11-89
PAYMENT PROCEDURES
3793.1

3793
REVIEW

A dissatisfied party to your initial determination may request you to review it.  A request for review should be in writing and filed with you, an SSO, or the RRB.  The request must be signed by the claimant.

The claimant must request the review within 6 months after the date of the initial determination as indicated on the EOMB, which is interpreted to be 6 months and 5 days after the date on the EOMB. You may extend the period if you find the claimant had good cause for not requesting the review on time.  If you find that the claimant did not have good cause for not requesting the review on time, you may, at your option, treat the request as a request for reopening.

The review is an independent reexamination of the entire claim and the first level of appeal following denial.  To conduct it, use staff that did not participate in the initial decision.  Consider a written request for a reopening following an initial determination a request for review.  

3793.1
What Constitutes a Request for Review - Handling Beneficiary Inquiries.--Many beneficiaries raise questions about initial determinations whenever a denial or partial denial of a bill is involved, and they feel the explanation given on the EOMB is not satisfactory.  

A.
Telephone Inquiries.--Explain the basis for the denial or reduction.  You may need to refer to the claim records.  Whether the party is or is not satisfied by the explanation, do not count the telephone conversation as a review and do not report it as such on the appeal report.  Report telephone contacts as inquiries.

If the party appears satisfied, no further action is necessary.  However, if the party does not appear to be satisfied, inform him that he may file for a review within 6 months of the date of the notice. If it is obvious that the party wants a review, acknowledge the request and advise the party how to file, e.g., you may send the caller a request form, or the party may make the review request on the EOMB, by signing and returning it, with a statement of dissatisfaction.
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If the time for filing a request for review has elapsed, inform the party that you will consider whether there is "good cause".  Solicit all available facts that could assist in your consideration.  (See §§3792.1ff. concerning establishment of good cause).  If you are unable to find "good cause", consider the possibility of reopening and revising the initial determination if the requirements in §3799 are met.

If you think there is a basis for the party's complaint, encourage a request for a review. Do not tell the party that the determination will be changed.  Explain that you will conduct a complete and independent review if the party requests it.

Record the telephone contact and any action based upon it.  This record serves to establish an earlier filing date if the party later files a written request for review.  The record also documents your subsequent actions.

B.
Personal Inquiries.--Follow subsection A.  If a party wishes to file a request for review, supply the HCFA-l964 and offer assistance.

C.
Written Inquiries.--A party may write to you protesting the determination made on his claim.  How to handle such letters depends upon their content.

If the letter is clearly limited to a request for an explanation of the determination, limit your reply (either by phone or letter).  You need not consider the letter a request for review.  

If the letter asks for a reopening, and is within the time limit for filing a request for a review, consider the letter a request for a review.

Be sensitive to an implied request for review.  It is common for beneficiaries to assume they will receive a review by questioning some detail of the determination.  If it is unclear if the beneficiary is requesting a review, perform one.  Reply to all requests for information.  If appropriate, do it by phone to save time.  If a party asks for a review during the call, send the appropriate request form. If a party asks only for a second copy of a notice, send it without including an additional written response.  Charge the receipt and processing of the letter to appeals only if you treat it as a request for review.
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The party need not complete a HCFA-1964.  A letter serves as a request for review if it explicitly asks you to take further action, or when it indicates dissatisfaction with your decision.  Common examples of the phrasing of such requests are:

o
"Please reconsider my claim."

o
"I am not satisfied with the amount paid--please look at it again."

o
"My neighbor got paid for the same kind of claim.  My claim ought to be paid too."

Log, control, and process such letters as review requests.  If you are not sure whether a party is asking for a review, contact the party by phone.  Document the file.

Retain all written inquiries in the claims file after the necessary action is taken, since such a letter could be used as documentary evidence later.  Note what action was taken and when, for possible subsequent evidentiary and administrative purposes.

D.
Recording of Inquiries and Other Actions on the Intermediary Appeal Report (HCFA-2591).--Treat inquiries you received and handled for the purpose of the Intermediary Appeal Report in the following manner:

o
Do not record oral or telephone inquiries.  Report these inquiries on the HCFA-1566.

o
Do not record written inquiries as requests for review unless they contain implied or stated requests for your action as explained in subparagraph C.  Count written inquiries that do not request review on the HCFA-1566.

o
Record only written requests for review.  The request may be explicit or implied.

E.
Budgeting Allocation and Workload Reporting--Charge actions as follows on the Administrative Budget and Cost Report (HCFA-1524):

Action


Line
o
(Initial claims processing)

1

- Oral/written inquiries

3

- Correction of errors (adjustments)
1

- Written request for Review
2

- Reopening (time for appeal has passed)
1
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o
(Review)


2

- Reopening (time for appeal has passed)

1

- Written request for fair hearing

2

- Oral/written inquiries


3

o
(Fair Hearing)


2

- Reopening (time for appeal has passed)

1

- Case preparation/written request for ALJ hearing

2

- Oral/written inquiries


3

3793.2. Elements of a Review.--The following are the essential elements of an adequate review.

The review is an independent, critical  reexamination of the claim file made by your personnel not involved in the initial claim decision.  The reviewer reexamines each aspect of each service in the claim.  The following conditions must be met:  

o
The reviewer may not be the same person who made the initial determination.

o
The review request must be specific, identifying the service(s), and the issue(s) being appealed.

o
Review all aspects of the service in question.

o
If there is any doubt about whether the request is specific or general, perform a general review. (However, services that have been fully reimbursed need not be reviewed.)

Refer the claimant to an SSO for assistance in writing out his complaint.  The SSO staff will give the claimant general program information, and if he wishes to request a review, will help him complete a form HCFA-1964.  (See §3799 Exhibit 1.)

Give the claimant an opportunity to submit any relevant and material evidence and instruct the claimant to submit evidence and statements to you in writing by mail or through an SSO.  Upon review, request additional evidence from the party if necessary for proper adjudication.  

If the claimant is a provider it is responsible for supplying supporting documentation. Nevertheless, assist providers who have attempted but been unsuccessful in securing essential documentation.  You are responsible for the development of beneficiary appeals. Conduct the review based on the information in the file.  

Complete the review and render a decision within 45 days of the claimant's request.  

Since one of the purposes of instituting the review is to reduce unnecessary costs, it does not provide for personal appearance and testimony of the claimant.
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Mail to the claimant a determination that does not reverse the original determination in whole.

Write the review determination letter at a 6th to 7th grade reading level so that the claimant can understand the reason why any of the services are not covered or cannot be fully reimbursed, and what action can be taken if he or she disagrees with the review determination. (Review letters addressed to assignees do not have to be written at a 6th to 7th grade reading level.)  To ascertain the reading level of the review determination letter, use the following formula which is an accepted procedure for measuring readability. The formula measures two factors--the average sentence length and a hard-word factor (words of three syllables or more).

Follow these steps below to establish the reading level.

o
Count the total number of words in the letter.  Divide this total number by the number of sentences.  The result is the average sentence length.  (Generally, a sentence should not have more than 12-15 words.)

o
Count the number of words which include three syllables or more.  There are exceptions--do not count words that are normally capitalized, combinations of short, easy words, or verb forms which result in three syllables by adding "ed", "ing", "ly", or "es". (Count hyphenated words as separate words.  Do not count numbers or words which are part of the structure of the letter.  Count numbers, abbreviations and acronyms as one-syllable words.)  Take the number of hard words and divide by the total number of words in the letter to determine the percentage of hard words.

o
Do not include paragraphs supplied by HCFA guidelines in the calculation to determine average reading level.

o
Total the above factors (average sentence length and percentage of hard words) and multiply by .4.  The resulting figure is the reading level.  It should be no higher than a 7.9 which is comparable to a 7th grade reading level.  (See §3799, Exhibit 4 for a sample letter using this formula.)  If reference is desired, consult The Technique of Clear Writing by Robert Gunning, McGraw-Hill, New York, Publisher (1952). 

In the review determination, advise the claimant about his/her right to request a hearing if he/she is not satisfied with the review determination and the amount in controversy is $100 or more.  Inform the claimant that claims may be combined with others that have been reviewed or reopened (see §3799.12 regarding reopenings) within 6 months of the date of the hearing request to meet the minimum requirement.  

If the claimant is a provider, claims for more than one beneficiary may be combined to meet the amount in controversy.  Include the following appeal paragraphs in the review determination letter to the provider:
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"You may request a hearing if you do not agree with this decision.  If you wish a hearing, you must request it within 6 months of the date of this letter.  The amount of benefits in question must be $100 or more.  To meet the limit, you may combine the claims of beneficiaries that have been reviewed and denied within the past 6 months.  

"Write us if you want a hearing.  The hearing will be conducted by an impartial hearing officer.  You may send additional information to support your claim.  You may appear in person or send someone to represent you.  If you choose an in-person hearing, let us know who will attend the hearing.

"However, you do not have to appear in person.  You may have a telephone hearing.  This lets you and your witnesses testify, and may be more convenient.

"You do not have to testify.  You may request a decision based on the facts in the file. This is an on-the-record decision.  The hearing officer will assess the evidence just as he/she would assess it at a hearing, except you do not have to appear.

"Regardless of the hearing you request, all facts available at the time will be considered. A copy of the decision will be sent to you."

If the review determination fully reverses the initial determination, do not send a written determination to the claimant.  Send an EOMB.  If the full reversal results in a payment, include a check with the EOMB.  

Include the following information, as applicable:

o
Why the review determination is different from the original.

o
A description of the treatment given to the patient.  

o
The patient's description of the illness or injury, if indicated on the claim or on the review request.

o
Results of any consultations with professional medical staff, including contact with the beneficiary's physician or practitioner.

NOTE:
Identify in the file by name and qualifications any consultant you used.  (This information need not appear in the determination.)

o
If there is an indication that the beneficiary's physician thinks it would be adverse to the beneficiary's interests to reveal the medical information to the beneficiary, ask the beneficiary to designate a representative, such as an attorney or physician, to receive the decision to insure that the beneficiary's best interests are represented without disclosing medical information to the beneficiary.
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o
Consideration of additional evidence furnished by the beneficiary to substantiate his claim.

o
A statement advising the claimant that, upon written request, you will provide the Medicare statute, regulations, and guidelines used in making the determination.

o
The specific number and kinds of services reviewed, including dates of service and providers, and a separate explanation of denial or why payment is being made relevant to each.  Do not include any reasons for a denial that are not directly related to the claim.

o
Your determination whether a provider is without fault with respect to an overpayment. (See §7100-7103.)

o
If there is more than one party to the review, insure the privacy of each party's records.

The review determination is the final determination unless a hearing is requested or it is revised in accordance with §3799.12.

Include all evidence you considered and your findings in the review of a claim in the claimant's file.  This includes all memoranda of conversations with medical consultants, papers, requests, reports, etc. arising out of the claim review process.  Forward the file to the HO if a hearing is requested.

3793.3

Actions Prior to Reversal of Initial Payment Decision.--As a result of your review, you may question the initial payment decision.  Since you have already notified the claimant that part of the bill was covered, a subsequent denial action could cause serious problems.  If you think the initial payment decision should be reversed, proceed as follows.  Document your actions:

o
Review the file carefully, with particular attention to the evidence that supported the original payment decision.  Use the adjudicative principals in force when the initial decision was made.

o
If you cannot justify the initial payment decision in whole or in part, and the issue is a medical one, refer it to a consulting physician for an expert opinion on whether the disputed service or services were covered.

o
If the physician thinks the initial payment decision was incorrect, refer the case to the Health Insurance Coordinator for review and written evaluation.

o
If you question a case involving nonmedical issues and think there is no basis for the initial payment, refer the case to the Health Insurance Coordinator.

o
Upon completion of your review, if you still doubt the coverage of the services, let the initial payment determination stand.  If, however, it is clear that payment was erroneous, recoup the overpayment.
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o
If you plan to recoup an overpayment, advise the claimant of the waiver process. If the claimant pursues waiver, curtail efforts to recoup the overpayment until the waiver decision is made.  The Beneficiary Services Branch in the RO makes the waiver decision.

3794.
THE HEARING

Section l842(b)(3)(C) of the Act provides that you must establish and maintain hearing procedures for individuals or providers  dissatisfied with your review determination.  The purpose of the hearing process is to give a dissatisfied claimant  an opportunity to present reasons for the dissatisfaction and to receive a new determination based on the record developed at the hearing.  A claimant who requests a hearing has the right to be represented by a representative of his choice.  Notify the claimant of his right to a hearing if $l00 or more is in controversy, a statement of the issues in controversy, the method of requesting a hearing, the time limit for requesting it, and the right to send a representative, or to have a decision based on the record.  

Apply the following principles.

3794.1
Types of Hearings.--Two kinds of hearings or a decision by the HO based on the information in the file are available to eligible individuals.  The nature of the hearings differ only with respect to the burden they impose on you and claimants, the speed with which they can be conducted, a decision rendered, and the method of presenting testimony.  In terms of development, the use of consultants, consideration and evaluation of the facts, the hearings are similar.  The purpose of the hearing is to arrive at the correct determination.

A.
In-Person Hearing.--This is the traditional hearing.  The claimant and/or representative is afforded an opportunity to present oral testimony supporting the claim, and refuting or challenging the information you used to deny the claim.  This procedure is guaranteed by regulations.  Nevertheless, an in-person hearing may not always be wanted by a claimant because it is time-consuming, inconvenient, or unnecessary.  Therefore, give claimants the opportunity to request the others.

B.
Telephone Hearings.--Telephone hearings offer a convenient and less costly alternative. They differ from in-person hearings in eliminating the need for the claimant to appear.  Oral testimony is presented and the opportunity exists for oral challenge.  

C.
On-the-Record (OTR) Decisions.--On-the-record decisions are identical except that oral testimony is not presented.  The OTR's major advantage is the speed with which it can be held and a decision rendered.  The decision is based upon the facts in the file, including any additional information obtained by, or furnished to, the HO by the claimant and you.
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