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Billing in Medicare Secondary Payer Situations
3682.
BILLING PROCEDURES WHEN MEDICARE IS SECONDARY PAYER


Medicare secondary billing procedures apply in the following situations:


o
Where services were authorized by the VA, Medicare does not make payment for items or services furnished by a non-Federal provider pursuant to such an authorization.  Although certain MSP billing procedures apply, VA is not an MSP provision.  (See §3153.1 for an explanation of this provision.);


o
Where services are payable under WC, Medicare does not make payment for any items and services to the extent that payment has been made, or can reasonably be expected to be made, promptly for such items or services under a WC law or plan of the United States or a State. (See §§3407-3416 for an explanation of this provision.);


o
Where services are payable under no-fault or liability insurance,  Medicare does not make payment for otherwise covered items or services to the extent that payment has been made, or can reasonably be expected to be made promptly for the items or services under no-fault insurance (including a self-insured plan).  Medicare is secondary to no-fault insurance even if State law or a private contract of insurance stipulates that its benefits are secondary to Medicare benefits or otherwise limits its payments to Medicare beneficiaries.  In the case of liability insurance, if HCFA has information that services for which Medicare benefits have been claimed are for the treatment of an injury or illness that was allegedly caused by a person who is insured under a liability insurance plan, Medicare benefits are paid conditionally and then recovered.  (See §§3419-3419.10 for liability insurance and §§3489-3489.9 for no-fault insurance.);


o
Medicare benefits are secondary to benefits payable under an EGHP for individuals entitled to Medicare based solely on ESRD during a Medicare coordination period as described in §§3490ff.;


o
Medicare benefits are secondary to benefits payable under an EGHP for employed individuals age 65 or over and the spouses age 65 or over of employed individuals of any age.  (See §§3491-3491.19 for an explanation of this provision.); and


o
Medicare benefits are secondary to benefits provided by LGHPs for disabled "active individuals" under age 65 entitled to Medicare on the basis of disability.  (See '3492 for an explanation of this provision.)


Payment made by any of these primary payers can be used to satisfy unmet deductibles and the individual's coinsurance.  Inpatient, psychiatric hospital, SNF, or Christian Science Sanatorium care that is paid for by a primary payer is not counted against the number of inpatient care days available to the beneficiary.
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Where Medicare is determined to be the primary payer, Medicare is shown on line A of Item 57.  Where Medicare is secondary, Medicare is shown on line B.  All bills where Medicare is secondary because of primary payer coverage are prepared in accordance with the following instructions.  In applying these guidelines, determine the current Medicare interim payment amount without regard to deductible or coinsurance.  (See §3683 to determine this amount.)


3682.1
Inpatient Hospital Bills (Other Than PPS).--

A.
Full Payment by Primary Payer.--If payment by the primary payer for Medicare covered services (as determined by the formula in subsection B5) equals or exceeds the provider's charges for those services or the current Medicare interim payment amount (without regard to deductible or coinsurance) or the provider accepts, or is obligated to accept, the primary payer payment as payment in full and it receives at least this amount, no payment is due from Medicare, and no utilization is charged to the beneficiary.  However, the provider submits a bill for determining the benefit period. In addition, primary payer payments are used to satisfy unmet deductibles.  Process the bill in accordance with §3604 with the following modifications:


o
The provider completes the total and noncovered charges columns as if there had been no other payment.


Where blood is involved, the provider completes the blood items.  (This data is for the beneficiary's utilization records only and is not to be used for the PS&R.)


The provider does not complete the coinsurance amount (no days are charged).  However, inpatient deductible and total deductions are completed when applicable.  (This data is for the beneficiary's utilization records only and is not to be used for the PS&R.)


The provider shows total covered and noncovered days in the usual manner.  Count days paid by the primary payer as covered days.


The provider enters the amount paid by the primary payer for Medicare covered services in the appropriate primary payer value code (Items 46-49).


If the primary payer is an EGHP for an ESRD beneficiary, the provider enters occurrence code 33 and the first day of the first month of the Medicare coordination period in Items 28-32.


The provider enters condition code 77 in Items 35-39 when it receives the amount it is obligated to accept from the primary payer as payment in full.


Do not complete the nonpayment code.


Enter in the "Utilization Days" field of the CWF RECORD the days you determine to be charged to the beneficiary's utilization record.  This figure must be zero.


Enter in the "Cost Report Days" field of the CWF RECORD zero days.


Enter in the "Value Code" field in the value data portion of the CWF RECORD the appropriate value code to identify the primary payer.  (See §3604, Items 46-49 for appropriate value codes.)
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Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount Medicare would have paid in the absence of the primary payer's payment.  (Do not record this amount on the PS&R.)


Do not record days or charges on the PS&R.


Submit the bill to HCFA in accordance with CWF documentation.


HCFA uses data reported in the blood deductible and inpatient deductible items to update deductibles.  (This data is not used for the PS&R.)


B.
Partial Payment by Primary Payer.--If payment by the primary payer for Medicare covered services (as determined by the formula in subsection B5) is less than the provider's charges for those services and the current Medicare interim payment amount (without regard to deductible or coinsurance) and the provider does not accept, and is not obligated to accept, the primary payer payment as payment in full, process the bill in accordance with §3604 with the following modifications:


1.
Determining Covered and Noncovered Charges.--The provider completes the total and noncovered charges columns as if there had been no other payment.


2.
Determining Covered and Noncovered Days.--The provider shows total covered and noncovered days in the usual manner.  Count days paid by the primary payer as covered days.


Calculate the days to be charged to the beneficiary as determined in subsection B3 and report this result in the appropriate field of the CWF RECORD as described in subsection B7.


3.
Determining Utilization and Coinsurance.--Where a primary payer pays an amount for Medicare covered services that is equal to, or less than, the deductible and coinsurance that would apply if Medicare was the primary payer, charge full utilization.  Therefore, calculate coinsurance in the usual manner.  (See subsection B6, example 4.)  


Where a primary payer pays an amount for Medicare covered services that is more than the deductible and coinsurance that would apply if Medicare was primary payer, charge utilization only to the extent that Medicare paid for the services. Follow the procedures below to determine utilization and coinsurance.


Where the stay involves coinsurance days, determine utilization chargeable to the beneficiary if the provider cannot determine the proper amount.  Complete Items 25 and 61 (coinsurance) accordingly. No adjustment to Item 23 (covered days) is made based on this determination.  The provider completes Item 23 in the usual manner.


Charge utilization as follows:


o
Determine the Medicare secondary payment amount in accordance with §IM3497.5;


o
Divide this amount by the amount Medicare would have paid as primary payer (i.e., the Medicare interim payment for the stay reduced by any deductible and coinsurance); and
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o
Multiply this percentage by the number of covered days in the stay.


Do not charge a partial day resulting from this calculation as a full day if it is less than a half day.  Charge a full day if it is a half day or more.


EXAMPLE I:  Deductible Involved


An individual was hospitalized l5 days for which total charges were $5,000.  The primary payer paid $2,400 for Medicare covered services.  No part of the Medicare inpatient deductible of $676 had been met.  The current Medicare interim payment amount (without regard to the deductible or coinsurance) for the services absent the primary payer's payment would have been $3,600.  The Medicare secondary payment is $l,200 ($3,600 - $2,400).  Medicare would have paid $2,924 as primary payer ($3,600 - $676).  Calculate the beneficiary's utilization as follows: $l,200 divided by $2,924 = .410 x l5 days = 6.15 or 6 days, when rounded.


EXAMPLE II:  Coinsurance Involved


An individual was hospitalized for 20 days (all of which are lifetime reserve days) for which total charges were $l2,000.  The primary payer paid $7,000 for Medicare covered services.  The applicable coinsurance amount was $6,760.  The current Medicare interim payment amount (without regard to the deductible or coinsurance) for the services, absent the primary payer's payment, would have been $l0,000.  The Medicare secondary payment amount is $3,000 (the current Medicare interim payment amount of $10,000 minus the primary payer's payment of $7,000).  Medicare would have paid $3,240 as primary payer ($l0,000 - $6,760).  Calculate the beneficiary's utilization as follows: $3,000 divided by $3,240 = .925 x 20 days = 18.5 or l9 days when rounded.  If the primary payer's payment in this example had been $6,760 or less, full utilization would have been charged.  The beneficiary would have been charged with 20 days utilization.


EXAMPLE III:  Primary Payer Pays for Specified Number of Days


Use this formula even when the primary payer pays for only a specified number of days of a stay because of a payment limitation under the plan based upon the number of benefit days available.  For example, a provider furnished 20 days of inpatient care.  The primary payer paid all of the charges for the first l0 days.  These charges were $4,500.   No part of the Medicare inpatient deductible of $676 had been met.  The current Medicare interim payment (without regard to the deductible or coinsurance) which Medicare would have paid for the 20 day stay, absent primary payer coverage, was $7,000.  The Medicare secondary payment is $2,500 ($7,000 - $4,500).  Medicare would have paid $6,324 as primary payer ($7,000 - $676).  Calculate the utilization charged to the beneficiary as follows:  $2,500 divided by $6,324 = .395 X 20 days = 7.90 days or 8, days when rounded.
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Charge coinsurance days as follows:


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


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


Where the provider performs the utilization calculation, perform the same calculation to verify that Items 25 and 61 (coinsurance) are completed correctly.  Advise the provider of any discrepancies.


EXAMPLE 1:


A beneficiary has 17 full days available at admission.  The hospital stay was 20 days.  The provider bills 20 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, it is determined that the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  Absent any other insurer's payment, 3 days are billed in Item 25 (coinsurance).


Enter 20 days in the "Cost Report Days" field of the CWF RECORD.


EXAMPLE 2:


A beneficiary has 30 coinsurance days available at admission.  The hospital stay was 20 days.  The provider bills 20 days in covered days as if there were no other payer involved. After performing the calculation to determine utilization chargeable, it is determined that the beneficiary can be charged with 10 days.  Therefore, only 10 coinsurance days are billed.  Absent any other insurer's payment, 20 days are billed in Item 25 (coinsurance).


Enter 10 days in the "Coinsurance Days" field of the CWF RECORD.  In addition, enter 20 days in the "Cost Report Days" field of the CWF RECORD.


4.
Special Entries on the Bill.--The identifying information is shown in Items 57-75 on the first payer line.  The appropriate primary payer value code with the amount paid is shown in value codes (Items 46-49).  The amount the provider is obligated to accept as payment in full from the primary payer when the primary payer pays a lesser amount is shown in value code 44 (Items 46-49).  The address of the primary payer is shown in Item 34 or Remarks (Item 94).  If the primary payer is an EGHP for an ESRD beneficiary, the provider enters occurrence code 33 and the first day of the first month of the Medicare coordination period in Items 28-32. In addition, the provider enters appropriate occurrence/condition codes.  (See §3604, Items 28-30 and 35-39 for an explanation of these codes.)
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5.
Determining the Amount of Primary Payer Payment That Applies to Medicare Covered Services.--The provider indicates the primary payer's allocation of its payment between covered and noncovered Medicare services by entering the amount it paid toward Medicare covered services in value codes (Items 46-49).  Where the provider cannot determine the services covered by the primary payment, it applies a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and enters this amount in value codes (Items 46-49).


EXAMPLE:


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


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


The provider enters $2,400 in value codes (Items 46-49).


6.
Determining the Amount of Medicare Secondary Payment.--The Medicare secondary payment is the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) as discussed in §3683 minus the amount paid by the primary payer for Medicare covered services;


o
The current Medicare interim payment (without regard to the deductible or coinsurance) as discussed in §3683 minus any applicable Medicare deductible and/or coinsurance amounts;


o
The provider's charges (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount) minus the amount paid by the primary payer for Medicare covered services; or


o
The provider's charges (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount) minus any applicable Medicare deductible and/or coinsurance amounts.


NOTE:
When the primary payer pays less than actual charges (e.g., under the terms of a preferred provider agreement) and less than the amount the provider is obligated to accept as payment in full (e.g., because of imposition of a primary payer's deductible and/or co-payment, but not because of failure to file a proper claim), Medicare uses the amount the provider is obligated to accept as payment in full in its payment calculation.  In such cases, the provider reports in value code 44 the amount it is obligated to accept as payment in full.  Medicare considers this amount to be the provider's charges.  (See Example 3 below.)  Absent a lower amount that the provider is obligated to accept as payment in full, the amount of the provider's actual charges is used.
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The Medicare payment amount is calculated by applying the following formulas:


Per Diem Payment.--Pay the lesser of:


o
Covered days times per diem rate minus the larger of:


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


--
The amount paid by primary payer for Medicare covered services (amount entered in value codes 12, 13, 14, 15, 16, 41, 42, 43, or 47, as appropriate, Items 46-49).



or


o
The provider's charges, Item 53 (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount, value code 44, Items 46-49) minus the larger of:


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


--
The amount paid by the primary payer for Medicare covered services (amount entered in value codes 12, 13, 14, 15, 16, 41, 42, 43, or 47, as appropriate, Items 46-49).


Periodic Interim Payment (PIP).--Pay the lesser of:


o
Covered days times the gross per diem, as determined in §3683, minus the larger of:


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


--
The amount paid by primary payer for Medicare covered services (amount entered in value codes 12, 13, 14, 15, 16, 41, 42, 43, or 47, as appropriate, Items 46-49).



or


o
The provider's charges, Item 53 (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount, value code 44, Items 46-49) minus the larger of:


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


--
The amount paid by primary payer for Medicare covered services (amount entered in value codes 12, 13, 14, 15, 16, 41, 42, 43, or 47, as appropriate, Items 46-49).
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Percentage of Charge.--Pay the lesser of:



o
Total charges (sum of covered and noncovered), identified by revenue code 001, less any Medicare noncovered charges times the percentage of charges, minus the larger of:


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


--  The amount paid by primary payer for Medicare covered services (amount entered in value codes 12, 13, 14, 15, 16, 41, 42, 43, or 47, as appropriate, Items 46-49).



or


o
The provider's charges, Item 53 (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount, value code 44, Items 46-49) minus the larger of:


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


--
The amount paid by primary payer for Medicare covered services (amount entered in value codes 12, 13, 14, 15, 16, 41, 42, 43, or 47, as appropriate, Items 46-49).


The MSPPAY module provided by HCFA calculates this payment.  For documentation, refer to specifications distributed with the most recent module release.


EXAMPLE 1:


A hospital furnished 7 days of inpatient hospital care in 1993 to a Medicare beneficiary. The hospital's charges for Medicare covered services totaled $2,800.  The primary payer paid $2,360 for Medicare covered services, as determined in subsection B5.  No part of the Medicare inpatient hospital deductible of $676 had been met.  The Medicare interim payment without regard to the deductible is $2,700.  As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to deductible) minus the primary payer's payment: $2,700 - $2,360 = $340;


o
The current Medicare interim payment (without regard to deductible) minus the Medicare inpatient deductible: $2,700 - $676 = $2,024;


o
The hospital's charges minus the primary payer's payment: $2,800 - $2,360 = $440; or


o
The hospital's charges minus the Medicare inpatient deductible: $2,800 - $676 = $2,124.


Medicare pays $340.  The combined payment made by the primary payer and Medicare on behalf of the beneficiary is $2,700.  The beneficiary has no liability for Medicare covered services since the primary payer's payment satisfied the $676 inpatient deductible.
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EXAMPLE 2:


A hospital furnished 1 day of inpatient hospital care in 1993 to a Medicare beneficiary. The hospital's charges for Medicare covered services totaled $750.  The primary payer paid $450 for Medicare covered services as determined in subsection B5.  No part of the Medicare inpatient hospital deductible of $676 had been met.  The Medicare interim payment without regard to the deductible is $850.  As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to deductible) minus the primary payer's payment: $850 - $450 = $400;


o
The current Medicare interim payment (without regard to deductible) minus the Medicare inpatient deductible: $850 - $676 = $174;


o
The hospital's charges minus the primary payer's payment: $750 - $450 = $300; or


o
The hospital's charges minus the Medicare inpatient deductible: $750 - $676 = $74.


Medicare pays $74.  The combined payment made by the primary payer and Medicare on behalf of the beneficiary is $524.  The beneficiary's liability is $226 (the $676 deductible minus the $450 primary payer payment).  This is the amount the hospital can charge the beneficiary.


EXAMPLE 3:


A hospital furnished 5 days of inpatient care in 1993 to a Medicare beneficiary.  No part of the Medicare inpatient deductible of $676 had been met.  The hospital's charges for Medicare covered services were $4,000 and the Medicare interim payment (without regard to the deductible) was $3,500.  The provider agreed to accept $3,000 as payment in full.  The primary payer paid $2,900 due to a deductible requirement under its plan.  The amount the provider is obligated to accept as payment in full ($3,000) is considered by Medicare to be the hospital's charges in this situation.  As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to deductible) minus the primary payer's payment: $3,500 - $2,900 = $600;


o
The current Medicare interim payment (without regard to deductible) minus the Medicare inpatient deductible: $3,500 - $676 = $2,824;


o
The hospital's charges minus the primary payer's payment: $3,000 - $2,900 = $100; or


o
The hospital's charges minus the Medicare inpatient deductible: $3,000 - $676 = $2,324.
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Medicare pays $100.  The combined payment made by the primary payer and Medicare on behalf of the beneficiary is $3,000.  The beneficiary has no liability for Medicare covered services since the primary payer's payment satisfied the $676 inpatient deductible.


EXAMPLE 4:


A hospital furnished 20 days of inpatient hospital care to a Medicare beneficiary, and only coinsurance days were available.  The hospital's charges were $4,000.  The deductible had been met. The primary payer paid $2,400 for Medicare covered services, as determined in subsection B5.  The Medicare interim payment without regard to deductible and coinsurance is $3,600.  As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to deductible or coinsurance) minus the primary payer's payment: $3,600 - $2,400 = $1,200;


o
The current Medicare interim payment (without regard to deductible or coinsurance) minus the applicable coinsurance: $3,600 - $3,380 (20 coinsurance days at $169 per day) = $220;


o
The hospital's charges minus the primary payer's payment: $4,000 -$2,400 = $1,600; or


o
The hospital's charges minus the applicable coinsurance: $4,000 -$3,380 = $620.


Medicare pays $220.  Since the primary payer's payment ($2,400) is less than the coinsurance ($3,380), full utilization is charged and coinsurance is determined in the usual manner.  The beneficiary's liability is $980 (the $3,380 coinsurance minus the primary payer's payment or $2,400). This is the amount the hospital can charge the beneficiary.


7.
CWF Entries.--Enter in the "Utilization Days" field of the CWF RECORD the days to be charged to the beneficiary's Medicare utilization record as determined in subsection 3.


Enter in the "Value Code" field in the value data portion of the CWF RECORD the appropriate value code to identify the primary payer.


Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount paid by the primary payer for Medicare covered services that appears in value codes (Items 46-49).  (For the PS&R, record the primary payment amount minus the amount in "Total Deductions.")


Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount the provider is obligated to accept as payment in full from the primary payer when the primary payer pays a lesser amount that appears in value code 44 (Items 46-49).  This amount is greater than the amount paid by the primary payer for Medicare covered services entered by the provider in the identifying primary payer value code.
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C.
Part B Inpatient Services.--These provisions apply to ancillary services for individuals who have exhausted their Part A benefits.  Handle billing, as described in §3682.2.  


3682.2
Outpatient Bills.--


A.
Full Payment by Primary Payer.--If payment by the primary payer for Medicare covered services (as determined by the formula in subsection B3) equals or exceeds the provider's charges for those services or the current Medicare interim payment amount (without regard to the deductible or coinsurance) or the provider accepts, or is obligated to accept, the primary payer's payment as payment in full and it receives at least this amount and the provider knows the individual has already met his/her deductible, no bill is submitted.  If an EGHP payment for an ESRD beneficiary equals or exceeds the composite rate (without regard to the deductible or coinsurance) and the hospital-based renal dialysis facility knows the individual has met the deductible, no bill is submitted.  However, a bill is submitted to inform you of charges where the deductible may not yet be met.  Although no payment can be made by Medicare, the expenses can be applied to the beneficiary's deductible.  The provider completes the bill in the usual manner.  In addition, the provider determines the charges as usual, including those covered by the primary payer's payment.


The provider enters the amount paid by the primary payer for Medicare covered services in the appropriate primary payer value code (Items 46-49).  If the primary payer is an EGHP for an ESRD beneficiary, the provider enters occurrence code 33 and the first day of the first month of the Medicare coordination period in Items 28-32.  


The provider enters condition code 77 in Items 35-39 when it receives the amount it is obligated to accept from the primary payer as payment in full. 


Treat the charges shown in total charges as noncovered for payment purposes.


A bill is required for crediting the deductible.  Submit the bill to HCFA in accordance with CWF documentation.  


Do not record the deductible, coinsurance, or charges on the PS&R.


B.
Partial Payment by Primary Payer.--If payment by the primary payer for Medicare covered services (as determined by the formula in B3) is less than the provider's charges for those services and the current Medicare interim payment amount (without regard to the deductible or coinsurance) and the provider does not accept, and is not obligated to accept, the primary payer's payment as payment in full, or the primary payment is less than the composite rate (without regard to the deductible and coinsurance), process the bill in accordance with §3604 with the following modifications:


1.
Determining Covered Charges.--The provider shows in the covered charges column Medicare covered charges, including those covered by the primary payer's payment.
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2.
Special Entries on the Bill.--The identifying information is shown in Items 57-75 on the first payer line.  The appropriate primary payer value code with the amount paid is shown in value codes (Items 46-49).  The amount the provider is obligated to accept as payment in full from the primary payer when the primary payer pays a lesser amount is shown in value code 44 (Items 46-49).  The address of the primary payer is shown in Item 34 or Remarks (Item 94).  If the primary payer is an EGHP for an ESRD beneficiary, the provider enters occurrence code 33 and the first day of the first month of the Medicare coordination period in Items 28-32.  In addition, the provider enters the appropriate occurrence/condition codes.  (See §3604, Items 28-30 and 35-39, for an explanation of these codes.)


3.
Determining Amount of Primary Payer Payment That Applies to Medicare Covered Services.--The provider indicates the primary payer's allocation of its payment between covered and noncovered Medicare services, by entering the amount it paid toward Medicare covered services in value codes (Items 46-49).  Where the provider cannot determine the services covered by the primary payment, it applies a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and enters this amount in value codes (Items 46-49).  The provider must be able to validate its ratio of covered and noncovered charges if requested.


EXAMPLE:


Total charges were $110.  Medicare covered charges were $90.  The primary payer's payment was $88.  Since the provider cannot determine the allocation of the primary payer's payment, it determines the allocation as follows:


$90
$110 x $88 = $72


The provider enters $72 in value codes (Items 46-49).


4.
Determining the Amount of Medicare Secondary Payment.--The Medicare secondary payment is the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance), as discussed in §3683, minus the amount paid by the primary payer  for Medicare covered services;


o
The current Medicare interim payment (without regard to the deductible or coinsurance), as discussed in §3683, minus any applicable Medicare deductible and/or coinsurance amounts;


o
The provider's charges (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount) minus the amount paid by the primary payer for Medicare covered services; or


o
The provider's charges (or the amount the provider is obligated to accept as payment in full when the primary payer pays a lesser amount) minus any applicable Medicare deductible and/or coinsurance amounts.
6-484
Rev. 1609

11-93
BILL REVIEW
3682.2 (Cont.)

NOTE:
When the primary payer pays less than actual charges (e.g., under the terms of a preferred provider agreement) and less than the amount the provider is obligated to accept as payment in full (e.g., because of imposition of a primary payer deductible and/or co-payment, but not because of failure to file a proper claim), Medicare uses the amount the provider is obligated to accept as payment in full in its payment calculation.  In such cases, the provider reports in value code 44 the amount it is obligated to accept as payment in full.  Medicare considers this amount to be the provider's charges.  (See Example 5 below.)  Absent a lower amount that the provider is obligated to accept as payment in full, the amount of the provider's actual charges is used.


EXAMPLE 1:  Primary Payer's Payment Is Less Than Unmet Deductible


Outpatient services were furnished to a Medicare beneficiary for which covered charges were $120. No part of the beneficiary's $100 Part B deductible had been met.  The primary payer paid $97 for Medicare covered services as determined in subsection B.3.  The current Medicare interim payment (without regard to the deductible or coinsurance) for these services at 95 percent of charges (the provider's interim rate) is $114.  As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the primary payer's payment: $114-$97 = $17;


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the applicable Medicare deductible and coinsurance:  $114-$100-$4* = $10;


o
The provider's charges minus the primary payer's payment: $120 - $97 = $23; or


o
The provider's charges minus the applicable Medicare deductible and coinsurance: $120 -$100 - $4* = $16.


*The coinsurance is calculated as follows:


$120 charges - $100 deductible = $20 x 20% = $4 coinsurance.


Medicare pays $10.  The beneficiary's liability is $7 ($3 of the deductible and the $4 coinsurance). The beneficiary's $100 deductible is satisfied:  $97 by the primary payer's payment and $3 by the beneficiary. (For the PS&R, record $100 deductible and $4 coinsurance.)


EXAMPLE 2:  Primary Payer's Payment Is More Than Unmet Deductible


Same facts as in Example 1 except the primary payer's payment for Medicare covered services is $105.


As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the primary payer's payment:  $114 - $105 = $9;
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o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the applicable Medicare deductible and coinsurance:  $114 - $100 -$4* = $10;


o
The provider's charges minus the primary payer's payment: $120 - $105 = $15; or


o
The provider's charges minus the applicable Medicare deductible and coinsurance: $120 -$100 - $4* = $16.


(*See Example 1 for coinsurance calculation.)


Medicare pays $9.  The provider may not charge the beneficiary since the deductible and coinsurance were met by the primary payer's payment.  (For the PS&R, record $100 deductible, $4 coinsurance, and $1 primary payment.)


EXAMPLE 3:  Primary Payer's Payment Equals Unmet Deductible


Same facts as in Example 1 except the primary payer's payment for Medicare covered services is $100.


As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the primary payer's payment:  $114 - $100 = $14;


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the applicable Medicare deductible and coinsurance:  $114 - $100 -$4* = $10;


o
The provider's charges minus the primary payer's payment: $120 - $100 = $20; or


o
The provider's charges minus the applicable Medicare deductible and coinsurance: $120 -$100 - $4* = $16.


(*See Example 1 for coinsurance calculation.)


Medicare pays $10.  The provider may bill the beneficiary $4 for coinsurance.  The $100 deductible is satisfied by the primary payer's payment.  (For the PS&R, record $100 deductible and $4 coinsurance.)


EXAMPLE 4:  Deductible Met Prior To Primary Payer's Payment


Same facts as in Example 1, except the deductible has been met.


As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the primary payer's payment: $114 - $97 = $17.
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o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the applicable Medicare coinsurance:  $114 - $24* = $90;


o
The provider's charges minus the primary payer's payment: $120 - $97 = $23; or


o
The provider's charges minus the applicable Medicare coinsurance: $120 - 24* = $96.


*The coinsurance is calculated as follows:


$120 charges x 20% = $24 coinsurance.


Medicare pays $17.  The hospital may not charge the beneficiary since the coinsurance is paid by the primary payer's payment. (For the PS&R, record $24 coinsurance and $73 primary payer payment.)


EXAMPLE 5:  Amount Provider Accepted Less Than Charges


Outpatient services were furnished to a Medicare beneficiary for which covered charges were $450, and the current Medicare interim payment amount (without regard to the deductible and coinsurance) was $400.  The provider agreed to accept $350 from the primary payer.  The primary payer paid $300 due to a deductible requirement under its plan.  The amount the provider is obligated to accept as payment in full ($350) is considered by Medicare to be the provider's charges in this situation.  As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the primary payer's payment: $400 - $300 = $100;


o
The current Medicare interim payment (without regard to deductible or coinsurance) minus the applicable Medicare deductible and coinsurance:  $400 - $100 = $300 - $70* = $230;


o
The provider's charges minus the primary payer's payment: $350 - $300 = $50; or


o
The provider's charges minus the applicable deductible and coinsurance: $350 - $100 = $250 - $70* = $80.


*The coinsurance is calculated as follows:


$450 charges - $100 deductible = $350 x 20% = $70 coinsurance.


Medicare pays $50. The provider may not charge the beneficiary since the beneficiary's Medicare deductible and coinsurance were satisfied by the primary payer's payment. (For the PS&R report, record $100 deductible, $70 coinsurance and $130 primary payment.)
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EXAMPLE 6:  Composite Rate


An ESRD beneficiary received eight dialysis treatments for which a facility charged $160 per treatment for a total of $1,280.  No part of the beneficiary's $100 Part B deductible had been met. The primary payer paid $1,024 for Medicare covered services.  The composite rate per dialysis treatment at this facility is $131 or $1,048 for 8 treatments. As secondary payer, Medicare pays the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the primary payer's payment: $1,048 - $1,024 = $24;


o
The current Medicare interim payment (without regard to the deductible or coinsurance) minus the applicable Medicare deductible and coinsurance:  $1,048 - $100 - *$189.60 = $758.40;


o
The provider's charges minus the primary payer's payment: $1,280 - $1,024 = $256; or


o
The provider's charges minus the applicable deductible and coinsurance: $1,280 -$100 - *$189.60 = $990.40.


*The coinsurance is calculated as follows:


$1,048 composite rate - $100 deductible = $948 x 20% = $189.60 coinsurance.


Medicare pays $24.  The provider may not charge the beneficiary since the beneficiary's Medicare deductible and coinsurance were satisfied by the primary payer's payment. (For the PS&R, record $100 deductible, $189.60 coinsurance and $734.40 primary payment.)


EXAMPLE 7: Composite Rate


An individual received 12 peritoneal dialysis treatments over a one month period for which an independent facility charged $150 per treatment.  The facility bills on a monthly basis and its per treatment composite rate is $130 ($1,560 for 12 treatments).  The facility also billed the individual separately for billable parenteral items for which it charged $45.  The Medicare reasonable charge for these services is $36.  The beneficiary's $100 Part B deductible was previously met.  The primary payer paid 80 percent of the facility's charges or $1,476 for Medicare covered services.  As secondary payer, Medicare pays the lowest of:


o
The composite rate plus the Medicare reasonable charge for the separately billable services (without regard to the deductible or coinsurance) minus the primary payer's payment: $1,560 + $36 = $1,596 - $1,476 = $120;


o
The composite rate plus the Medicare reasonable charge for the separately billable services (without regard to the deductible or coinsurance) minus the applicable coinsurance: $1,560 + $36 = $1,596 - $319.20* = $1,276.80;


o
The provider's charges minus the primary payer's payment: $1,800 + $45 = $1,845 - $1,476 = $369; or
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o
The provider's charges minus the applicable coinsurance: $1,800 + $45 = $1,845 - $319.20* = $1,525.80.


*The coinsurance is calculated as follows:


$1,596 composite rate x 20% = $319.20 coinsurance.


Medicare pays $120.  The facility may not charge the beneficiary since the coinsurance was met by the primary payer's payment.  (For the PS&R, record $319.20 coinsurance and $1,156.80 primary payment.)


5.
CWF Entries.--Enter in the "Value Code" field in the value data portion of the CWF RECORD the appropriate value code to identify the primary payer.


Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount paid by the primary payer for Medicare covered services that appears in value codes (Items 46-49).


Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount the provider is obligated to accept as payment in full from the primary payer when the primary payer pays a lesser amount that appears in value code 44 (Items 46-49).  This amount is greater than the amount paid by the primary payer for Medicare covered services entered by the provider in the identifying primary payer value code.


3682.3
Christian Science Sanatorium Bills.--

A.
Full Payment by Primary Payer.--If payment by the  primary payer for Medicare covered services (as determined by the formula in subsection B5) equals or exceeds the sanatorium's charges for those services or the current Medicare interim payment amount (without regard to the deductible and coinsurance) or the sanatorium accepts, or is obligated to accept, the primary payer's payment as payment in full and it receives at least this amount, no payment is due from Medicare and no utilization is charged to the beneficiary.  However, the sanatorium submits a bill for determining the benefit period.  In addition, since primary payer payments can satisfy unmet deductibles, the sanatorium submits a bill for purposes of crediting the deductible.  Process the bill in accordance with §3604 with the following modifications:


o
The sanatorium completes the total and noncovered charges columns as if there had been no other payment.


The sanatorium does not complete the coinsurance amount (no days are charged).  However, inpatient deductible and total deductions are completed when applicable.  (This data is for the beneficiary's utilization records only and is not to be used for the PS&R.)


The sanatorium shows total covered and noncovered days in the usual manner.  Count days paid by the primary payer as covered days.


The sanatorium enters the amount paid by the primary payer for Medicare covered services in the appropriate primary payer value codes (Items 46-49).


The sanatorium enters condition code 77 in Items 35-39 when it receives the amount it is obligated to accept from the primary payer as payment in full.
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o
Do not complete the nonpayment code.


Enter in the "Utilization Days" field of the CWF RECORD the days you determine to be charged to the beneficiary's Medicare utilization record.  This figure must be zero.


Enter in the "Cost Report Days" field of the CWF RECORD zero days.


Enter in the "Value Code" field in the value data portion of the CWF RECORD the appropriate value code to identify the primary payer.  (See §3604, Items 46-49, for appropriate codes.)


Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount Medicare would have paid in the absence of the primary payer's payment.  (Do not record this amount on the PS&R.)


Do not record days or charges on the PS&R report.


Submit the bill to HCFA in accordance with CWF documentation.


HCFA uses data reported in inpatient deductible to update the deductible.  (This data is not to be used for the PS&R report.)


B.
Partial Payment by Primary Payer.--If payment by the  primary payer for Medicare covered services (as determined by the formula in B5) is less than the sanatorium's charges for those services and the current Medicare interim payment amount (without regard to the deductible and coinsurance) and the sanatorium does not accept, and is not obligated to accept, the primary payer's payment as payment in full, process the bill in accordance with §3604 with the following modifications:


1.
Determining Covered and Noncovered Charges.--The sanatorium completes the total and noncovered charges columns as if there had been no other payment.


2.
Determining Covered and Noncovered Days.--The sanatorium shows total covered and noncovered days in the usual manner.  Count days paid by the primary payer as covered days.


Calculate the days to be charged to the beneficiary as determined in §3682.3.B.3, and report this result in the appropriate field of the CWF RECORD as described in §3682.3.B.7.


3.
Determining Utilization and Coinsurance.--Where a primary payer pays an amount for Medicare covered services that is equal to, or less than, the deductible and coinsurance that would apply if Medicare was the primary payer, charge full utilization.  Therefore, calculate coinsurance in the usual manner.  


Where a primary payer pays an amount for Medicare covered services that is more than the deductible and coinsurance that would apply if Medicare was the primary payer, charge utilization only to the extent that Medicare paid for the services. Follow the procedures below to determine utilization and coinsurance.
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Where the stay involves coinsurance days, determine utilization chargeable to the beneficiary if the sanatorium cannot.  Complete Items 25 and 6l (coinsurance) accordingly.  No adjustment to Item 23 (covered days) is made based upon this determination.  The sanatorium completes Item 23 in the usual manner.


Charge utilization as follows:


o
Determine the Medicare secondary payment amount in accordance with §IM3497.5;


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


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


Do not charge a partial day resulting from this calculation as a full day if it is less than a half of a day.  Charge full day if it is a half day or more.  (See §3682.1.B.3 for utilization examples.)


Charge coinsurance days as follows:


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


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


Where the sanatorium performs the utilization calculation above, perform the same calculation to verify that Items 25 and 6l (coinsurance) are completed correctly. Advise the sanatorium of any discrepancies.


EXAMPLE 1:


A beneficiary has 17 full days available at admission.  The sanatorium inpatient stay was 20 days.  The sanatorium bills 20 days in Item 27 (covered days) as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, it is determined that the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  Absent any other insurer's payment, 3 days are billed in Item 25 (coinsurance).


Enter 20 days in the "Cost Report Days" field of the CWF RECORD.


EXAMPLE 2:


A beneficiary has 30 coinsurance days available at the time of admission.  The sanatorium inpatient stay was 20 days.  The sanatorium bills 20 days in Item 27 (covered days) as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, it is determined that the beneficiary can be charged with 10 days. Therefore, only 10 coinsurance days are billed.  Absent any other insurer's payment, 20 days are billed in Item 25 (coinsurance).
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Enter 10 days in the "Coinsurance Days" field of the CWF RECORD.  In addition, enter 20 days in the "Cost Report Days" field of the CWF RECORD.


4.
Special Entries on the Bill.--The identifying information is shown in Items 57-75 on the first payer line.  The appropriate value code with the amount paid is shown in value codes (Items 46-49).  The amount the provider is obligated to accept from the primary payer when the primary payer pays a lesser amount is shown in value code 44 (Items 46-49).  The address of the primary payer is shown in Item 34 or Remarks (Items 94).  In addition, it enters appropriate occurrence/condition codes.  (See §3604, Items 28-30 and 35-39, for an explanation of these codes.)


5.
Determining Amount of Primary Payer Payment That Applies to Medicare Covered Services.--The sanatorium indicates the primary payer's allocation of its payment between covered and noncovered Medicare services by entering the amount it paid toward Medicare covered services in value codes (Items 46-49).  Where the sanatorium cannot determine the services covered by the primary payment, it applies a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and enters this amount in value codes (Items 46-49).


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


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


The sanatorium enters $2,400 in value codes (Items 46-49).


6.
Determining the Amount of Medicare Secondary Payment.--The Medicare secondary payment is the lowest of:


o
The current Medicare interim payment (without regard to the deductible and coinsurance amounts) as discussed in §3683 minus the amount paid by the primary payer for Medicare covered services;


o
The current Medicare interim payment (without regard to the deductible or coinsurance) as discussed in §3683 minus any applicable Medicare deductible and/or coinsurance amounts;


o
The sanatorium's charges (or the amount the sanatorium is obligated to accept as payment in full when the primary payer pays a lesser amount) minus the amount paid by the primary payer for Medicare covered services; or


o
The sanatorium's charges (or the amount the sanatorium is obligated to accept as payment in full when the primary payer pays a lesser amount) minus any applicable Medicare deductible and/or coinsurance amounts.
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NOTE:
When the primary payer pays less than actual charges (e.g., under the terms of a preferred provider agreement) actual and less than the amount the sanatorium is obligated to accept as payment in full (e.g., because of imposition of a primary payer deductible and/or co-payment, but not because of failure to file a proper claim), Medicare uses the amount the sanatorium is obligated to accept as payment in full in its payment calculation.  In such cases, the sanatorium reports in value code 44 the amount it is obligated to accept as payment in full.  Medicare considers this amount to be the sanatorium's charges.  (See Example 3 in §3682.1.B.6.)  Absent a lower amount that the sanatorium is obligated to accept as payment in full, the amount of the sanatorium's actual charges is used.

The Medicare payment amount is accomplished by the formulas in §3682.1.B.6.

For examples, see §3682.1.B.6.



7.
CWF Entries.--Enter in the "Utilization Days" field of the CWF RECORD the days to be charged to the beneficiary's Medicare utilization record as determined in 3.

Enter in the "Value Code" field in the value data portion of the CWF RECORD the appropriate value code to identify the primary payer.

Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount paid by the primary payer for Medicare covered services that appears in value codes (Items 46-49).  (For the PS&R, record the primary payment amount minus the amount in "Total Deductions.")

Enter in field 78b of the CWF RECORD the amount the sanatorium is obligated to accept as payment in full from the primary payer when the primary payer pays a lesser amount that appears in value code 44 (Items 46-49).  This amount is greater than the amount paid by the primary payer for Medicare covered services entered by the sanatorium in the identifying primary payer value code.

3682.4
HHA Bills.--Subsections A and B provide instructions for making MSP determinations on HHA bills under cost reimbursement and the Interim Payment System.  These instructions apply to HHA bills with dates of service on or before September 30, 2000.  See subsections C, D, E and F provide instructions for making MSP determinations on HHA RAPs and claims under the HH PPS.

A.
Full Payment by Primary Payer.--If payment by the primary payer for Medicare covered services (as determined by the formula in subsection B3) equals or exceeds the HHA's charges for those services or the current Medicare interim payment amount or the HHA accepts, or is obligated to accept, the primary payer's payment as payment in full and it receives at least this amount, no payment is due from Medicare. The HHA submits a non-payment in accordance with current MSP instructions (§3682.2, Paragraph A).

Where the HHA is billing for DME or orthotic/prosthetic devices and the patient is not under a plan of treatment and it knows the individual has met the deductible, no bill is submitted.  However, a bill is submitted to inform you of charges where the deductible may not yet be met.  Although no payment can be made by Medicare, the expenses can be applied to the beneficiary's deductible. The HHA completes the bill in the usual manner.  In addition, the HHA determines the charges as usual including those covered by the primary payer's payment.
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The HHA enters the amount paid by the primary payer for Medicare covered services in the appropriate value code (Items 46-49).  The HHA enters condition code 77 in Items 35-39 when it receives the amount it accepts, or is obligated to accept, from the primary payer as payment in full. 

Treat the charges shown in total charges as noncovered for payment purposes.

A bill is required for crediting the deductible.  Submit the bill to HCFA in accordance with CWF documentation.

Do not record the deductible on the PS&R.

B.
Partial Payment by Primary Payer.--If payment by the primary payer for Medicare covered services (as determined by the formula in subsection B3) is less than the HHA's charges for those services and the current Medicare interim payment amount and the HHA does not accept, and is not obligated to accept, the primary payer payment as payment in full, process the bill in accordance with §3604 with the following modifications:

1.
Determining Charges and  Visits.--The HHA enters in the charges and visits columns of the bill Medicare covered charges and visits including those covered by the primary payer's payment.

2.
Special Entries on the Bill.--The identifying information is shown in Items 57-75 on the first payer line.  The appropriate primary payer value code with the amount paid is shown in value codes (Items 46-49).  The amount the HHA accepts, or is obligated to accept, as payment in full from the primary payer when the primary payer pays a lesser amount is shown in value code 44 (Items 46-49). The address of the primary payer is shown in Item 34 or Remarks (Item 94).  In addition, the HHA enters appropriate occurrence/condition codes. (See §3604, Items 28-30 and 35-39, for an explanation of these codes.)

3.
Determining Amount of Primary Payer Payment That Applies to Medicare Covered Services.--The HHA indicates the primary payer's allocation of its payment between covered and noncovered Medicare services by entering the amount it paid toward Medicare covered services in value codes (Items 46-49).  Where the HHA cannot determine the services covered by the primary payer, it applies a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and enters this amount in value codes (Items 46-49).  The HHA must be able to validate its ratio of covered and noncovered charges if so requested.

EXAMPLE:
Total charges were $550.  Medicare covered charges were $500.  The primary payer's payment was $330.  Since the HHA cannot determine the allocation of the primary payer's payment, it determines the allocation as follows:

$500
$550 x $330 = $300

The HHA enters $300 in value codes (Items 46-49).
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4.
Determining Amount of Medicare Secondary Payment.--The Medicare secondary payment is the lowest of:


o
The current Medicare interim payment (without regard to the deductible or coinsurance when applicable) minus the amount paid by the primary payer for Medicare covered services;


o
The current Medicare interim payment (without regard to the deductible or coinsurance when applicable) minus any applicable Medicare deductible and/or coinsurance amounts;


o
The HHA's charges (or the amount the HHA is obligated to accept as payment in full when the primary payer pays a lesser amount) minus the amount paid by the primary payer for Medicare covered services; or


o
The HHA's charges (or the amount the HHA is obligated to accept as payment in full when the primary payer pays a lesser amount) minus any applicable Medicare deductible and/or coinsurance amounts.


NOTE:
When the primary payer pays less than actual charges (e.g., under the terms of a preferred provider agreement), and less than the amount the HHA is obligated to accept as payment in full (e.g., because of imposition of primary payer deductible and/or co-payment, but not because of failure to file a proper claim), Medicare uses the amount the HHA is obligated to accept as payment in full in its payment calculation.  In such cases, the HHA reports in value code 44 the amount it is obligated to accept as payment in full.  Medicare considers this amount to be the HHA's charges.  (See Example 4 below.)  Absent a lower amount that the HHA is obligated to accept as payment in full, the amount of the HHA's actual charges is used.


EXAMPLE 1: Per Visit Method


A beneficiary received 10 visits for which the HHA's current Medicare interim payment amount at $50 per visit was $500.  The HHA's charges were $580.  The primary payer paid $300 for Medicare covered services as determined in subsection B3.  As secondary payer, Medicare pays the lower of:


o
The current Medicare interim payment minus the amount paid by the primary payer for Medicare covered services: $500 - $300 = $200; or


o
The HHA's charges minus the amount paid by the primary payer for Medicare covered services: $580 - $300 = $280.


Medicare pays $200 as secondary payer.


EXAMPLE 2: Percentage of Billed Charges Method


A beneficiary received 10 visits for which the HHA charged $50 per visit.  The interim rate was 90 percent ($500 X 90 percent) which equaled $450.  The primary payer paid $300 for Medicare covered services as determined in subsection B3.  As secondary payer, Medicare pays the lower of:


o
The current Medicare interim payment minus the amount paid by the primary payer for Medicare covered services: $450 - $300 = $150; or
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o
The HHA's charges minus the amount paid by the primary payer for Medicare covered services: $500 - $300 = $200.


Medicare pays $150.


EXAMPLE 3: Billing for DME


A beneficiary not under a plan of treatment purchased an item of DME for which the HHA charged $3,500.  No part of the $100 Part B deductible had been met.  The Medicare final payment without regard to the deductible and coinsurance for this item of DME was $3,300 (the lower of the $3,500 charges or the $3,300 fee schedule amount).  The primary payer paid $3,000 for Medicare covered services as determined in subsection B3.  As secondary payer, Medicare pays the lower of:


o
The Medicare final payment (without regard to the deductible or coinsurance) minus the amount paid by the primary payer for Medicare covered services:  $3,300 - $3,000 = $300;


o
The Medicare final payment (without regard to deductible or coinsurance) minus any applicable Medicare deductible and/or coinsurance amounts: $3,300 - $100 - *$640 = $2,560;


o
The HHA's charges minus the amount paid by the primary payer for Medicare covered services: $3,500 - $3,000 = $500; or


o
The HHA's charges minus any applicable Medicare deductible and/or coinsurance amounts: $3,500 - $100 - *$640 = $2,760.


*The coinsurance is calculated as follows:


$3,300 fee schedule amount - $100 deductible = $3,200 x 20% = $640 coinsurance.


Medicare pays $300.  The HHA may not charge the beneficiary since the deductible and coinsurance were met by the primary payer's payment.  (For the PS&R, record $100 deductible, $640 coinsurance and $2,260 primary payer's payment.


EXAMPLE 4: HHA Accepted Amount Less Than Charges


Same facts as in Example 3 except the HHA agreed to accept $3,200 from the primary payer and the primary payer paid $3,100 due to the deductible requirement under its plan.  The amount the HHA is obligated to accept as payment in full ($3,200) is considered by Medicare to be the HHAs charges in this situation.  As secondary payer, Medicare pays the lower of:


o
The Medicare final payment (without regard to the deductible or coinsurance) minus the amount paid by the primary payer for Medicare covered services: $3,300 - $3,100 = $200;


o
The Medicare final payment (without regard to the deductible or coinsurance) minus any applicable Medicare deductible and/or coinsurance amounts: $3,300 - $100 - $640* = $2,560;
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o
The HHA's charges minus the amount paid by the primary payer for Medicare covered services: $3,200 - $3,100 = $100; or

o
The HHA's charges minus any applicable Medicare deductible and/or coinsurance amounts: $3,200 - $100 - $640* = $2,460.

*See Example 3 for coinsurance calculation.

Medicare pays $100.  The beneficiary's Medicare deductible and coinsurance were satisfied by the primary payer's payment.  (For the PS&R, record $100 deductible, $640 coinsurance and $2,360 primary payer payment.)

5.
CWF Entries.--Enter in the "Value Code" field in the value data portion of the CWF RECORD the appropriate value code to identify the primary payer.

Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount paid by the primary payer for Medicare covered services that appears in value codes (Items 46-49).

Enter in the "Value Amount" field in the value data portion of the CWF RECORD the amount the provider accepts, or is obligated to accept, as payment in full from the primary payer when the primary payer pays a lesser amount that appears in value code 44 (Items 46-49).  This amount is greater than the amount paid by the primary payer for Medicare covered services entered by the provider in the identifying primary payer value code.


C.
MSP determinations Under HH PPS.--The following instructions apply to home health  RAPs and claims with types of bill 32x and 33x and dates of service on or after October 1, 2000. HH PPS does not change the Medicare secondary payment rules.  The policy contained in regulations at 42 CFR Part 411, subparts B, C, D, E, F, G AND H and found in §§3489, 3490, 3491 and 3492 continue to apply.   When Medicare is secondary payer, payment is to be made on the basis of the formula contained in 42 CFR 411.33(e).   



D.
MSP Determinations on RAPs.--When Medicare is secondary payer and the criteria for payment on a per episode basis are met, make no payment based on a request for anticipated payment (RAP).  Do not send RAPs to the MSPPAY module for calculation.  Make secondary payment only based on a claim for the 60-day episode, which will show the primary payer’s payment if one has been made.  HHAs must send all MSP claims to the primary payer first for payment before submitting claims to you.




1.
RAPs Submitted Without MSP Value Codes.--CWF will apply existing edits against the MSP auxiliary file to RAPs, whether a HUSP record is present or not, to see if the episode period service date falls within an MSP period.  If an MSP period corresponding to the service dates exists, CWF will return a utilization error indicating the primary coverage exists.  When your systems receive a RAP with an MSP utilization error, set a Z no-pay code and an M or N override code on the 0001 line of the RAP. Return the claim to CWF.  CWF will create an episode record from the RAP and otherwise process it with zero payment. When the RAP is returned from CWF, place it in a final paid status (i.e., do not send the RAP to another post-payment location). First claim development is performed only on claims, not on RAPs.


2. RAPs Submitted With MSP Value Codes.--Create a HUSP record for all RAPs containing MSP information.  This record will create or update the CWF MSP auxiliary file as appropriate.  To process the RAP, set a Z no-pay code and an M or N override code on the 0001 line. Return the RAP to CWF, which will create an episode record from it and otherwise process it with 
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zero payment. When the RAP is returned from CWF, place it in a final paid status (i.e., do not send the RAP to another post-payment location). First claim development is performed only on claims, not RAPs.  Apply this same process to RAPs submitted with MSP value codes which have zero dollar amounts associated with them and a C in the primary payer field.  



E.
MSP determinations on claims-- For claims for services receiving a full episode payment, or for other types of payment adjustments (e.g., when there are 4 visits or less in a sixty-day episode) apply the MSP formula to the applicable unit of Medicare payment.  


Examples of MSP Calculations:




1.
MSP for HH PPS payment made on 60-day episode. --A HHA furnished 25 Medicare covered visits during a 60 day episode to a beneficiary.  The HHA’s total charges were $2800 for the 60 days of care (25 visits at $112 each).  The third party payer paid $2360.  The HHA is not obligated to accept the third party payment as payment in full.  The HH PPS amount for the period is $2700.


Medicare pays the lowest of the following amounts for the episode period:


The gross amount payable by Medicare minus the Medicare deductible: $2700-0=$2700


The gross amount payable by Medicare minus the third party payment:  $2700-$2360= $340


The HHA’s charges minus the third party payment:  $2800-$2360= $440


The providers charges minus the Medicare deductible:  $2800-0=$2800


Medicare’s secondary payment for the 60 day episode of care is $340 (the lowest of the four calculations).  Note that since Medicare payment is made on a per episode basis under HH PPS, MSP is calculated on a per episode basis and therefore there is one calculation since there is one episode of care.  Educate providers as part of HH PPS that it may be advisable to track payments from payer other than Medicare on the same per-episode basis. 


2.
MSP for HH PPS when the criteria for per episode payment is not met and Medicare payment is on a per visit basis.-- A HHA furnished 3 Medicare covered skilled nursing visits during a 60 day episode to a beneficiary.  The HHA’s total charges were $336 for the care (3 visits at $112 each).  The HHA is not obligated to accept the third party payment as payment in full.  The third party payer paid $94.40 per visit or a total payment of $283.20 for the 3 visits.  The HH PPS amount per visit is $108 or a total of $324 for the 3 visits.


Medicare pays the lowest of the following amounts for each visit:


The gross amount payable by Medicare minus the Medicare deductible: $108-0=$108


The gross amount payable by Medicare minus the third party payment:  $108-$94.40= $13.60


The HHA’s charges minus the third party payment:  $112-$94.40= $17.6


The providers charges minus the Medicare deductible:  $112-0=$112


Medicare’s secondary payment for each visit is $13.60 (the lowest of the four calculations).  Note that since Medicare payment is made on a per visit basis, MSP is calculated on a per visit basis and therefore there would be three calculations since there were 3 visits.  Medicare’s total secondary payment is $40.80 ($13.60 for each of 3 visits).
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3.
MSP for HH PPS Payment Made on 60 Day Episode When the Provider is Obligated to Accept the Third Party Payment as Payment in Full.--A HHA furnished 25 Medicare covered visits during a 60 day episode to a beneficiary.  The HHA’s total charges were $2800 for the 60 days of care (25 visits at $112 each).  The third party payer paid $2360.  The provider the third party payment as payment in full.  The HH PPS amount for the period is $2700.


Medicare pays the lowest of the following amounts for the episode period:


The gross amount payable by Medicare minus the Medicare deductible: $2700-0=$2700


The gross amount payable by Medicare minus the third party payment:  $2700-$2360= $340


The amount the HHA as payment in full minus the third party payment:  $2360-$2360= $0.


The amount the HHA is obligated to accept as payment in full minus the Medicare deductible:  $2360-0=$2360


Medicare’s secondary payment for the 60 day episode of care is $0 (the lowest of the four calculations).  Note that since Medicare payment is made on a per episode basis, MSP is calculated on a per episode basis and therefore there is one calculation since there is one episode of care.


4.
MSP for HH PPS When the Criteria for Per Episode Payment is Not Met, the Provider is Obligated to Accept the Third Party Payment as Payment in Full and Medicare Payment is on a Per Visit Basis.--A HHA furnished 3 Medicare covered skilled nursing visits during a 60 day episode to a beneficiary.  The HHA’s total charges were $336 for the care (3 visits at $112 each).  The third party payer paid $94.40 per visit or a total payment of $283.20 for the 3 visits.  The HHA is obligated to accept the third party’s payment as payment in full.  The HH PPS amount per visit is $108 or a total of $324 for the 3 visits.


Medicare pays the lowest of the following amounts for each visit:


The gross amount payable by Medicare minus the Medicare deductible: $108-0=$108


The gross amount payable by Medicare minus the third party payment:  $108-$94.40= $13.60


The amount the HHA is obligated to accept as payment in full minus the third party payment:  $94.40-$94.40= $0


The amount the HHA is obligated to accept as payment in full minus the Medicare deductible:  $94.40-0=$94.40


Medicare’s secondary payment for each visit is $0 (the lowest of the four calculations).  Note that since Medicare payment is made on a per visit basis, MSP is calculated on a per visit basis and therefore there would be three calculations since there were 3 visits.  Medicare’s total secondary payment is $0 ($0 for each of 3 visits).
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3682.5
Denials and Conditional Payments in MSP Situations.--The following sections describe appropriate actions to take where a primary payer denies a claim for primary benefits.  They also describe situations where conditional payments are payable.  No conditional payments will be made on HH PPS RAPs.

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

01 - Auto Accident

02 - No-fault Insurance Involved

If the conditions described in §3489.3.F are met, pay conditional primary benefits.  The provider enters value code 14 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested.  The identity of the other payer is shown on line A of Item 57, and the identifying information about the insured is shown on line A of Items 65-68.  The provider enters the proper occurrence code in Items 28-32 and the address of the insurer in Item 34 or Remarks (Item 94).  In addition, an explanation of why the conditional payment is justified is shown in Remarks (Item 94).  (See §3489.3F for an explanation of policy and procedures for conditional payment situations for contested or delayed or no-fault claims.)

Process these conditional payment bills following normal procedures.  In addition, enter in the appropriate field of the CWF record value code 14 and zero value to indicate that a conditional payment was made.  Show this code and zero value in fields 78a and 78b for inpatient and Christian Science Sanatorium bills and fields 64a and 64b for outpatient, HHA, and other bills.

B.
WC Conditional Payments.--Conditional Medicare benefits may be paid when:


o
The beneficiary has filed a claim with the WC carrier and you determine that the carrier does not pay promptly (i.e., within 120 days of receipt of the claim) for any reason except when the WC carrier claims that its benefits are only secondary to Medicare; or

o
The beneficiary, because of physical or mental incapacity, failed to meet a claim filing requirement of the WC carrier.

The provider requests conditional payment by entering occurrence code 04 and the associated date in Items 28-32, occurrence codes and condition code 02 in Items 35-39.  The provider enters value code 15 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested.  The identity of the other payer is shown on line A of Item 57, the identifying information about the insured is shown on line A of Items 65-68 and the address of the WC plan is shown in Item 34 or Remarks (Item 94).  In addition, an explanation of why the conditional payment is justified is shown in Remarks (Item 94).  

Process conditional payment bills following normal procedures.  In addition, enter in the appropriate field of the CWF record value code 15 and zero value to indicate that a conditional payment was made.  Show this code and zero value in fields 78a and 78b for inpatient and Christian Science Sanatorium bills, and in fields 64a and 64b for outpatient, HHA, and other bill types.
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C.
Conditional Liability Claims.--If the services are related to an accident, as defined in §3419.2, or a diagnosis/trauma code listed in §3419.2 is shown, and there is no potential primary payer other than a liability insurer, the provider may bill Medicare for conditional primary payments. The claim is completed and processed in accordance with the last two paragraphs of subsection A. (See §3419.10 for liability insurance and §§3489-3489.9 for no-fault insurance.

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



o
The beneficiary is under age 65 and not in a Medicare coordination period as defined in §3490;



o
The beneficiary became eligible for Medicare on a basis other than ESRD during the Medicare coordination period (i.e., the coordination period terminated);

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

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

o
The services are not covered by the ESRD-EGHP.
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Where an ESRD-EGHP denies payment for any of these reasons, the provider shows occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, it provides the reason for the denial in Remarks (Item 94).  Process these bills following normal billing procedures.


If an ESRD-EGHP denies a claim for primary benefits on the grounds that the services are not covered by the plan and you have reason to believe that the plan does cover the services, do not pay Medicare benefits (primary or conditional).  Deny the claim.  If the plan offers only secondary coverage of services covered by Medicare, do not pay conditional primary benefits.  If the ESRD-EGHP has denied the claim because the plan provides only secondary coverage, deny the claim for Medicare primary benefits.  The provider enters occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, it enters the annotation "Plan indicates services are not covered (and reason)" or "Plan offers only secondary coverage of services covered by Medicare," as appropriate, in Remarks Item 94.  (See §§3490.3E and 3490.3G6 for action to take and §3722.4 for denial language.)


E.
ESRD-EGHP Conditional Payments.--Except for the situations described below, Medicare may make a conditional primary payment where:


o
The provider has filed a proper claim under the employer plan, and the plan denies the claim in whole or in part; or


o
The provider fails to file a proper claim because of mental or physical incapacity of the beneficiary.


Medicare does not make conditional primary payments where the claim is denied because:


o
It is alleged that the employer plan is secondary to Medicare;


o
The employer plan limits its payments when the individual is entitled to Medicare; or


o
The provider fails to file a proper claim for any reason other than the physical or mental incapacity of the beneficiary.


Medicare also does not make conditional primary payments when the employer plan fails to furnish information that is requested by HCFA and that is necessary to determine whether the employer plan is primary to Medicare.


The provider requests conditional primary payment by entering value code 13 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested.  The provider also enters occurrence code 24 (insurance denied) and date of denial by the ESRD-EGHP in Items 28-32 (occurrence codes).  The identity of the ESRD-EGHP is on line A of Item 57, the identifying information about the insured is on line A of Items 65-75, and the address of the ESRD-EGHP is in Item 34 or Remarks (Item 94).  In addition, enter the annotation "Beneficiary has appealed or is protesting ESRD-EGHP denial" or "Time limit for filing the claim with the ESRD-EGHP has expired", as appropriate, in Remarks (Item 94).  (See §3490.3E for actions to take when making conditional primary payments.)


Process these bills following normal billing procedures.  In addition, enter in the appropriate field of the CWF RECORD value code 13 and zero value to indicate that a conditional payment was made.  Show this code and zero value in fields 78a and 78b for inpatient bills, and in fields 64a and 64b for outpatient, HHA, and other bill types.
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F.
EGHP-LGHP Denies Claim for Primary Benefits.--Pay primary Medicare benefits (if the beneficiary is not appealing the EGHP/LGHP denial) when an EGHP/LGHP denies a claim for primary benefits because:


o
The beneficiary is age 65 or over and is enrolled in a single employer plan of an employer who does not employ 20 or more employees;


o
The beneficiary is age 65 or over and is enrolled in a multi-employer plan by virture of employment with an employer that does not employ 20 or more employees and the plan has elected the small employer exception;


o
The beneficiary is under age 65 and disabled and the employer does not employ 100 or more employees and the employer is not a member of a multiple employer LGHP which has at least one employer that employs 100 or more employees;


o
The beneficiary is not entitled to benefits under the plan on the basis of rules that apply equally to all insureds, without regard to age or Medicare entitlement;


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


o
The services are not covered by the EGHP or LGHP.


Where an EGHP or LGHP denies payment for any of these reasons, the provider shows occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, it provides the reason for the denial in Remarks (Item 94).  Process these bills following normal billing procedures.  (See §3491.9.A.)


If an EGHP or LGHP denies a claim for primary benefits because the plan offers only secondary coverage of services covered by Medicare and it does not allege that the employer has fewer than 20 employees (or 100 employees in the case of disabled beneficiaries), do not pay Medicare benefits (primary or conditional). Deny the claim unless the EGHP, LGHP, or provider alleges that the employer has fewer than 20 or 100 employees, as appropriate.  The provider enters occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, it enters the annotation "Plan offers secondary coverage of services covered by Medicare."  (See §3491.9.C for actions to take and §3722.4 for denial language.)  If the provider indicates that the employer has fewer than 20 employees (or 100 employees in the case of disabled beneficiaries), pay primary Medicare benefits.  The provider enters the annotation "Plan offers only secondary coverage of services covered by Medicare/EGHP or LGHP has fewer than 20 or 100 employees" in Remarks Item 94 to avoid having you develop the claim.


G.
EGHP-LGHP Conditional Payments.--Except for the situations described below, make conditional primary payment where:


o
The provider has filed a proper claim under the plan and the plan denies the claim in whole or in part; or


o
The provider fails to file a proper claim because of the physical or mental incapacity of the beneficiary.


Do not make conditional primary payments where the claim is denied because:
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o
It is alleged that the plan is secondary to Medicare;


o
The plan limits its payments when the individual is entitled to Medicare;


o
The services are covered under the EGHP for younger employees and spouses but not for employees and spouses age 65 or over; or


o
The provider fails to file a proper claim for any reason other than the physical or mental incapacity of the beneficiary.


Except for disability cases, do not make conditional primary payments where the plan fails to furnish information that is requested by HCFA and that is necessary to determine whether the plan is primary to Medicare.


The provider requests conditional primary payment by entering value code 12 or 43 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested.  It also enters occurrence code 24 (insurance denied) and date of denial by the EGHP/LGHP in Items 28-32 (occurrence codes). The identity of the EGHP or LGHP is entered on line A of Item 57, the identifying information about the insured is entered on line A of Items 65-75, and the address of the EGHP or LGHP is entered on Item 34 or Remarks (Item 94).  In addition, it enters the annotation "Beneficiary has appealed or is protesting EGHP or LGHP denial" in Remarks Item 94.  (See §3491.9B, for actions to take when making conditional primary payments.)


Process these bills following normal billing procedures.  In addition, enter in the appropriate field of the CWF record value code 12 or 43 and zero value to indicate that a conditional payment was made.  Show this code and zero value in fields 78a and 78b for inpatient and Christian Science Sanatorium bills, and in fields 64a and 64b for outpatient, HHA, and other bill types.
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