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Filing for Payment
3301.
FILING A REQUEST FOR PAYMENT AND CLAIM FOR PAYMENT

Medicare payment of reasonable costs may not be made for hospital services, extended care services, or home health services furnished under Part A or Part B, or outpatient physical therapy or speech pathology services furnished under Part B by a rehabilitation center or public health agency, unless the benefici​ary or his representative files a timely written request for payment and the provider files a timely claim.  (See §§3307-33l2.5 for an explanation of time limits.)

The provider should ask the patient to complete the request for payment at the time the covered services begin, if he is or may be a Medicare beneficiary, i.e., he is at least age 65 or there is other reason to believe he may be a beneficiary.  If the beneficiary does not file his request upon admission or start of care, he may file it later with the provider or (less preferably) with an intermediary, carrier, or HCFA.  Once the patient or his representative has filed his request for payment with the provider, the provider (including an emergency or foreign hospital which has elected to bill the program) must file a claim for payment (billing) with its intermediary (Health Care Financing Administration in the case of an emergency, foreign, or direct-dealing hos​pital.)  (See §§3308 for provider and beneficiary liability where a claim is not filed timely.)

3301.1
Claims for Payment in Alcohol and Drug Abuse Cases.--The law requires providers to observe more stringent rules when disclosing medical information for claims processing purposes from the records of alcohol and drug abuse patients than when disclosing information for other Medicare beneficiaries.  Since the standard consent statement on the provider billing form is not suffi​cient authority under the law to permit the provider to release informa​tion from the records of alcohol or drug abuse patients, more explicit consent statements are required.

Provider participating in the Medicare program that raise issues of confiden​tial​ity with intermediaries should be advised to obtain written consent from beneficiaries in each alcohol or drug abuse case. This written consent, which will allow the provider to disclose the records of the patient should include all of the following:

1.
The name of the organization (hospital, etc) which is to make the disclosure;

2.
The name or title of the person or organization to which disclo​sure is to be made (e.g., the Health Care Financing Administration, including the appropriate intermediary or carrier, specified by name);

3.
The name of the patient;
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4.
The purpose or need for disclosure (e.g., for processing a claim for Medicare payment and for such evaluation of the treatment program as is legally and administratively required in the overall conduct of the Medicare program);

5.
The specific extent or nature of information to be disclosed (e.g., all medical records regarding beneficiary's treatment, hospitalization and/or outpatient care including treatment for drug abuse or alcoholism);

6.
A statement that the beneficiary may revoke his consent at any time to prohibit disclosures on or after date of revocation;

7.
A statement specifying a date (not to exceed 2 years) event, or condition upon which consent will expire without revocation;

8.
The date on which the consent is signed; and

9.
The signature of the patient; or the signature of his authorized or legal representative.

If the beneficiary wishes, the consent statement may be expanded to permit dis​closure by the provider to any other person, organization, or program, such as PSRO, as appropriate. Authorization may also be given to HCFA and its con​trac​tors to redisclose specific information to third part payers for complemen​tary insurance purposes.

The provider should keep the consent statement with the patient's medical and other records.  The duration of the consent statement is not to exceed 2 years, after which it must be renewed by the beneficiary if further disclosures are necessary.

3302.
REQUEST FOR PAYMENT

3302.1
Billing Form as Request for Payment.--Each of the billing forms (Inpa​tient Hospital and Skilled Nursing Facility Admission and Billing, Form HCFA-1453; Provider Billing for Medical and Other Health Services, Form HCFA-1483; Home Health Agency Report and Billing Form HCFA-1487; Provider Billing for Patient Services by Physicians, Form HCFA-1554; and Request for Medicare Pay​ment, Form HCFA-1490) contains a patient's signature line incorporating the patient's request for payment of benefits, authorization to release informa​tion, and assignment of benefits. When the billing form is used as the request for payment, it must be signed.  The request for payment will then be forwarded to the intermediary or carrier, or to HCFA where the provider deals directly with the Government.

A.
The billing form as request for payment will be signed in connection with each inpatient hospital or skilled nursing facility admission,
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even though multiple admissions may occur during the same spell of illness.  Only one request for payment has to be signed, however, for each inpatient admission even though an extended stay occasions multiple billings.  Where a provider billing form is used as the request for payment for Part B services, a signature is required with each billing.

B.
When the home health agency billing form is used as the request for payment, a single signed request ordinarily suffices for each plan.  However, a subsequent signed request for payment is required if the patient's care is transferred from one home health agency to another.

Where a beneficiary wants information released to another health insurer or to a State Assistance Agency listed in item 14 of form HCFA-1487, the following authorization must be typed in the signature block (Item 15) before the bene​ficiary signs the form:  "I authorize release of information about this claim to those listed in Item 14, upon their request."

3302.2
Request for Payment on Provider Record .--In place of signatures on billing forms, a participating provider (hospital, skilled nursing facility, home health agency, outpatient physical therapy provider, or comprehensive rehabilitation facility), ESRD facility, or independent rural health clinic may use a procedure under which the signature of the patient (or his represen​tative under 3302.5) on its records will serve as the request for payment for services of the provider, for physician services for which the provider is authorized to bill under §3604.1, and for any other physician services furn​ished in the provider.  In the case of physician services, claims may be sub​mitted on either an assigned or unassigned basis.

To implement this procedure, the provider must incorporate language to the fol​lowing effect in its records:


Statement to Permit Payment

of Medicare Benefits to Provider,

Physicians and Patient.
NAME OF BENEFICIARY

HI CLAIM NUMBER
I request payment of authorized Medicare benefits to me or on my behalf for any services furnished me by or in (name of provider), including physician services.  I authorize any holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.

For services furnished to inpatients of a hospital, or SNF, the request is effective for the period of confinement.  For services furnished by or in a provider on an outpatient basis, the request is effective until revoked.  If a patient objects to part of the request for payment, the provider should annotate the statement accordingly and notify any physician affected.

Rev. 968
74.3

3302.5
REQUIREMENTS FOR PAYMENT
03-82

The provider submitting claims under this procedure indicates on the claims form that it has obtained the patient's signature by checking the block "Signa​ture contained in the provider record," or, if the form does not contain such a block, by entering "Patient's request for payment in file" on the patient's signature line of the claim.  A physician or medical group submitting claims under this procedure indicates that the provider has obtained the patient's signature, by entering on the patient signature line of the claim, "Patient's request for payment on file in (name of provider)."

In using this procedure, the provider, physician or medical group undertakes:

1.
To complete and submit promptly the appropriate Medicare billing form whenever it furnishes services to a Medicare beneficiary - even in those cases in which assignment is not accepted for the physician services.

2.
To incorporate, by stamp or otherwise, information to the following effect on any bills sent to Medicare patients: "Do not use this bill for claiming Medicare benefits.  A claim has been or will be submitted to Medicare on your behalf." This requirement is necessary to prevent patients from submitting duplicate claims.

The provider also undertakes to make the patient signature files available for carrier and intermediary inspection on request.

The intermediary and carrier must make periodic audits of signature files selected on a random basis. The carrier may arrange with the intermediary for the latter to perform this function on its behalf.

3302.3 and 3302.4 have been deleted.

3302.5
Signature on the Request for Payment by Someone Other Than the Patient.-If at all practical, the patient should sign the request whether on the billing form or on the provider's record at the time of admission or start of care.

In certain circumstances, it would be impracticable for an individual to sign the request for payment himself because when he is admitted to a hospital or skilled nursing facility or first receives outpatient or home health services, he is unconscious, incompetent, in great pain, or otherwise in such a condition that he should not be asked to transact any business.  In such a situation, his representative payee (i.e., a person designated by the Social Security Adminis​tra​tion to receive monthly benefits on the patient's behalf), a relative, legal guardian, or a
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representative of an institution (other than the provider) usually responsible for his care, or a representative of a governmental entity providing welfare assistance, if present at time of admission or start of services, should be asked and permitted to sign on his behalf.

A.
Provider Signs Request.-- If, at the time of admission or start of care, the patient cannot be asked to sign the request for payment and there is no person present exercising responsibility for him, an authorized official of the provider may sign the request.  Except in the outpatient case described below, where the patient is not physically present, a provider should not routinely sign the request on behalf of any patient.  If experience reveals an unusual frequency of such provider-signed request from a particular provider, the matter will be subject to review by the intermediary.

The hospital or SNF need not attempt to obtain the patient's signature where the physician sends a specimen (e.g., blood or urine sample) to a laboratory of a participating hospital or SNF for analysis, the patient does not go to the hospital or SNF, but the tests are billed through that provider.  The hospital or SNF may sign on behalf of the patient and should note in the space provided for the patient's signature in Item l2 on the Provider Billing for Medical and Other Health Services (SSA-1483) and any accompanying Provider Billing for Patient Services by Physicians (SSA-1554), "Patient not physically present for tests."  This does not apply in cases in which the patient actually goes to the hospital or SNF laboratory for tests and the provider fails to obtain the patient's signature while he is there.

If it is impractical to obtain the patient's signature because a home health agency does not make a visit to his home (e.g., the physician certifies that the patient needs a certain item of durable medical equipment but no visits are certified), the agency may furnish the equipment and need not obtain the patient's signature.  An agency representative should sign on behalf of the patient and write in Item 12 of the SSA-1483 "Patient not visited."

B.
Patient Dies.-- If the patient dies before the request for payment is signed, it may be signed by the legal representative of his estate, or by any of the persons or institutions (including an authorized official of the pro​vider) who could have signed it had he been alive and incompetent.

A request for payment for inpatient hospital services filed with the hospital may serve as an application for HI entitlement when filed by or on behalf of a live patient, but not when filed on behalf of a deceased patient.  (See § 3302.5.)
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C.
Need for Explanation of Signer's Relationship to Patient.--When some​one other than the patient signs the request for payment, the signer will submit a brief statement explaining his relationship to the patient and the circumstances which made it impracticable for the patient to sign. The pro​vider will forward this statement with its billing, or retain it in its files if the signature is obtained on the provider's own record.  The intermediary will generally accept such a statement as representing the true facts of the case in the absence of evidence to the contrary.  If such a statement is not forwarded, and development is needed for some other reason, the intermediary will ask the provider to furnish the explanation of relationship and circum​stances.  However, processing the claim should not ordinarily be delayed to obtain the explanation if nothing else prevents payment.

3302.6
Request for Payment as a Claim for Hospital Insurance Entitlement.-- To become entitled to hospital insurance, an individual must not only be eligible, but must also, prior to his death, apply for such entitlement (or for monthly social security benefits) with SSA.  Even though he meets all eligibil​ity requirements, if he does not file the necessary application before death, he cannot be entitled to Part A benefits and no payment can be made under the HI program for his hospital services.

Occasionally a patient aged 65 or over who is admitted to a hospital, though eligible, has never applied for monthly benefits and has no health insurance card.  In very rare instances he may have a card even though he has not filed the necessary application.  To protect the eligible patient, his estate, and the hospital against the possibility that timely application will not be filed with SSA, a written request for title XVIII payment filed with the hospital may serve as an application for hospital insurance entitlement filed with SSA. The request must be filed with the hospital prior to the death of the patient.  A prescribed application form properly executed must be filed with SSA within 6 months of the date of SSA's written notice to a proper applicant of the need for such application.  Section 308 of the Hospital Manual contains the details of this procedure.

This function of the written request as an informal claim for HI entitlement under certain conditions is distinct from its far more general and basic func​tion as a request that payment may be made on behalf of an entitled individual to the provider.  A request for payment in this latter sense can validly be executed after the death of the entitled individual.

3302.7
Refusal by Patient to Request Payment Under the Program.--A patient on admission to a hospital or skilled nursing facility may refuse to request Medicare payment and agree to pay for his services out of his own funds or from other insurance.  Such patients may have a philosophical objection to Medicare or may feel that they will receive better care if they pay for services them​selves or they are paid for under some other insurance policy.  The patient's impression
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that another insurer will pay for the services may or may not be correct, as some contracts expressly disclaim liability for services covered under Medicare.  Where the patient refuses to request Medicare payment, the provider should obtain his signed statement of refusal wherever possible. If the patient (or his representative) is unwilling to sign, the provider should record that the patient refused to file a request for payment but was unwilling to sign the statement of refusal.

In any event, there is no provision which requires a patient to have covered services he receives paid for under Medicare if he refuses to request payment.  Therefore, a provider may bill an insured patient who positively and voluntar​ily declines to request Medicare payment.  However, if such a person subse​quently changes his mind (because he finds out his other insurance will not pay or for another reason) and requests payment under the health insurance program within the prescribed time limit, the provider must bill the intermediary.  If the provider is reimbursed under Medicare it should then refund to the patient any amounts he paid in excess of the permissible charges.

Where a patient who has declined to request payment dies, his right to request payment may be exercised by the legal representative of his estate, by any of the persons or institutions mentioned in the second paragraph of §3302.4, by a person or institution which paid part or all of the bill, or in the event a request could not otherwise be obtained, by an authorized official of the provider.  This permits payment ot the provider for services which would not otherwise be paid for and allows a refund to the estate or to a person or institution which paid the bill on behalf of the deceased.

See §3308 for effect on beneficiary and provider of refusal to file.

3305.
FILING CLAIMS FOR PAYMENT.

3305.1
Definition of a Claim for Payment.--A provider has filed a claim for an item or service reimbursable on a cost basis if it submits to its inter​mediary an SSA billing form that includes the item or service.  The fact that the item or service is shown on the wrong form (e.g., Part B ancillary services on an SSA-1453 rather than SSA-1483), or under the wrong item of the form, (e.g., a blood processing service under "blood") is immaterial if it is clear or can be established that the provider was claiming reimbursement for the item or service.

3305.2
Establishing Date of Filing.--Whenever the last day for timely filing of a claim for payment falls on a Saturday, Sunday, legal holiday, or other day all or part of which is a nonworkday for Federal employees because of Federal statute or executive order, the claim will be considered timely if it is filed on the next workday.

3305.3
Use of Postmark to Establish Filing Date.--Where the provider claim is submitted to the intermediary by mail, if it is material and to the advantage of the provider, the claim can be considered filed on
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the day the envelope was postmarked in the United States.  Thus, where an undated claim is received by the intermediary in the mail early in the month after the filing date, the envelope should, if practical, be retained.  If, in such a case, an envelope with a legible postmark is not available, a 7-day tolerance will usually apply.  For example, a claim for services provided in May 1976 received by an intermediary on or before January 10, 1978, may be presumed by the intermediary, in the absence of evidence to the contrary, to have been mailed on or before January 3, 1978 (which is the date the time limit expires because it is the first Federal workday after Saturday, December 31).  This rule will be applicable where the claim was mailed within the contiguous 48 States and the District of Columbia and received by an intermediary within such States.  In other cases, the reasonable tolerance may be longer and will depend on the usual mailing time under the particular circumstances.


Time Limits--Cost Reimbursement
3307.
TIME LIMITS FOR REQUESTS AND CLAIMS FOR PAYMENT FOR SERVICES REIMBURSED ON A RESONABLE COST BASIS.

Program payment of reasonable costs may not be made under Part A or Part B for provider services (including emergency services) unless the beneficiary or his representative has filed a timely request for payment, and the provider has filed a timely claim.  (See §3301.)

3307.1
Usual Time Limit.-- Effective with claims filed after December 31, 1974, the beneficiary request and the provider claim must be filed on or before December 31 of the calendar year following the year in which the services were furnished except as provided in §§ 3307.2 and 3307.3 below.  Services furnished in the last quarter of the year are considered furnished in the following year; i.e., the time limit is 2 years after the year in which such services were furnished.

EXAMPLE l:

A Medicare beneficiary received inpatient hospital services at General Hospital in September 1974.  The beneficiary signed a request for Medicare payment at the time of admission.  The hospital immediately submitted an admission notice and received a prompt reply.  The provider billing for the ser​vices must be filed with the intermediary on or before December 31, 1975, the close of the year following the year in which the services were furnished.

EXAMPLE 2:

A Medicare beneficiary received diagnostic tests at the outpatient department of General Hospital in November 1974 but did not inform the hospital of his entitlement to Part B of Medicare at that time.  His request for Medicare payment must be filed with the provider and the provider billing must be filed with the intermediary by December 31, 1976, the close of the year following the year the services were "furnished."  (The services furnished in November 1974 were deemed to be furnished in 1975.)
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3307.2
Extension of Time Limit Due to Delay in Transmitting Reply to Notice ofAdmission or Start of Care.--For purposes of the time limit in §3307.1, a provider shall be deemed to have filed a claim for payment for inpatient hos​pital services, posthospital extended care services, or home health services on the date it submitted an admission or start of care notice for such ser​vices, provided the claim is submitted within 60 days after the intermediary or Social Security Administration, as appropriate, replied to the admission or start of care notice.  Where the provider is establishing timely filing of the claim on this basis (i.e., the claim would not otherwise be timely filed), it should so note on the billing or an attachment to the billing, and indicate the date the admission notice was sent and the date the reply was received.

3307.3
Extension of Time Limit Where Late Filing Is Due to Administrative Error.--Where SSA error (i.e., misrepresentation, delay, mistake, or other action of SSA or its intermediaries or carriers) causes the failure of the provider to file a claim for payment within the time limit in §3307.1, the time limit will be extended through the last day of the sixth calendar month following the month in which the error is rectified by notification to the provider or beneficiary, but not beyond December 31 of the third calendar year after the year in which the services were furnished.  (For services furnished during October - December of a year, the time limit may be extended no later than the end of the fourth year after that year.)

The administrative error which prevents timely filing of the claim may affect the provider directly (or indirectly, i.e., by preventing the beneficiary or his representative from filing a timely request for payment).  Situations in which failure to file within the usual time limit in §3307.1 will be con​sidered to have been caused by administrative error include but are not limited to the following:

1.
The failure resulted because the individual's entitlement to HI or SMI was not established until long after the month for which it is effective (e.g., a beneficiary is awarded 2 years of retroactive coverage).

2.
The failure resulted from SSA's failure to notify the individual that his entitlement to HI or SMI had been approved, or in giving him (or his representative or the provider) cause to believe that he is not entitled to HI or SMI.

3.
The failure resulted from misinformation from SSA or the intermed​i​ary or carrier, e.g., that certain services were not covered under HI or SMI, although in fact they were covered.

4.
The failure resulted from excessive delay by SSA, the intermedi​ary, or the carrier in furnishing information necessary
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for the filing of the claim (see §3307.2 concerning delay in replying to the provider's admission or start of care notice).

5.
The failure resulted from advice by SSA or an authorized agent from SSA that precluded the filing of a claim until the provider receives certain information from the intermediary (e.g., a hospital following manual instructions does not file a billing for outpatient services where the services are expected to be paid for by workmen's compensation; but the hospital learns after the expiration of the time limit of the ultimate denial of workmen's compensation liability).

Any claim involving situations other than those listed above, where it appears that an extension of the time limit might be justified on the basis of adminis​tra​tive error should be sumbitted with a recommendation, before payment, to Social Security Administration, Beneficiary Eligibility Branch, BHI, l-H-5 East Building, Baltimore, Maryland  21235. Also, any claim, whether involving the situations listed above or others, in which administrative error prevented timely filing until after the close of the third year following the year in which the services were furnished (fourth year, in the case of services furnished in the October - December quarter) should be submitted to that address for advice before denial action.

EXAMPLE l:

Information submitted in connection with a claim for services during the period May 1974 - September 1974, filed in March 1976, shows that the beneficiary's application for HI was initially denied.  He was first notified on January 15, 1976, that he had HI effective May l974.  Under these circumstances, the intermediary may pay appropriate HI benefits for the services.  Although the usual time limit expired December 31, 1975, the error in this case--delay in establishing HI entitlement--was not corrected until January 15, 1976, thus extending the time limit to July 31, 1976.

EXAMPLE 2:

An individual requested enrollment in SMI in March 1975, the month before he attained age 65.  He received covered outpatient services in July 1975, but did not request payment because he had received no notice of his SMI entitlement.  Such notice was mailed to him on October 3, 1976.  Although the regular time limit for the services in July 1975 expired on December 3l, l976, the claim will be considered promptly and timely filed if it is filed on or before April 30, 1977 (within the 6-month period following the month in which the notice was sent).

A.
Developing Administrative Error.--Where administrative error is alleged to be responsible for late filing, the necessary evidence would ordinarily include:

1.
A statement from the beneficiary, his representative or the pro​vider, depending on whom the error directly affected, as to how he learned of the error, and when it was corrected, and one of the following:
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2.
A written report by the agency (SSA, carrier, intermediary) based on agency records, describing how its error caused failure to file within the usual time limit; or

3.
Copies of an agency letter or written notice reflecting the error; or

4.
A written statement of an agency employee having personal know​ledge of the error.

However, the statement of the beneficiary, his representative, or the provider is not essential if the other evidence establishes that his failure to file within the usual time limit resulted from administrative error, and that he filed a claim within 6 months after the month in which he was notified that the error was corrected.  There must be a clear and direct relationship between the administrative error and the late filing of the claim. Where the evidence is in the intermediary's own records, it should note he claims file to this effect.

B.
Coordinating Claims Which Involve Administrative Error.--Where the initial allegation of administrative error on the part of the Government is made to SSA, the servicing social security office (SSO) will forward any necessary report, statement and/or other evidence to the intermediary and will obtain and forward a request by the beneficiary or his representative for Medicare payment if such request was not previously filed with the provider or intermediary.  The intermediary will then obtain a billing from the provider if not previously submitted.

If an allegation that administrative error caused late filing is made to the intermediary or if the information furnished by the SSO is incomplete, the intermediary will request the necessary evidence (see A above) from the SSO servicing the beneficiary.  Such request may be made on Form SSA-1980 (Carrier or Intermediary Request for SSA Assistance) and, unless regional office instructions provide otherwise, will be made through the parallel SSO.  (See §3706.)  Where another carrier or intermediary allegedly caused the delay, the request for necessary information and evidence may be made by letter directly to the other carrier or intermediary.

Where ocvered expenses in excess of deductible and coinsurance exceed $l00 and the provider has assigned responsiblity for the late filing to the beneficiary (or his representative), corroboration of such responsibility should be obtained since otherwise the beneficiary could be forced to pay substantial charges for which he may not be liable. If the provider has not obtained a written explanation of the circumstances from the beneficiary, and there is no other corroboration of such responsibility, the intermediary should request the assistance of the SSO in obtaining it.  Corroboration may be in the form of a signed statement, a report of the oral explanation given by the beneficiary (or his representative or relative) of the late filing, or pertinent information in the SSO's files.
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C.
Intermediary Decides Whether Time Limit Will Be Extended.--The inter​mediary has the responsibility for deciding, on the basis of all pertinent circumstances, whether a late claim may be honored.  The intermediary may ordinarily accept a statement from some other component which shows whether there was an administrative error which could reasonably have prevented or deterred the claimant from filing within the usual time limit.  Similarly, the intermediary will ordinarily accept a statement from the component which corrected the error as to whether and when this was done.  However, where information submitted to the intermediary by another component involved in HI or SMI administration is incomplete or questionable, the intermediary may request clarification.

3308.
EFFECT ON BENEFICIARY AND PROVIDER OF LATE FILING OR BENEFICIARY'S REFUSAL TO FILE.

A.
Provider Is Responsible for Not Filing Timely.--Where the beneficiary request was filed timely (or would have been filed timely and the provider taken action to obtain a request from the patient whom the provider knew or had reason to believe might be a beneficiary) but the provider is responsible for not filing a timely claim, the provider may not charge the beneficiary for the services except for such deductible and/or coinsurance amounts as would have been appropriate if Medicare payment had been made.  The beneficiary is charged utilization days.  (See §3610.1B.)

B.
Patient Refuses to Request Medicare Payment or Provider Is Unaware of His Eligibility.--The provider may charge the beneficiary for covered services where no timely request for payment is filed by or on behalf of the beneficiary because:

(1)
The beneficiary refused to file.  (The deductible is credited to his SSA record and utilization days are charged.)  Or

(2)
The patient failed to bring his entitlement or possible entitle​ment to the attention of the provider and the provider had no other reason to believe the patient had Medicare.  If the patient later brings his entitlement to Part A or Part B (whichever is required for payment for the services) to the provider's attention after the time limit and the bill is not filed timely, the deductible and coinsurance will not be credited and utilization days will not be charged.

C.
Late Filing Reveals Continuation of Benefit Period.--The services furnished in (2) above could affect a benefit period in which later services were furnished by linking together what were originally thought to be two benefit periods.  For example:  Claims were timely filed and payment made for 75 days of inpatient hospital services at hospital A during the period July 20 - October 3, 1975, and 25 days of inpatient hospital services furnished at hospital C during the period January 15 - February 9, 1976.  After the expiration of the time limit, the beneficiary requested
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payment for 2 days of inpatient hospital services furnished at hospital B during the period November 26 - 28, 1975.  Although the untimely request for payment for 2 days did not result in charging the 2 days against his utiliza​tion record, it did reveal that the stay in hospital C was in the same benefit period as the stay in A.  Thus, assuming that lifetime reserve days were pre​viously exhausted, only 15 days of coverage were available for the stay in hospital C and overpayment was made for the remaining l0 days of the stay.

Do not collect any overpayment from either the beneficiary or provider based on the continuation of a benefit period that was revealed when the beneficiary filed a late request for payment as illustrated in the example above, unless evidence shows that the overpayment was the result of fraud or similar fault.  (See §3709.1.) Collection of such an overpayment would be inequitable since it would impose another penalty because of the late filing, in addition to the denial of the late bill.

Since corrected bills are required in such overpayment cases, follow the pro​cedure in §3711.8 to assure that the provider does not have the overpayment recouped in the cost settlement.  Report the overpayment to SSA by letter.

3309.
FILING CLAIM WHERE USUAL TIME LIMIT HAS EXPIRED

As a general rule, where you receives a late filed claim submitted by a provider with no explanation attached as to the circumstances surrounding the late filing, assume that the provider accepts responsibility for the late filing.

Where it comes to the attention of a provider that health services which are or may be covered were furnished to a beneficiary but that the usual time limit in §3307.1 on filing a claim for such services has expired, the provider should take the following action.

3309.1
Part A Institutional Provider Services and Part A and Part B Home Health Services.--Where the provider accepts responsibility for late filing, it should file a no-payment bill.  (See §§3610ff.)  Where the provider believes the beneficiary is responsible for late filing, it should also file a no-payment bill and attach a statement explaining the circumstances which led to the late filing and giving the reasons for believing that the beneficiary (or other person acting for him) is responsible for the late filing and, if practicable, attach the statement of the beneficiary as to his view on these circumstances.

Where the provider believes SSA or its agents are responsible for the late filing, it should file a regular payment bill and attach a statement explaining the circumstances which led to the late filing. If SSA, you, or carrier error prevented the beneficiary or his representative from filing a timely request for payment, if practicable, the provider should obtain the written explanation of the beneficiary as to the circumstances.
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3309.2
Part B Services Other Than Home Health Service.--Where the provider accepts the responsibility for the late filing, it submits a no-payment bill.

Where the provider believes the beneficiary is responsible for late filing, it files a no-payment bill, attaches a statement explaining the circumstances which led to late filing and setting forth reasons for belief that the bene​ficiary (or person acting for him) is responsible for the late filing and, if practicable, attaches the statement of the beneficiary as to his view of the circumstances.  Where the provider believes SSA or its agent is responsible for the late filing, it proceeds as in §3309.1.

3310.
CLAIMS FOR PAYMENT FOR EMERGENCY HOSPITAL SERVICES AND SERVICES OUTSIDE THE UNITED STATES

The time limit for requests and claims for payment for emergency hospital services and hospital services outside the United States, whether or not the hospital has elected to bill the program, is the same as for participating hospitals.  (See §§3307ff.)  Where the hospital has not elected to bill Medicare, the beneficiary claims payment for emergency hospital services in the United States and hospital services outside the United States.

The beneficiary may also claim payment for physician and ambulance services furnished in connection with foreign hospitalization.  The time limit for claims involving these services is the same as for other services reimbursed on a reasonable charge basis.  (See §3312.)

The claim for emergency hospital services and other services outside the United States will be considered timely filed if filed with any carrier or intermediary within the time limit.
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