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3785.
REQUEST FOR HEARING UNDER PART A

Under §1869 of the law a beneficiary has a right to a hearing if he is dissatisfied with the reconsideration determination and the amount in controversy after the reconsideration action is $100 or more. (See §3781.)

3785.1
Determining The Amount In Controversy.--Hearings are conducted by the Office of Hearings and Appeals of SSA.  The ALJ decides whether the amount in controversy requirement is met.

3785.2
Request Filed With SSO.--After the SSO takes a request for hearing (Request for Hearing Part A Health Insurance Benefits--HA-5011-U6), or if the hearing request is sent to the SSO by mail, the copies of the HA-5011-U6 are distributed immediately as follows:

a.
Claim File




To you, PRO or HMO.  If a

(White)




copy of the reconsideration is available, it is attached.

b.
Hearing Office



To the appropriate ALJ according 




(Pink)




to the geographical location of  the SSO.

c.
District Office



Retained or mailed to resident 


(Yellow)




SSO if the hearing request was filed in a nonresident office.

d.
Intermediary, PRO or HMO


Mailed  to you, PRO or HMO.

(Blue)

e.
Regional Office



To the appropriate RO according 


(White)




to geographical location.

f.
Claimant's/Representative's 


Given or mailed to 




(White)




claimant/representative

3785.3
Request For Hearing Filed With You.--A request for hearing must be in writing and signed by the beneficiary or his representative and indicate the reason(s) for disagreement.

When correspondence is received from a beneficiary, determine whether he wants a further explanation of the notice or if he is requesting a hearing.  If the correspondence is treated as a request for information or clarification of a notice, explain the determination to the beneficiary in greater detail.  Resolve any doubt as to whether the beneficiary's correspondence is an implied hearing request by treating it as a hearing request.  If the beneficiary contacts you in person and states he wishes to file for a hearing, take a written request to that effect.  When a beneficiary contacts you by telephone to request a hearing, refer him to the SSO.

3785.4
Request For Hearings You Receive Pertaining To PRO or HMO.--Transmit all hearing requests pertaining to PRO or HMO to the appropriate PRO or HMO.  (This includes both Part A and Part B claims.)  The PRO develops the request and forwards the claim file to the appropriate hearing office.
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For HMO hearing requests, the HMO develops the request and forwards  the claim file for processing  to:  

Health Care Financing Administration, OPHC

Reconsideration Task Force

Room 4360, Cohen Bldg.

330 Independence Ave., S.W.

Washington, D.C.  20201

OPHC is responsible for forwarding the file to OHA.

3785.5
Action On Incoming Requests.--Upon receiving a request for hearing, screen the incoming material to insure that the request for hearing is applicable to a Part A claim for which a reconsideration was held. To insure that hearing offices receive claim files within a reasonable period of time (10 working days) after receipt of the hearing request, establish control procedures during the pre-screening of cases.  See §3797 for direction on what to include in and how to assemble the hearing file.

3785.6
Request For Claim File (Sent By Hearing Office).--Review the hearing request material received from the hearing office to establish whether or not the request is premature, valid or invalid, pertains to other benefits, or is not within your jurisdiction. This usually requires coordination with the hearing office to determine what information may be available about the claim at issue.  Return the request to the hearing office according to the action taken.

3785.7
Examination Of Claim File.--Carefully examine the files before you send them to the hearing office in order to assure that they  contain all the pertinent documents available.  

A.
Additional Evidence Requested By Hearing Office.--The hearing office, after receiving a claim folder, may request additional evidence or records, even though the required documentation is in the file.  It may request the information from the RO which in turn contacts you.  When the material is received, forward it immediately to the hearing office.

B.
Amount In Controversy Less Than $100.--Where the amount in controversy after reconsideration is less than $100 (see §3785.1), route the file to the hearing office (see §3785.11) for dismissal action.

C.
Request for Hearing Not Timely Filed.--When a request for hearing is not timely filed forward the folder to the hearing office.

Rev. 1448
7-339

3785.7(Cont.)
PAYMENT PROCEDURES
11-89

D.
Part B Hearing Request Other Than HMO/CMP or PRO Matters.--If the request for a hearing is for a Part B claim (other than HMO/CMP or PRO matters), route it to:

Office of Hearing and Appeals

Medicare Part B Development Center

P.O. Box 10359

Arlington, VA 22210-9998

Advise the claimant of your action.

E.
Hearing Request Prematurely Filed.--When a hearing request is filed before the reconsideration determination is made, make and use photocopies of the material as an implied request for reconsideration and process a reconsideration on the claim.  Place the original material in a folder and route it to the appropriate OHA office. 

F.
Reconsideration in Process But Not Completed.--When a hearing request is received and a reconsideration is in process which cannot be completed within 10 working days after the hearing request's receipt, route the request to the hearing office.  Notify the hearing official that the reconsideration is in process, and ask that the ALJ hearing request be dismissed.  Inform the claimant that his hearing request has been sent to the ALJ, but you also have his request for a reconsideration and you are completing the reconsideration decision.  Advise him that, since he filed for an ALJ hearing before receiving the reconsideration decision, the ALJ will probably dismiss the request, but he can make it again within 60 days after receipt of the reconsideration decision.

G.
No Valid Request For Reconsideration Received.--When a hearing request is received and there was no valid request for reconsideration and/or the time frame to request one has expired, route the claim file to the hearing office.  (See §3785.9.)

H.
Other Jurisdictional Problems.--In any situation that existing procedures are not adequate to deal with a particular claim or hearing request, use your best judgement as to the proper disposition of material at hand.
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3785.8
Prehearing Case Review--Do not perform prehearing case reviews.  Once the party has requested an ALJ hearing, the ALJ has jurisdiction.  Immediately assemble and transmit the file to the ALJ.

3785.9
Routing The Hearing Claim File.--When forwarding the claim file to the hearing office, place the claim file copy of the request for hearing, (HA-5011-U6) on top of the material in the folder.  Complete the form HCFA-636, checking the appropriate block according to the facts involved.  Distribute copies of the HCFA-636 as follows:

o
Place the original copy in the file on top of the HA-5011-U6.

o
Retain the other copy for record purposes.

o
Prepare and duplicate an acknowledgment letter. (See §3785.11, Exhibit 4.) Send the original to the beneficiary/representative and place the other copy in the folder.

Attach to the front of the folder the health insurance appeal case form (HCFA-3509). This form shows the routing instructions for the hearing office after it completes action on the request.  Place this form on ALL folders sent to the hearing offices.  Check the correct return address block.  

3785.11
Standard Exhibits Referred To In §§3785-3785.9.--The following are examples of the forms used in the pre-hearing review function.  Complete the required entries using current information.

Exhibit No. 1
Form HA-5011-U6 - Request for Hearing Hospital Insurance Benefits Payable Under Part A of Title XVIII

Exhibit No. 2
Form HCFA-383 Health Insurance Case Summary

Exhibit No. 3
Form HCFA-636 Transmittal Notice - Hearing Office

Exhibit No. 4
Sample acknowledgment letter to beneficiary/representative when hearing is sent to the hearing office.

Exhibit No. 5
Sample Reconsideration Determination
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HA-5011-U6 Request for Hearing
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HCFA-383 Health Insurance Case Summary 
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HCFA Form 636  Transmittal Notice - Hearing Office
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SAMPLE ACKNOWLEDGMENT LETTER TO BENEFICIARY/REPRESENTATIVE WHEN HEARING IS SENT TO THE

HEARING OFFICE

Date                   
Name of Beneficiary/Representative

Dear                  
Re:




HICN

This is in reply to your request for a hearing.

We received your request on (date), and forwarded it and your claims file to the hearing office whose address is shown below on (date).


(Show address of hearing office here.)

You will be notified by that office as to the time and place of the hearing.  If you have further questions concerning this matter, that office will be glad to assist you.

Sincerely yours,

Health Insurance Coordinator

(or Equivalent)

7-348
Rev. 1448

11-89
PAYMENT PROCEDURES
3785.11, Exhibit 5

Sample Reconsideration Determination

Mr. Howard Jones

1871 South Yucatan Way

Sunshine, AZ 30003
HICN 000-37-0702R

Dear Mr. Jones

On January 20, 1988, we wrote you that Medicare skilled nursing facility benefits could not be allowed for your stay at Brown Nursing Home from January 2, 1988 through January 15, 1988.  The notice also stated that the provider must bear the cost of these services from January 5, 1988 through January 12, 1988, and that you are liable for the rest of the stay.

NOTE:
Standard Paragraph 1B.

On February 20, 1988 you requested reconsideration of your claim for Medicare skilled nursing facility benefits, including the determination as to the party liable for the services.  On March 1, 1988 we wrote to Brown Nursing Home that you had filed the reconsideration request, and that it is a party to the reconsideration decision.

NOTE:
Standard Paragraph 2A.

There are two issues that must be considered in this determination.  

o
Whether or not the nursing home care you received is covered by Medicare.  

Nursing home care is covered under Medicare if daily skilled nursing or skilled rehabilitation services, which, as a practical matter, can only be provided on an inpatient basis, is needed.  Nursing home care is not covered by Medicare if such skilled nursing or skilled rehabilitation services are not needed, or if they could be given in a setting other than inpatient.

o
If the care is found to be noncovered, whether or not you or Brown Nursing Home knew, or could have been reasonably expected to know that the services you received for the period in question were not covered by the Medicare program.

NOTE:
Standard Paragraph 3, with a modified format.

Facts:
A review of the medical evidence shows that on January 2, 1988 you were admitted by Doctor Rodriguez to Brown Nursing Home.  The nursing notes show you could not retain food for the first 36 hours after your admission, and you were fed by I.V.  Your pulse and respiration were irregular. The notes indicate you started taking solid food on January 3, 1988, and seemed to feel much better. You felt that you should be further observed in the
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nursing home.  Your doctor and the nursing home  agreed.  But there is nothing in the doctor's notes or in the nursing notes to show that further skilled nursing care in the nursing home was needed.  You could have been observed at home, where you live with your retired husband, who is in good health.  Brown Nursing Home told you on January 9, 1988 that further skilled nursing care was not needed.  You decided to stay until you felt more confident.  On January 15, 1988 you were sent home.

NOTE:
Standard Paragraph 17.

Decision:
Medicare cannot pay for the days after January 4, 1988, since inpatient skilled nursing care was not needed.

NOTE:
Standard Paragraph 18

Because we determined that care after January 4, 1988 was not covered by Medicare, we must determine, in accordance with §1879 of title XVIII of the Social Security Act, whether you and/or Brown Nursing Home knew or could reasonably have been expected to know that the services would not be covered under Medicare.  

NOTE:
Standard Paragraph 19

We have decided that the nursing home should have known and should have told you on January 4, 1988 that Medicare would not pay for more nursing home days.  Since it did not tell you until January 9, 1988, you are not liable for payment for days before January 13, 1988.  (We allow you a three day grace time from the time the nursing home tells you the inpatient care is not covered.) You are liable to the nursing home for the care it provided you from January 13, 1988 through January 15, 1988.

NOTE:
Standard Paragraph 19.4

Write us or contact any Social Security office within 60 days of the date you receive this letter if you wish a hearing before an Administrative Law Judge of the Social Security Administration.  The amount of benefits in question must be $100 or more in order to have a hearing.  To meet the $100, you may combine claims for similar or related services that have been reconsidered or reopened within the past 60 days.

NOTE:
Standard Paragraph 20

You may send additional information to support your claim.  You may appear in person or send someone to represent you.  This person may be a lawyer or anyone you choose. 


(Intermediary Signature)
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