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3728.
PROCESSING UNDELIVERABLE EOMB's AND NOTICES OF DENIAL AND PARTIAL DENIAL 

3728.l
You Receive an Undeliverable Notice.--Medicare Benefit Notices, EOMBs or notices of denial or partial denial may be returned to you when the beneficiary has moved or died.

A.
Beneficiary Deceased.--

1.
Notice Does Not Include Check.--If the returned notice indicates the beneficiary is deceased and no payment is due, destroy the notice unless it is an EOMB on an assigned claim.  These must be retained for investigation per §3728.3.

2.
Notice Includes Check.--If the returned notice indicates the beneficiary is 

deceased and payment is due, void the check and destroy the notice.  If the amount due is $50 or more, develop an underpayment claim in accordance with §3715.1.

B.
Beneficiary Alive.--

1.
Notice Does Not Include Check.--Do not develop for a better address.  If the returned notice represents an assigned claim, retain the notice for investigation per  §3728.3.  If the returned notice is for an unassigned claim, destroy it.

2.
Notice Includes Check.--If the returned notice includes a check, review the notice for accuracy of the name and address.  If it is clerically correct, i.e., spelling is correct, review the notice for an address change.  The Carrier Alphabetic State List (CAST), if available, can be used as a source for address changes. (See §3505.)  City and telephone directories can also be checked.  Remail the EOMB and check if a new or corrected address is located.   Use a new envelope marked "Second Mailing."

If the returned check is $50 or more and a more current address is not available, retain the check and send the notice to the SSO with a request for assistance in accordance with local arrangements.  Furnish the SSO the reason(s) the notice and check were not delivered.  

If the returned check is for less than $50 and a more current address is not available, void the check and hold the EOMB pending investigation per §3728.3.  If a check for less than $50 is returned after a "Second Mailing", void the check and hold the notice pending investigation per §3728.3.

3.
SSO Response.--The SSO will respond according to the situation:

o
When the address on the notice is incorrect and the correct address is established, the SSO returns the notice to you for remailing with the check.

o
If the SSO cannot locate the beneficiary, it returns the notice to you. If it is determined that the beneficiary is deceased, the SSO develops a claim for the underpayment if the amount is $50 or more.
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3728.2
Notices Returned Directly to the SSO.--

A.
Beneficiary Deceased.--

1.
Notice Does Not Include Check.--The SSO destroys notices or EOMBs on unassigned claims without checks.  The SSO returns EOMBs on assigned claims to you for investigation per §3728.3.

2.
Notice Includes Check.--Attached or accompanying checks are stamped "Not Negotiable" and returned to you with the notice.  The SSO gives the person returning the check a receipt and develops an underpayment claim for amounts of $50 or more.  The SSO generally takes an underpayment claim regardless of the amount if a check is returned by an individual entitled to the underpayment who wishes to file for it.  If a check for less than $50 is returned by a person not entitled to receive it, the SSO explains the underpayment provisions but does not solicit a claim from a qualified person.

B.
Beneficiary Alive.--

1.
Notice Does Not Include Check.--The SSO destroys undeliverable  notices on unassigned claims.  The SSO returns notices on assigned claims to you for investigation per §3728.3.

2.
Notice Includes Check.--If the SSO can locate the beneficiary, it will send the EOMB and check to  the correct address.  If the SSO cannot locate the beneficiary, it will return the EOMB and check to you with a statement to that effect.  The check is stamped "Nonnegotiable" by the SSO. Void the check and retain the notice for investigation per §3728.3.

3728.3
Use of Undeliverables for Quality Control.--Treat undeliverable notices as a ready source for investigating the quality of your operation.  Also, use them as a guide to possible fraud situations. Investigate continued undeliverables involving the same provider.
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3730.
PROVIDER LETTERS TO ESTABLISH BENEFICIARY NOTICE OF MEDICARE

NONCOVERAGE

The following letters must be used by providers and as required by §3440 Establishing When Beneficiary is on Notice of Noncoverage.

3730.1
Completion of SNF Denial Letters (Exhibits 1-5).--The letters serve as notices to the beneficiaries of noncovered SNF services and contain the required noncoverage information.  (See §§3421.B.2 and 3439.1.)  Where the PRO is not making utilization determinations about SNF care, these letters must be used.  The letters notify the beneficiary of noncovered services and contain the required noncoverage information.

NOTE:
These letters do not apply to swing-bed determinations.

The provider makes an original and two copies.  (If you require a copy, one more copy will be made.) The provider gives or, where this is not possible, mails the original to the beneficiary (or person acting in his behalf); sends the first copy to the patient's attending physician, and keeps the second copy.  When a copy is given a beneficiary (or person acting on his behalf) the provider's copy should contain the signature of the beneficiary (or person acting on his behalf) acknowledging the date he received the notice.  Where personal delivery is not possible, the provider copy should reflect the date the beneficiary was notified by telephone and the date the notice was mailed.

A.
Heading of Letter.--The appropriate letter is selected.

l.
Provider Designation.--The SNF's name and address appears at the top.

2.
Date Line.--The date the letter is given or mailed to the beneficiary or his representative. 

3.
Address Line.--The name of the beneficiary (or the person acting on his behalf) and if the letter was mailed, the address of the beneficiary (or the person acting on his behalf) is entered.

4.
Re Line.--Where the letter is addressed to a person acting on behalf of the beneficiary, this shows the name of the beneficiary.  In all cases, the beneficiary's HICN and the date of admission are shown.

B.
Body of Letter.--

1.
Dates.--These are inserted following the instructions below.

2.
Reason Noncovered.--This may be specific citing the medical facts in the case, or a SNF denial paragraph selected and inserted which best describes the reason the services are noncovered.
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3.
Notification.--The letters must include all required notifications as stated in the contents of the appropriate letter.

Letter 1. Used where you advised the SNF of the noncoverage of services.  The date inserted is the first date you determined that covered care ended.

Letter 2.  Used where the SNF is advised by its URC that the stay was not medically necessary upon admission.  The date is the first day on which the stay is not medically necessary.

Letter 3.  Used where the URC finds and advises the SNF that further stay is not medically necessary.  The date is the first day on which the stay is not medically necessary.

NOTE:
This notice of noncoverage is not a replacement for, but in addition to required URC notices.  It protects the SNF from liability in the event the beneficiary, for some reason, does not receive the URC notice.

Letter 4.  Used where the SNF determined prior to, or upon admission, that the services to be furnished the beneficiary are not covered.

Letter 5.  Used where the SNF determined that further services to be furnished the beneficiary are not covered.  The date inserted is the date of the first day on which the services are not covered, usually the day following the date of the notice.

C.
Phone Contact.--Unsuccessful.

An in-person or phone contact could not be made with the beneficiary or the person acting on behalf of the beneficiary.  The letter is mailed on the same day that the contact was attempted.  (See §3440.1A.)

D.
Signature of Administrative Officer.--The SNF's administrative officer or his agent signs.

E.
Beneficiary Acknowledgements.--

o
Request for Medicare Intermediary Review - The beneficiary or the person acting on the beneficiary's behalf checks one of the boxes indicating whether or not a bill is to be submitted.

o
Verification of Receipt - One of the items is completed to verify that the notice of noncoverage was issued to the beneficiary or to the beneficiary's agent.  (If the beneficiary or the person acting on the beneficiary's behalf refuses to sign the verification, the provider's copy of the letter is annotated.  It indicates the circumstances and persons involved.)
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SNF DENIAL LETTER EXHIBIT 1

INTERMEDIARY DETERMINATION OF NONCOVERAGE

NAME OF SNF


ADDRESS


DATE

TO:
NAME
RE:
NAME OF BENEFICIARY

ADDRESS

HICN

DATE OF ADMISSION

On (Date), the Medicare intermediary advised us that the services you receive beginning (Date) will no longer qualify as covered under Medicare.

The Medicare intermediary will send you a formal determination as to the noncoverage of your stay after (Date).  If you wish to appeal, the formal notice will contain information about how this can be done.  The intermediary will inform you of the reason for denial and your appeal rights.

We regret that this may be your first notice of the noncoverage of services under Medicare.  Our efforts to contact you earlier, in person or by telephone, were unsuccessful.

Please verify receipt of this notice by signing below.

Sincerely yours,

___________________________________

Signature of Administrative Officer
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SNF DENIAL LETTER EXHIBIT 1 (CONT.)

VERIFICATION OF RECEIPT OF NOTICE
A.
This acknowledges that I received the attached notice of noncoverage of services under Medicare on (date of receipt).

_______________________________________

(Signature of Beneficiary or Person

acting on the Beneficiary's behalf)

B.
This confirms that you were advised of the noncoverage of the services under Medicare by telephone on (date of telephone contact).

_________________________________________________

(Name of Beneficiary or Representative contacted)

_____________________________________

(Signature of Administrative Officer)


KEEP A COPY OF THIS FOR YOUR RECORDS
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SNF DENIAL LETTER EXHIBIT 2

UR COMMITTEE DETERMINATION OF ADMISSION


NAME OF SNF


ADDRESS


DATE

TO:
NAME
RE:
NAME OF BENEFICIARY

ADDRESS

HICN 

DATE OF ADMISSION

On (Date), our Utilization Review Committee reviewed your medical information available at the time of, or prior to your admission, and advised us that the services (you or beneficiary's name) needed do not meet the requirements for coverage under Medicare. The reason is:

(Insert specific reason the services were determined to be noncovered.)
This decision has not been made by Medicare.  It represents the Utilization Review Committee's judgment that the services you needed did not meet Medicare payment requirements.  Normally, under this situation, a bill is not submitted to Medicare.  A bill will only be submitted to Medicare if you request us to submit one.  Furthermore, if you want to appeal this decision you must request that a bill be submitted.  If you request a bill be submitted, the Medicare intermediary will notify you of its determination.  If you disagree with that determination you may file an appeal.

You must also request that a bill be submitted to Medicare if you have questions concerning your liability for payment for the services you received. 

Under a provision of the Medicare law, you do not have to pay for noncovered services determined to be custodial care or not reasonable or necessary unless you had reason to know the services were noncovered.  You are considered to know that these services were noncovered effective with the date of this notice.

We regret that this may be your first notice of the noncoverage of services under Medicare.  Our efforts to contact you earlier in person or by telephone were unsuccessful.

Please check one of the boxes below to indicate whether or not you want your bill submitted to Medicare and sign the notice to verify receipt.

Sincerely yours,

___________________________________

Signature of Administrative Officer
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SNF DENIAL LETTER EXHIBIT 2 (CONT.)

REQUEST FOR MEDICARE INTERMEDIARY REVIEW
/ /
A.
I do want my bill submitted to the intermediary for a Medicare decision.  You will be informed when the bill is submitted.

If you do not receive a formal Notice of Medicare Determination within 90 days of this request you should contact:  (Name and address of intermediary).
/ /
B.
I do not want my bill submitted to the intermediary for a Medicare decision.

I understand that I do not have Medicare appeal rights if a bill is not submitted.

NOTE:
Beginning October 1, 1989, you are not required to pay for services which could be covered by Medicare until a Medicare decision has been made.


VERIFICATION OF RECEIPT OF NOTICE
C.
This acknowledges that I received the attached notice of noncoverage of services under Medicare on (date of receipt).

_________________________________________________________


(Signature of Beneficiary or Person


 acting on the Beneficiary's behalf)

D.
This is to confirm that you were advised of the noncoverage of the services under Medicare by telephone on (date of telephone contact).

___________________________________________________________


(Name of Beneficiary or Representative contacted)


____________________________________________________________


(Signature of Administrative Officer)


KEEP A COPY OF THIS FOR YOUR RECORDS

7-168
Rev. 1435

07-89
PAYMENT PROCEDURES
3730.1(Cont.)


SNF DENIAL LETTER EXHIBIT 3

UR COMMITTEE DETERMINATION ON CONTINUED STAY


NAME OF SNF


ADDRESS


DATE

TO:
NAME
RE:
NAME OF BENEFICIARY

ADDRESS

HICN

DATE OF ADMISSION

On _(Date)_ our Utilization Review Committee reviewed your medical information and found that the services furnished (you or beneficiary's name) no longer qualified for payment by Medicare beginning  (Date).

The reason for this is:  (Insert specific reason services were determined to be noncovered).
This decision has not been made by Medicare.  It represents the Utilization Review Committee's judgment that the services you needed no longer met Medicare payment requirements.  A bill will be sent to Medicare for the covered services you received before (Date).   Normally, the bill submitted to Medicare does not include services provided after this date.  If you want to appeal this decision, you must request that the bill submitted to Medicare include the services you received after our URC determined them to be noncovered.  Medicare will notify you of its determination.  If you disagree with that determination, you may file an appeal.

Under a provision of the Medicare law, you do not have to pay for noncovered services determined to be custodial or not reasonable or necessary unless you had reason to know the services were noncovered.  You are considered to know that these services were noncovered effective with the date of this notice.

We regret that this may be your first notice of the noncoverage of services under Medicare.  Our efforts to contact you earlier in person or by telephone were unsuccessful.

Please check one of the boxes below to indicate whether or not you want the bill for services after (Date) submitted to Medicare and sign the notice to verify receipt.

Sincerely yours,

___________________________________

Signature of Administrative Officer
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SNF DENIAL LETTER EXHIBIT 3 (CONT.)

REQUEST FOR MEDICARE INTERMEDIARY REVIEW
/ /
A.
I do want my bill for services I continue to receive to be submitted to the intermediary for a Medicare decision.  You will be informed when the bill is submitted.

If you do not receive a formal Notice of Medicare Determination within 90 days of this request you should contact:  (Name and address of intermediary).
/ /
B.
I do not want my bill for services submitted to the intermediary for a Medicare decision.

I understand that I do not have Medicare appeal rights if a bill is not submitted.

NOTE:
Beginning October 1, 1989, you are not required to pay for services which could be covered by Medicare until a Medicare decision has been made.


VERIFICATION OF RECEIPT OF NOTICE
C.
This acknowledges that I received this notice of noncoverage of services under Medicare on (date of receipt).

_________________________________________________________


(Signature of Beneficiary or Person


 acting on the Beneficiary's behalf)

D.
This is to confirm that you were advised of the noncoverage of the services under Medicare by telephone on (date of telephone contact).

___________________________________________________________


(Name of Beneficiary or Representative contacted)


____________________________________________________________


(Signature of Administrative Officer)


KEEP A COPY OF THIS FOR YOUR RECORDS
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SNF DENIAL LETTER EXHIBIT 4

SNF DETERMINATION ON ADMISSION


NAME OF SNF


ADDRESS


DATE

TO:
NAME
RE:
NAME OF BENEFICIARY

ADDRESS

HICN

DATE OF ADMISSION

On (Date), we reviewed your medical information available at the time of, or prior to your admission, and we believe that the services (you or beneficiary's name) needed did not meet the requirements for coverage under Medicare.  The reason is:

(Insert specific reason services are determined to be noncovered.)
This decision has not been made by Medicare.  It represents our judgment that the services you needed did not meet Medicare payment requirements.  Normally, under this situation, a bill is not submitted to Medicare.  A bill will only be submitted to Medicare if you request that a bill be submitted.  Furthermore, if you want to appeal this decision, you must request that a bill be submitted.  If you request that a bill be submitted, the Medicare intermediary notify you of its determination.  If you disagree with that determination, you may file an appeal.

Under a provision of the Medicare law, you do not have to pay for noncovered services determined to be custodial care or not reasonable or necessary unless you had reason to know the services were noncovered.  You are considered to know that these services were noncovered effective with the date of this notice.

If you have questions concerning your liability for payment for services you received prior to the date of this notice, you must request that a bill be submitted to Medicare.

We regret that this may be your first notice of the noncoverage of services under Medicare.  Our efforts to contact you earlier in person or by telephone were unsuccessful.

Please check one of the boxes below to indicate whether or not you want your bill submitted to Medicare and sign the notice to verify receipt.

Sincerely yours,

___________________________________

Signature of Administrative Officer
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SNF DENIAL LETTER EXHIBIT 4 (CONT.)

REQUEST FOR MEDICARE INTERMEDIARY REVIEW
/ /
A.
I do want my bill submitted to the intermediary for a Medicare decision.  You will be informed when the bill is submitted.

If you do not receive a formal Notice of Medicare Determination within 90 days of this request you should contact:  (Name and address of intermediary).
/ /
B.
I do not want my bill submitted to the intermediary for a Medicare decision.

I understand that I do not have Medicare appeal rights if no bill is submitted.

NOTE:
Beginning October 1, 1989, you are not required to pay for services which could be covered by Medicare until a Medicare decision has been made.


VERIFICATION OF RECEIPT OF NOTICE
C.
This acknowledges that I received this notice of noncoverage of services under Medicare on (date of receipt).

_________________________________________________________


(Signature of Beneficiary or Person acting


 on the Beneficiary's behalf)

D.
This is to confirm that you were advised of the noncoverage of the services under Medicare by telephone on (date of telephone contact).

___________________________________________________________


(Name of Beneficiary or Representative contacted)


____________________________________________________________


(Signature of Administrative Officer)


KEEP A COPY OF THIS FOR YOUR RECORDS
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SNF DENIAL LETTER EXHIBIT 5

SNF DETERMINATION ON CONTINUED STAY

NAME OF SNF


ADDRESS


DATE

TO:
NAME
RE:
NAME OF BENEFICIARY

ADDRESS

HICN

DATE OF ADMISSION

On (Date), we reviewed your medical information and found that the services furnished (you or beneficiary's name) no longer qualified as covered under Medicare beginning (Date).

The reason is:  (Insert specific reason services are considered noncovered.)
This decision has not been made by Medicare.  It represents our judgment that the services you needed no longer met Medicare payment requirements.  A bill will be sent to Medicare for the services you received before (Date).  Normally, the bill submitted to Medicare does not include services provided after this date.  If you want to appeal this decision, you must request that the bill submitted to Medicare include the services we determined to be noncovered.  Medicare will notify you of its determination.  If you disagree with that determination, you may file an appeal.

Under a provision of the Medicare law, you do not have to pay for noncovered services determined to be custodial care or not reasonable or necessary unless you had reason to know the services were noncovered.  You are considered to know that these services were noncovered effective with the date of this notice.

We regret that this may be your first notice of the noncoverage of services under Medicare.  Our efforts to contact you earlier in person or by telephone were unsuccessful.

Please check one of the boxes below to indicate whether or not you want your bill submitted to Medicare and sign the notice to verify receipt.

Sincerely yours,

___________________________________

Signature of Administrative Officer
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SNF DENIAL LETTER EXHIBIT 5 (CONT.)

REQUEST FOR MEDICARE INTERMEDIARY REVIEW
/ /
A.
I do want my bill for services I continue to receive to be submitted to the intermediary for a Medicare decision.  You will be informed when the bill is submitted.

If you do not receive a formal Notice of Medicare Determination within 90 days of this request you should contact:  (Name and address of intermediary).
/ /
B.
I do not want my bill for services I continue to need to  be submitted to the intermediary for a Medicare decision.

I understand that I do not have Medicare appeal rights if a bill is not submitted.

NOTE:
Beginning October 1, 1989, you are not required to pay for services which could be covered by Medicare until a Medicare decision has been made.


VERIFICATION OF RECEIPT OF NOTICE
C.
This acknowledges that I received this notice of noncoverage of services under Medicare on (date of receipt).

_________________________________________________________


(Signature of Beneficiary or Person acting

 
on the Beneficiary's behalf) 

D.
This is to confirm that you were advised of the noncoverage of the services under Medicare by telephone on (date of telephone contact).

___________________________________________________________


Name of Beneficiary or Representative contacted)


____________________________________________________________


(Signature of Administrative Officer)


KEEP A COPY OF THIS FOR YOUR RECORDS
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3730.2
Completion of HHA Model Letter (Exhibit 1).--Model letter, Exhibit 1, serves as notice to the beneficiary of noncovered home health services.  The provider makes an original and two copies.  (If you require a copy, one more will be made.) The provider gives, or where this is not possible, mails the original to the beneficiary (or the person acting on his behalf); sends the first copy to the beneficiary's attending physician, and keeps the second.  When a copy is given a beneficiary (or person acting on his behalf) the provider's copy contains the signature of the beneficiary (or person acting on his behalf) acknowledging the date he received the notice.  Where personal delivery is not possible, the provider's copy reflects the date the beneficiary was notified by telephone, and the date the notice was mailed.

A.
Heading of Letter.--

l.
Provider Designation.--The HHAs name and address appears at the top. 

2.
Date Line.--The date the letter is given or mailed to the beneficiary or his representative is shown.

3.
Address Line.--Shows the name of the beneficiary (or the person acting on his behalf) and if the letter was mailed, the address of the beneficiary (or the person acting on his behalf).
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MODEL LETTER EXHIBIT 1
NAME OF HHA

ADDRESS

DATE

RE:
NAME OF BENEFICIARY

TO:
NAME





HICN

ADDRESS




DATE OF START OF CARE

REFERRED TO SERVICES:                           
The item checked below explains that the above indicated home health services which the Medicare beneficiary received, or was to receive, from this Home Health Agency are not covered by Medicare.

     l
.
The medical information available at the time of, or prior to, the start of care shows that the specific services to be furnished by this agency do not meet the requirements for coverage under Medicare.  However, should you request us to file a claim with Medicare, you will receive a formal determination from the Medicare intermediary as to the coverage of the home health services.

     2.

The specific services furnished you no longer qualify as covered under Medicare, beginning          .  The Medicare intermediary will send you a formal determination as to the noncoverage of the home health services.

     3.

The Medicare intermediary advises that the type of services furnished you no longer qualify as covered under Medicare beginning          .  The Medicare intermediary will send you a formal determination as to the noncoverage of the home health services.  The Medicare intermediary servicing this agency is (Name and address of Medicare intermediary).

     4.

We regret that this may be your first notice of the noncoverage of the home health services under Medicare.  Our efforts to contact you earlier in person or by telephone were unsuccessful.


___________________________________________


(Signature of Administrative Officer)   


**


VERIFICATION OF RECEIPT OF NOTICE
     A.

This acknowledges that I received this notice of noncoverage of services under Medicare on (date of receipt).


_________________________________________


(Signature of Beneficiary or Person


 acting on the Beneficiary's behalf)

     B.
This confirms that you were advised of the noncoverage of the

services under Medicare by telephone on (date of telephone contact).


___________________________________________


(Signature of Administrative Officer)


KEEP A COPY OF THIS FOR YOUR RECORDS


No action on your part is required
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4.
Re Line.--Where the letter is addressed to a person acting on behalf of the beneficiary, this shows the name of the beneficiary.  In all cases, the beneficiary's HICN and the date of start of care appear.

5.
Referred to Services.--The type and number of services referred to in the letter is specified.  For example, if the beneficiary received 8 nursing visits per month and it was determined that only 2 were medically necessary, this item indicates, "6 nursing visits per month."

If the beneficiary received both nursing services and physical therapy services and the nursing services were not covered, the provider indicates "nursing services only."

If all services were determined not to be medically necessary, "all services" is entered.

B.
For Body of Letter.--Appropriate item(s) are checked:

ITEM l.

Checked where a HHA determined prior to, or at the start of care, that the services to be furnished are not covered.
ITEM 2.

Checked where a HHA determines that further services to be furnished will not be covered.  The date inserted is the first day on which the services are no longer covered.

ITEM 3.

Checked where you advised the HHA of the noncoverage of services.  The date inserted is the first date you determine that the home health services are no longer covered.

After the above items, your name and address is shown.

ITEM 4.

Checked where an in-person or phone contact could not be made with the beneficiary or the person acting on behalf of the beneficiary.  When this item is checked, the model letter is mailed on the same day as the contact was attempted.  (See §3440.lA.)
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C.
Signature of Administrative Officer.--The letter is signed by an administrative officer of the agency or his/her agent.

D.
Verification of Receipt.--The appropriate item is checked and completed to verify that notice of noncoverage was issued to the beneficiary or to the person acting on behalf of the beneficiary.  Only one item is checked.

ITEM A.

Checked and completed where contact was made in person (i.e., the notice was personally delivered).  If the beneficiary or the person acting on behalf of the beneficiary refused to sign the verification, the provider's copy of the model letter is annotated accordingly, indicating the circumstances and persons involved.

ITEM B.

Checked and completed where only telephone contact was made.
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