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3693.6
Review of Hospitals With On-Line Admissions Query.--While hospitals that solicit admission data through an on-line process are not required to retain hard copies of admission questionnaires, they must utilize a specific set of admission questions which seek the appropriate MSP information.  The hospital must demonstrate that responses to admission questions are asked, retained, and match the information shown on the bill.  Use the same review requirements described in §3693.5.  Although not required, the use of screen prints of admission questions will likely facilitate easier review, particularly for the bill comparison process described at §3693.4.  Notify the hospital in advance of any screen prints which are needed.


3693.7
Assessment of Hospital Review.--Complete the assessment form (Exhibit 1) for each hospital reviewed.  Include selection criteria for the hospital, your findings, and suggested recommendations, if appropriate.  Include any discrepancies between the hospital's MSP policies and practices, as well as any hospital innovations which have been/are being devised to determine third party payer resources.  Note any discrepancies between the hospital's MSP policies and those required by law.  Complete the Survey of Bills Reviewed, provided as an attachment to the assessment form. (See §3693.6, Exhibit 2.)  Indicate whether any follow-up action is needed in the appropriate column.  If no follow-up action is needed, enter "none."  If action is needed, briefly describe action required and time frame within which follow-up will commence.  It is not necessary to estimate when action will be completed.  Send a copy of the assessment form, with its attachment, to the MSP Coordinator in the RO within 30 days of the date the review is completed.


Send the hospital a copy of the assessment form as well.  Follow-up every 30 days until appropriate corrective action is taken.  Report continued problems after 3 months to the RO MSP Coordinator.


3693.8
Exhibits.--


Exhibit 1 - Assessment of Medicare Secondary Payer Hospital Review










Exhibit 2
- Survey of Bills Reviewed










 


Exhibit 3
- Entrance Interview Checklist: Admissions Questionnaire and Procedures


 


Exhibit 4
- Entrance Interview Checklist: Billing Procedures
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EXHIBIT 1



Contractor Name & No.: _________________________




ASSESSMENT OF MEDICARE SECONDARY PAYER HOSPITAL REVIEW


1.
Name of hospital reviewed: _____________________________


2.
Number of cases reviewed:  _______


3.
Period of review (month/year): __________________


4.
Selection criteria used to determine why hospital selected for review. (See §3693.2.)






5.
Describe findings in accordance with review protocol standards found at §3693.









6.
Recommendations








cc:

Regional Office, MSP Coordinator

Hospital Reviewed



Attachment:  Survey of bills reviewed
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EXHIBIT 2



SURVEY OF BILLS REVIEWED


Follow-up

Name of 














Action Needed

Beneficiary

HICN



Bill Type





(Action Date)
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Entrance Interview Checklist: Admissions Questionnaire and Procedures

Admissions Procedures

1.
When is other payer information solicited?  (During billing or during admission?)


2.
Describe the process followed to solicit MSP information.


3
Do admissions staff receive training on soliciting MSP information?  If so, describe the training.  Do you think the staff understands the admissions questions well enough to solicit information and/or explain to beneficiaries?


4.
Is MSP information obtained primarily from the patient, Medicare Common Working File, or in some other way?


Questionnaire

1.
Are the admissions questionnaire data solicited through an on-line query (i.e. are the admissions questions asked and responses retained on-line)?


2.
Do you readminister the questionnaire each time the patient is admitted? (It should be administered once per admission.)


3.
Do you require the beneficiary's signature on the questionnaire?  (No signature is required, and the hospital should be informed, if necessary.)


4.
Are there written hospital policies, instructions or procedures concerning soliciting third party payer information?  (Request copies for review.)


5.
How long are admission questionnaires retained, either on-line, in files, or both?  (Requirements are found at §3693.5B.)
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Entrance Interview Checklist: Billing Procedures

1.
Does the hospital bill for all bill types?


2.
Are all claims electronically billed?


3.
Is the information pertaining to a payer primary to Medicare contained on the admission questionnaire, or in an on-line database, available in its entirety to the billing department?  (The billing department must be made aware of a payer primary to Medicare, e.g., working aged, ESRD, liability insurance.)


4.
Do circumstances arise where the billing department obtains information directly from the patient?  How is it obtained?  Is the regular admissions form used to obtain the information in these situations?


5.
Where there is the possibility of payment by a Federal government grant program, how does the hospital bill Medicare? (Determine whether the hospital bills both the grant program and Medicare, or only Medicare.)


6.
How does the hospital bill the Department of Labor where the services are covered by the Federal black lung program?  (The hospital should bill the black lung program first.)


7.
Does the hospital have the ability to track workers' compensation (WC) cases on succeeding visits to the hospital or the outpatient department?  Describe the tracking mechanism.  How does the hospital bill for the succeeding visits?  (Many times individuals may have to return to the hospital for additional medical services as a result of a WC occurrence.) 


8.
Does the hospital bill more than one primary insurer simultaneously?  (Providers are prohibited from billing more than one insurer for primary payment.  Reviewer should request a credit balance report for this aspect of the review.)


9.
Where the patient is in the ESRD coordination period and an employer has paid in part, or should pay for the services, does the hospital show the name, group number of the insurer, proper value code, and proper amount on the bill?


10.
What is the hospital's policy on submission of no-pay bills? 


11.
Where a GHP or LGHP is the primary payer because the beneficiary is either working aged or 
disabled, or is involved in a no-fault or liability case, does the hospital show the name, group 
number of the insurer, proper value code, and proper amount on the bill?


(Next page 6-591)
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Request for Information From Providers
3694.
REQUEST FOR INFORMATION REQUIRED IN THE DEVELOPMENT OF MEDICARE SECONDARY PAYER CLAIMS

The information listed in the model questionnaire/letter has been approved by the Office of Management and Budget (OMB) as the information you must request from providers in the development of Medicare Secondary Payer (MSP) claims.  Information requested from providers must have the OMB approval number printed in the upper right-hand corner of the first page.  It must read:

OMB APPROVAL NO. 0938-0214

3694.1
Model Development Letter Questions.--In developing first claims with the provider, you must use the Model Provider Letter found in Example A.
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EXAMPLE A


MODEL LETTER REQUESTING MSP INFORMATION


FROM A PROVIDER OF SERVICE


OMB Approval No. 0938-0214

Beneficiary Name

Health Insurance Claim Number

Dear Provider:

We have received a Medicare claim from you on behalf of the above named beneficiary.  Please provide, within 60 days of the date of this request, information you obtained from this beneficiary during the hospital/facility admission process as described below.

Medicare regulations (42 CFR 489.20(f)) require, as a Condition of Participation in the Medicare program, that:

"The provider agrees to maintain a system that, during the admission process, identifies any primary payers other than Medicare, so that incorrect billing and Medicare overpayments can be prevented."

To comply with this requirement, your admitting staff must determine if Medicare is a primary or secondary payer for each admission.  This is accomplished by querying the beneficiary about possible other coverage that is primary to Medicare.  Failure to maintain a system of identifying other payers will be viewed as a violation of the provider agreement with Medicare.  The information you are required to obtain is essential to file a proper claim with Medicare or a primary payer.

Part I

1.
Is the patient receiving Black Lung (BL) Benefits?

     yes; 
Date benefits began: CCYY/MM/DD

BL IS PRIMARY ONLY FOR CLAIMS RELATED TO BL.

     no.

2.
Are the services to be paid by a government program such as a research grant?


      yes;
Government program will pay primary benefits for these services.


      no.

3.
Has the Department of Veteran Affairs (DVA) authorized and agreed to pay for care at this facility

     yes;
 DVA IS PRIMARY FOR THESE SERVICES.

     no.
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4.
Was the illness/injury due to a work related accident/condition?

     yes;  Date of illness or injury: CCYY/MM/DD

Name and address of Workers' Compensation (WC) plan:

Patient's policy or identification number                    
Name and address of employer:

WC IS PRIMARY PAYER ONLY FOR CLAIMS RELATED TO WORK 




RELATED INJURIES OR ILLNESSES. GO TO PART III.  

     no. GO TO PART II.
Part II

1.
Was illness/injury due to a nonwork related accident?

     yes;  Date of illness or injury: CCYY/MM/DD

     no. GO TO PART III
2.
What type of accident caused the illness/injury?

     automobile

     non-automobile

Name and address of no fault or liability insurer:

Insurance claim number                                       
NO FAULT INSURER IS PRIMARY PAYER ONLY FOR THOSE CLAIMS 



RELATED TO THE ACCIDENT.  GO TO PART III.
     other.

3.
Was another party responsible for this accident?

     yes;

Name and address of any liability insurer
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Insurance claim number                                      
LIABILITY INSURER IS PRIMARY ONLY FOR THOSE CLAIMS RELATED TO THE ACCIDENT.  GO TO PART III
     no. GO TO PART III
Part III

1.
Is the beneficiary entitled to Medicare based on:

     Age.  Go to Part IV
     Disability. Go to Part V
     ESRD. Go to Part VI
Part IV - Age

1.
Does the patient have current employment status?

     yes;

Name and address of employer:

     no.  Date of Retirement: CCYY/MM/DD
2.
Does the patient's spouse have current employment status?

     yes;

Name and address of employer:

     no. Date of Retirement: CCYY/MM/DD

IF THE PATIENT ANSWERED NO TO BOTH NUMBERS 1 AND 2, MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.  DO NOT PROCEED ANY FURTHER.
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3.
Does the patient have GHP coverage based on his/her own, or a spouse's, current 
employment status?

     yes.

     no. 
STOP MEDICARE IS PRIMARY PAYER UNLESS THE PATIENT    ANSWERED YES TO QUESTIONS IN PART I OR II.
4.
Does the employer that sponsors the patient's GHP employ 20 or more employees, or is the GHP a multi employer plan or multiple employer plan with at least one participating employer that employs 20 or more employees?

     yes.
GROUP HEALTH PLAN IS PRIMARY.
(OBTAIN THE FOLLOWING INFORMATION). 

Name and address of GHP:

Policy identification number                                

Group identification number                                                                

Name of policy holder                                          
Relation to patient                                                
     no.
STOP MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.
Part V - Disability

1.
Does the patient have current employment status?

     yes;

Name and address of employer:

     no. Date of Retirement: CCYY/MM/DD
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2.
Does a family member of the patient have current employment status?

     yes.

Name and address of employer:

     no.

IF THE PATIENT ANSWERS NO TO BOTH NUMBERS 1 AND 2, MEDICARE IS 
PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I 
OR II.  DO NOT PROCEED ANY FURTHER.
3.
Does the patient have GHP coverage based on his/her own, or a family member's, current employment status?

     yes.

     no.
STOP MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.
4.
Does the employer that sponsors the patient's GHP employ 100 or more employees, or is the GHP a multi employer plan or a multiple employer plan that has at least one participating employer that employs 100 or more employees?

     yes.
GROUP HEALTH PLAN IS PRIMARY.

    
(OBTAIN THE FOLLOWING INFORMATION.)
Name and address of GHP:

Policy identification number                                
Group identification number                               
Name of policy holder                                         
Relationship to the patient                                   
     no.
STOP MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.
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Part VI - ESRD

1.
Does the patient have group health plan coverage?

     yes;

Name and address of GHP:

Policy identification number                                
Group identification number                                 
Name of policy holder                                       
Relationship to the patient                                 
Name and address of employer, if any, from which you receive GHP coverage:

     no.
STOP MEDICARE IS PRIMARY.

2.
Has the patient received a kidney transplant?


      yes; Date of transplant: CCYY/MM/DD


      no.


3.
Has the patient received maintenance dialysis treatments?


      yes; Date dialysis began: CCYY/MM/DD


If patient participated in a self dialysis training program,

provide date training started:    CCYY/MM/DD


       no.

4.
Is the patient within the 30 month coordination period?

     yes;

     no. 
STOP MEDICARE IS PRIMARY.

5.
Is the patient entitled to Medicare on the basis of either ESRD and age or ESRD and 

disability?

     yes;

     no.
STOP GHP IS PRIMARY DURING THE 30 MONTH COORDINATION PERIOD.
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6.
Was the patient's initial entitlement to Medicare (including simultaneous entitlement) 

based on ESRD?

      yes;
STOP GHP CONTINUES TO PAY PRIMARY DURING THE 30 MONTH 



COORDINATION PERIOD.

     
no. 
INITIAL ENTITLEMENT IS BASED ON AGE OR DISABILITY.

7.
Does the working aged or MSP disability provision apply (i.e., is the GHP primary based 

on the age or disability entitlement)?

    
yes;
STOP GHP CONTINUES TO PAY PRIMARY DURING THE
30 MONTH COORDINATION PERIOD.
    
no.
MEDICARE CONTINUES TO PAY PRIMARY.
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EXAMPLE B


MODEL WORKING AGED QUESTIONNAIRE

Beneficiary Name



OMB Approval No. 0938-0214 Health Insurance Claim Number

Part I - Information About You
1)
Are you currently working (full or part-time)?

____  No
Retirement Date _____/____/____ (If no, go to Part II.)

____  Yes

2)
How many employees work for this employer?

____  20 or more         _____  Unknown

____  1-19 (Go to Part II.)

3)
Does your current employer provide any group health coverage?

____  No (Go to Part II)

____  Yes   If yes, what type of coverage did you elect under the employer's health plan?

____  No health plan coverage elected

____  Worker only coverage

____  Family coverage (worker, spouse, dependents)

If you are covered under the health plan of your current employer, please provide the name of your employer and information concerning your employer group health plan:

Employer Name:  _____________________________________________

Address:  ___________________________________________________

City, State, Zip:  ______________________________________________

Name of Health Plan:  __________________________________________

Address:  ____________________________________________________

City, State, Zip:  ______________________________________________

Group Identification #:  ______________  Policy #: __________________    

When did this coverage begin?  _______________________________

Part II - More Information About You
1)
Are you receiving any Black Lung Benefits?  ____ Yes  ____ No

2)
Do you have a fee service card from the Department of Veterans Affairs?

_____ Yes  ____ No

3)
Are you currently receiving any medical services for treatment of a work related injury or illness?

____  No

____  Yes;    Date of injury ____/____/____

6-594.2
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4)
Are you currently receiving any treatment for an illness or injury which resulted from an automobile or other accident?


____  No

____  Yes    Date of accident or illness ____/____/____


Part III - Information About Your Spouse

1)
Are you married and, if so, is your husband or wife currently working (full or part-time)?

____  Yes

____  No (Includes widowed, single or spouse retired/not working)

  Retirement Date ____/____/____ (if no, go to Part IV)


2)
How many employees does your husband or wife's current employer have:

____  20 or more

____  Unknown

____  1-19 


3)
Does your husband or wife's employer provide group health coverage?

____  No 
If no, go to Part IV

____  Yes
If yes, what type of coverage did your husband or wife elect under the employer's health plan?

____ No group health coverage elected;

____ Worker only coverage;


____ Family coverage (worker, spouse, dependents, etc.)


If you are covered under the health plan of your husband or wife's current employer, please provide the name of their employer, and information concerning his/her employer group health plan:


Husband or wife's name:  ____________________________________


Husband or wife's Social Security number: ___________________


Employer Name: ______________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  


Part IV - Certification


Signature: _______________________________________  Date:_______


If you have any questions, please call us at ____________.
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EXAMPLE C




MODEL ESRD QUESTIONNAIRE


Beneficiary Name
OMB Approval No. 0938-0214

Health Insurance Claim Number



Part I - Information About You

1)
Are you currently receiving any health benefits from an employer for whom you currently work (full or part-time) or for whom you used to work?

____  No (If no, go to Part IV)

____  Yes


If you are covered under the health plan of your current employer or an employer for whom you used to work, please provide the name of your employer, and information concerning your employer group health plan:


Employer Name:  _____________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________


Part II - More Information About You

1)
Are you receiving any Black Lung benefits?  ____ Yes  ____ No


2)
Are you currently receiving any medical services for treatment of a work related injury or illness?


____  No

____  Yes    Date of Injury ____/____/____


3)
Are you currently receiving any treatment for an illness or injury which resulted from an automobile or other accident?


____  No

____  Yes    Date of accident or illness ____/____/____
6-594.4 
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Beneficiary Name

Health Insurance Claim Number


Part III - Information About Your Spouse

1)
Are you married and currently receiving any health benefits from an employer for whom your husband or wife currently works (full or part-time) or for whom he/she used to work?


____  No, widowed, single or no health benefits through a spouse

  (If no, go to Part IV)

____  Yes


If you are covered under the health plan of your spouse's current employer or an employer for whom you used to work, please provide the name of your his/her employer, and information concerning his/her employer group health plan:


Husband or wife's name:  ____________________________________


Husband or wife's Social Security number: ___________________


Employer Name: ______________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________


Part IV - Certification


Signature: ________________________________________   Date: __________


If you have any questions, please call us at _______________.
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EXAMPLE D



MODEL DISABILITY QUESTIONNAIRE


Beneficiary Name
OMB Approval No. 0938-0214

Health Insurance Claim Number


Part I - Information About You

1)
Are you currently receiving any health benefits from an employer for whom you currently work (full or part-time) or for whom you used to work?


____  No  (If no, go to Part II)

____  Yes


2)
How many employees work for this employer?

____  1-99 (Go to Part II)     

____  100 or more
    ____  Unknown



3)
What type of coverage did you elect under the employer's health plan?

____  Worker only coverage;

____  Family coverage (worker, spouse, dependents, etc.)


If you are covered under the health plan of your current employer or an employer for whom you used to work, please provide the name of your employer and information concerning your employer group health plan:


Employer Name:  _____________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________


Part II - More Information About You

1)
Are you receiving any Black Lung Benefits?  ____ Yes  ____ No


2)
Are you currently receiving any medical services for treatment of a work related injury or illness?


____  No

____  Yes    Date of Injury ____/____/____
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Beneficiary Name

Health Insurance Claim Number


3)
Are you currently receiving any treatment for an illness or injury which resulted from an automobile or other accident?


____  No

____  Yes    Date of accident or illness ____/____/____


Part III - Information About Your Spouse

1)
Are you married, and is your husband or wife currently working (full or part-time)?


____  No, (Includes Widowed, single or spouse not working)

  (If no, go to Part IV)

____  Yes


2)
How many employees does your husband or wife's current employer have:


____  1-99 (If no, go to Part IV)

____  100 or more      ____  Unknown


3)
Does you husband or wife's employer offer health plan coverage?


____  No 
(If no, go to Part IV)

____  Yes
If yes, what type of coverage did your husband or wife elect under the employer's health plan?

____ No health insurance coverage elected;

____ Worker only coverage;


____ Family coverage (worker, spouse, dependents, etc.)


If you are covered under the health plan of your husband or wife's current employer, please provide the name of their employer, and information concerning his/her employer group health plan:


Husband or wife's name:  ____________________________________


Husband or wife's Social Security number: ___________________


Employer Name: ______________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________
Rev. 1555
6-594.7

3694.1(Cont.)
BILL REVIEW
12-91

Part IV - Certification

Signature: ________________________________________   Date: __________


If you have any questions, please call us at____________________.
6-594.8
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EXAMPLE E



MODEL QUESTIONNAIRE FOR DISABLED ADULT CHILD


Beneficiary Name





   OMB Approval No. 0938-0214

Health Insurance Claim Number








1)
Are you currently receiving any health benefits from an employer for whom your father currently works (full or part-time)?

____  No (Father deceased, not working, or no health benefits)

(If no, go to question #2)

____  Yes


If you are covered under the health plan of your father's 

current employer, please provide the name of his employer, and information concerning his employer group health plan:


Father's name:  ____________________________________________


Father's Social Security number: ___________________________


Employer Name: ______________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________


2)
Are you currently receiving any health benefits from an employer for whom your mother currently works (full or part-time)?

____  No (Mother deceased, not working, or no health benefits)

(If no, go to Part II)

____  Yes


If you are covered under the health plan of your mother's 

current employer, please provide the name of her employer, and information concerning her employer group health plan:


Mother's name:  ____________________________________________


Mother's Social Security number: ___________________________


Employer Name: ______________________________________________


Address:  ___________________________________________________
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City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________


Part II - More Information About You

1)
Are you receiving any Black Lung Benefits?  ____ Yes  ____ No


2)
Are you currently receiving any treatment for an illness or injury which resulted from an automobile or other accident?


____  No

____  Yes;  Date of accident or illness  ____/____/____



Part IV - Certification 


Signature: ___________________________   Date:________



If you have any questions, please call us at ________________.
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EXAMPLE F



MODEL QUESTIONNAIRE FOR DISABLED WIDOW/WIDOWER


Beneficiary Name




       OMB Approval No. 0938-0214

Health Insurance Claim Number


1)
Did you remarry after you started receiving Social Security checks?


____  No (If no, go to Part II)

____  Yes


2)
Are you currently receiving any health benefits from an employer for whom your husband or wife currently works (full or part-time)?


____  No, I have no health benefits through a currently working spouse.

(If no, go to Part II)

____  Yes


If you are covered under the health plan of your spouse's current employer, please provide the name of his/her employer, and information concerning his/her employer group health plan:


Husband or wife's name:  ____________________________________


Husband or wife's Social Security number: ___________________


Employer Name: ______________________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Name of Health Plan:  _______________________________________


Address:  ___________________________________________________


City, State, Zip:  __________________________________________


Group Identification #:  ______________  Policy #: __________


When did this coverage begin?  _______________________________


Part II - More Information About You

1)
Are you receiving any Black Lung Benefits?  ____ Yes  ____ No


2)
Do you have a fee service card from the VA?  ____ Yes  ____ No


3)
Are you currently receiving any treatment for an illness or injury which resulted from an automobile or other accident for which another party could be held responsible?


____  No

____  Yes;  Date of accident or illness  ____/____/____
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Part IV - Certification


Signature: ______________________________   Date:__________



If you have any questions, please call us at __________________.
6-594.12
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MSP Outpatient Claims Involving Lab Charges
3695.
MSP OUTPATIENT CLAIMS INVOLVING LAB CHARGES PAID BY FEE SCHEDULE


A.
General.--The following procedures describe how to prorate primary payments for MSP outpatient claims which include charges for clinical diagnostic lab services (paid on the basis of 100 percent of a fee schedule) and charges for nonlab services (subject to the regular deductible and coinsurance requirement) when a primary payer pays in part for the services, without designating how much of its payment is for each type of service.

B.
Prorating Primary Payments.--Prorate the undesignated primary payer's payment for Medicare covered services by applying a ratio of this payment between lab and nonlab charges on the bill to determine what portion of the primary payer's payment is attributable to the nonlab charges.

NOTE:
This ratio is based upon Medicare billed charges and not Medicare's payment under the fee schedule.

C.
Calculation of Deductible and Coinsurance.--Calculate deductible and coinsurance in the usual manner after applying the primary payer's payment allocated for nonlab services (as determined in subsection B).  See examples below for calculation of coinsurance.

EXAMPLE I - DEDUCTIBLE PREVIOUSLY MET

Outpatient services were furnished to a Medicare beneficiary for which the provider billed $100 for lab services and $200 for emergency room services.  The lab fee schedule amount for the $100 lab services is $70.  The beneficiary's Part B deductible was previously met. The primary payer paid $150 for Medicare covered services without designating what portion of its payment was for each type of service.  Since the ratio of lab charges to nonlab charges is $100/$200, divide the primary payer's payment of $150 into two amounts based upon the same ratio:  $100/$200 = $50/$100.  Apply $50 of the primary payer's payment to the $70 lab fee schedule amount and the remaining $l00 to the $200 in nonlab charges (emergency room services).  Calculate the coinsurance in the usual manner based upon the $200 nonlab charges.  Do not charge coinsurance since the primary payment of $100 allocated to nonlab charges is greater than the $40 coinsurance on the $200 in nonlab charges.  (For the PS&R, record $40 coinsurance and $60 primary payment.)
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EXAMPLE II - DEDUCTIBLE NOT MET

Outpatient services were furnished to a Medicare beneficiary for which the provider billed $100 for lab services and $200 for emergency room services.  The lab fee schedule amount for the $100 lab services is $70.  No part of the beneficiary's Part B deductible of $75 had been met previously.  The primary payer paid $150 for Medicare covered services without designating what portion of its payment was for each type of service.  Since the ratio of lab charges to nonlab charges is $100/$200, divide the primary payer's payment of $150 into two amounts based upon the same ratio:  $100/$200 = $50/$1l00.  Apply $50 of the primary payer's payment to the $70 lab fee schedule amount and the remaining $l00 to the $200 in nonlab charges (emergency room services).  Calculate the deductible and coinsurance in the usual manner based upon the $200 nonlab charges.  Do not charge any deductible or coinsurance since the primary payment of $100 allocated to nonlab charges is equal to the $25 coinsurance and $75 deductible on the $200 in nonlab charges.  (For the PS&R, record $75 deductible and $25 coinsurance.)
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