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3712
REFERRAL TO HCFA OF UNRECOVERED OVERPAYMENT CASES (INCLUDING GUARANTEE OF PAYMENT CASES).

When you determine in accordance with §§3709.3, 3711ff. or 3714.2 that an overpayment case is to be referred to HCFA as uncollected, address it to:

Health Care Financing Administration

Overpayment Section

P. O. Box 120

Baltimore, MD  21203

(If the Railroad Retirement Board (RRB) has jurisdiction, HCFA forwards the file to the RRB.)

HCFA (or RRB) reviews the case for correct application of program policies and, refers the case to the servicing program center for further recovery efforts or waiver consideration.  When referring overpayment cases to HCFA (or RRB) include sufficient information to enable HCFA to determine how the overpayment occurred and whether it was correctly calculated.

No further recovery action is required after referring an uncollected overpayment. However, if the beneficiary refunds all, or part, of the overpayment, or appeals the overpayment decision, or requests waiver, notify HCFA promptly.

3712.1
Use of Form HCFA-2382 to Refer Uncollected Overpayments to HCFA.--Use form HCFA-2382, Intermediary Transmittal of Uncollected Medicare Overpayments, to refer to HCFA, unrecovered overpayments of more than $50 for which beneficiaries are responsible.  This form with its attachments, serves a dual purpose.

o
It affords a basis for a HCFA review of the overpayment, and

o
It provides a summary of how the overpayment arose and was calculated for use by the Social Security Administration, or the HCFA in making further recovery efforts.

3712.2
Instructions for Completion and Distribution of Form HCFA-2382.--Send the original with appropriate attachments to HCFA.  Retain a copy for your files.  The following are specific instructions for completing certain items on the form.

Item 4.
Beneficiary Deceased
You need make no n effort to find out whether the estate of a deceased beneficiary is being administered, but include the information under "Remarks" if it is known.

Item 5.
Welfare Number
If the beneficiary is entitled to Medicaid or cash welfare benefits, enter the individual's welfare and/or medical assistance number.
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Item 5.
Dates of Services
Show the dates of services for which the overpayment was made.  Dates are pertinent, for example, to statutory rules on coverage of services, the deductible and coinsurance amounts, and the determination of days covered by the guarantee.  In (b) show the number of reserve days used because of the overpayment due to prior utilization or exhaustion of benefits.  (See §3106B.)

Item 9.
Cause of Overpayment
Where the checkboxes provided in this item, plus the enclosed correspondence are insufficient to completely describe the cause of the overpayment, furnish additional information under "Remarks". (See §3712.3.)  If the "services not covered" block, explain why the services were not covered in Item 13, "Remarks," and cite the pertinent sections of this manual.

Item 10.
Amount of Overpayment
Determine the amount of the overpayment taking into account § 3709.1.  Explain the computation of the overpayment in Item 13 "Remarks".  The explanation must be sufficient to enable the program service center to explain to the beneficiary how the overpayment was computed.

Item 11.
Why Offset Not Made Against Provider
Fully explain why the provider was relieved of liability, in terms of §§ 3808ff.  A mere statement that the provider was not at fault or that the overpayment was due to your or HCFA's error is not sufficient.

If the overpayment occurred because of prior utilization; i.e., because of misapplication of the coinsurance or payment for services rendered after benefits were exhausted, list the dates of all prior services rendered by the provider in that benefit period.  This information should show that either:

o
The beneficiary had not been a patient in this provider during the 60-day period prior to the admission which gave rise to the overpayment or

o
If the beneficiary was a patient there during the 60-day period, the provider could not have known from its own records that the payment it received was incorrect.  (See §3708.2B.)

(If in the case of a utilization overpayment, the circumstances do not fit these conditions, recover from the provider.)

Item l2.
Efforts to Recover
List the dates of recovery letters and any other efforts (e.g., telephone or personal contacts or offset) undertaken to recover the overpayment.  State whether any part of the overpayment has been recovered and from what source.  If a beneficiary's response to a notice of overpayment indicates that repayment would cause hardship, note that fact and enclose a copy of his reply.
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If the beneficiary was receiving cash welfare benefits or medical assistance or is covered by private health insurance or another government plan, state what efforts you made to recover the overpayment from the welfare agency or insurance plan.  If efforts were made, explain why the agency or plan did not refund the overpayment.  (Attach a copy of the agency or plan's letter if the refusal was in writing.)  If you made no efforts were made to recover from the welfare agency or insurance plan explain why not.

Item 13.
Remarks
Use for the following purposes:

o
If the beneficiary or survivor requests waiver or indicates that refund would be impossible, would be unfair, or would work a hardship, include a statement to that effect.

o
Give further details concerning the information required by any other item, as necessary (particularly items 4, 9 and l0).

o
Any pertinent information not provided on the form.

o
Include the special annotation and information described in §3712.4.

3712.3
Attachments to the Form HCFA-2382.--Include the following material:

o
Copies of original and corrected billing forms.  If the beneficiary filed the claim, include copies of any necessary supporting forms, such as emergency admission information.

o
Copies of the initial overpayment letter and any followup letters informing him that he was overpaid.

o
Originals of replies from the beneficiary, anyone acting  on his behalf, his survivor or estate's representative.

o
If the beneficiary or another party questioned the existence of the overpayment, include the disposition of the request for reconsideration and of any subsequent appeal.

o
Copies of any letters you sent to insurance companies or welfare agencies requesting reimbursement.  Any replies received.

o
Any documentation or correspondence bearing on whether the beneficiary was at fault with respect to the incorrect payment, e.g., a letter from the beneficiary.

o
Other pertinent correspondence.

37l2.4
Special Annotation and Additional Information Required for the Overpayment Situations in §3709.3.--Section 3709.3 specifies the types of overpayments to referred to HCFA for waiver consideration before undertaking any recovery action.

Rev. 1298
7-65

3712.5
PAYMENT AND POSTPAYMENT PROCEDURES
10-86

When referring cases under §3790.3, include (Remarks) the following:

o
The annotation:  "For HCFA consideration of waiver per §3709.3."

o
A recommendation as to whether the beneficiary was without fault with respect to the overpayment and the reason for the recommendation; and

o
If the overpayment was discovered subsequent to the third calendar year after the year of payment:

-
The date the payment in question was approved; and

-
The date the payment was determined to be incorrect.  (§3708.6 explains how to determine the third calendar year after the year of payment.)

When referring overpayments caused by lack of Medicare entitlement, annotate (Remarks) in red "Nonentitlement Case - for HCFA development and/or waiver consideration.

3712.5
Refund Offered After Referral to HCFA or RRB.--After an uncollected overpayment for which a beneficiary is liable has been referred to HCFA,  do not start any further action to collect the incorrect payment.  In most cases either the overpayment can be deducted from the beneficiary's monthly social security or railroad retirement benefit, or recovery may be waived by HCFA or the SSA program service center (or RRB).

In the event that payment is offered after referral, accept it and notify HCFA as soon as possible to avoid duplicate collection.

3712.6.
HCFA Processing of Provider Overpayments for Which Beneficiary is Liable.--HCFA refers overpayment cases for which a beneficiary is liable to the appropriate social security program service center and that office either recovers the overpayment or waives recovery.  In some cases HCFA may waive recovery.  The Medicare law permits waiver of recovery from a beneficiary if 

o
The beneficiary was without fault in causing and accepting the overpayment; and

o
Recovery would either be against equity and good conscience, would defeat the purpose of the Medicare program or would cause economic hardship.

If the program service center is unable to either recover or waive the overpayment, it may report it to the Department of Justice for further recovery action.
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37l4.
GUARANTEE OF PAYMENT PROVISIONS.

A.
General.--Under the guarantee of payment provisions, a hospital may be paid, under certain conditions, for inpatient hospital services furnished to a beneficiary whose eligibility for inpatient hospital benefit days has been exhausted.  The guarantee provisions also apply to the 190-day lifetime limitation on inpatient psychiatric hospital services.

The guarantee of payment provisions are not applicable until the individual has exhausted his 60-day lifetime reserve days of inpatient hospital services except where the beneficiary is deemed to have elected not to use lifetime reserve days.  In these cases, the guarantee of payment provision generally applies since the reserve days cannot be used. (See §§3l06B and C and §§3106.2A and 2D(2); but see also §3106.2A for the exception to this rule.)

The guarantee applies only to inpatient hospital services furnished by a participating hospital, whether general or psychiatric.  The guarantee does not apply to other benefits provided under the hospital or medical insurance program.  The provision assures that payment will be made to a hospital, as limited by the provisions described in §§37l4.l and 37l4.2, where it provides services before it becomes aware that the patient's benefits are exhausted.

The guarantee extends only to inpatient services furnished individuals who have exhausted their eligibility for inpatient hospital services as described above, and does not extend to individuals who have no coverage for other reasons, e.g., one who is not entitled under hospital insurance or whose entitlement has been terminated.

A hospital is not required to claim payments under this provision; it may look to the patient for payment.  A hospital may not charge a beneficiary for services for which it is paid under the guarantee.

B.
Requirements for Payment Under the Guarantee.--A hospital billing involving the guarantee of payment must be accompanied by information sufficient to justify payment under this provision.  If such information is not included, request it from the hospital.  Evaluate the information on the billing form and the explanation along the following guidelines:

l.
Covered Services.--The services shown on the bill must be within the scope of covered services.

2.
Reasonable Grounds to Believe Entitlement Existed.--There must have been reasonable grounds for the hospital's assumption that entitlement to benefits existed, e.g., the patient displayed an HI card and was identified as the proper holder of such card or the Social Security Administration office informed the hospital that the patient was insured and had reached age 65.  Use the criteria in §3708.l in deciding whether the hospital acted in good faith in assuming that the individual was entitled to inpatient hospital benefits.

3.
Refund Made.--See §340l.l for requirement that the provider refund payments received from the beneficiary before receiving payment under the guarantee.
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C.
Attempts to Obtain Payment From Other Third Party Payers.--If the beneficiary has other coverage which pays primary benefits for hospitalization or secondary benefits after Medicare benefits are exhausted, the hospital should seek payment from the other plan before claiming benefits under the guarantee.  Every claim under the guarantee should be accompanied by an explanation of why payment for the services could not be obtained from another insurer or Medicaid.

3714.1
Application of the Guarantee When the Hospital Is Reimbursed on a Reasonable Cost Basis.

A.
General.--The guarantee includes not only cases in which it is determined that benefits were exhausted prior to admission, but also cases where a beneficiary had some inpatient hospital benefits remaining at the time of admission, e.g., 2 or 3 days of remaining eligibility.  Payment under the guarantee for those days after benefits are exhausted, is made at the full rate.  The hospital will receive payment on the basis of reasonable cost without reduction for coinsurance.

B.
Maximum Number of Days Under Guarantee.--Pay the hospital for inpatient services furnished for up to the 6th elapsed day after the day of admission.  Saturdays, Sundays, legal holidays, and the first calendar day of admission are omitted in determining the 6th elapsed day.  However, no payment may be made for any day after the day the hospital receives notice from the intermediary, the patient or any other source that the patient's benefits have been exhausted.  Note that no payment may be made for any day which is later than the 6th day (as defined) after the admission date.  If the notice is given by telephone, the date of confirmation in writing is considered the date of notification.

In determining the days covered by the guarantee, legal Federal holidays are:

New Year's Day

Martin Luther King, Jr.'s Birthday 

Washington's Birthday

Memorial (Decoration) Day

Independence Day

Labor Day

Columbus Day

Veterans Day

Thanksgiving Day

Christmas Day

Exclusion of Federal nonwork days prolongs the period covered by the guarantee.  When a Federal holiday occurs on Sunday, the day following is observed as a Federal nonworkday and is not counted as an elapsed day.  When the holiday falls on Saturday, the previous Friday is not counted as an elapsed day.  The hospital is paid for all the days of inpatient services within the guarantee period, i.e., weekends, holidays, and the day of admittance are included in computing the benefit amount due. 
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C.
Recovery from Beneficiary of Funds Advanced Under Guarantee Provision.

--Benefits paid to a hospital under the guarantee provision are subject to recovery from the beneficiary and/or third party payers in the same way as other overpayments for which beneficiaries are liable.  (See §3711ff.)  The amount for which the beneficiary is liable is the lesser of the customary charges for otherwise covered services furnished during the period encompassed by the guarantee or the Medicare payment.  (See §3711.4A3.)

3714.2
Application of the Guarantee When the Hospital Is Reimbursed on Prospective Payment Basis.

A.
General.--The hospital receives payment under the guarantee at the full Medicare payment rate (determined in accordance with §2405ff of the Provider Reimbursement Manual) without reduction for coinsurance.  The rules for determining when payment can be made under the guarantee depend upon the beneficiary's entitlement status and whether or not outlier days are involved.

B.
Determining When Payment Under the Guarantee Provision Can Be Made.--

1.
Nonoutlier Days.--If one or more regular benefit days is available, or if regular benefit days are exhausted and one or more lifetime reserve days is available for use under the criteria in §3106.2D(2)(b), payment is made as a regular benefit (not under the guarantee provision). If regular benefit days are exhausted at the time of admission and lifetime reserve days are not available for use under §3106.2D(2)(b) because the beneficiary is deemed to have elected not to use lifetime reserve days, payment is made under the guarantee provision.  Pay for the nonoutlier portion of the stay at the full Medicare payment rate, without regard to the period of 6 elapsed days (as defined in §3714.1B).

NOTE:
Where the beneficiary has no regular benefit days and no lifetime reserve days available at the time of admission, Medicare pays for the nonoutlier portion of the stay irrespective of when (after admission) the hospital receives information regarding an individual's nonentitlement since all nonoutlier days are included in the prospective payment amount which is paid under the guarantee of payment provision.

2.
Outlier Days.--All regular benefit days must be exhausted and all lifetime reserve days must either be exhausted or not available for use under §3106.2D(2) before considering payment under the guarantee provision.  Pay for outlier days that fall within the period of 6 elapsed days (as defined in §3714.1B).  No payment can be made under the guarantee for any outlier days that fall after the date the hospital receives information regarding the individual's nonentitlement.
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3.
Examples.--

Example A:


A beneficiary has 12 regular benefit days and no lifetime reserve days available.  He is admitted to a hospital on a Friday and is discharged on the 14th calendar day, a Thursday.  Days 1 through 8 comprise the nonoutlier portion of the stay; days 9 through 13 comprise the outlier portion.  In this instance, "6 elapsed days" encompasses a period of 11 calendar days.  Since the beneficiary's regular benefit days do not run out before the end of this period (8 nonoutlier + 3 outlier days = 11 regular benefit days), no payment can be made under the guarantee of payment provision.

Example B:


Same facts as example A except the beneficiary has only 9 regular benefit days remaining.  In this instance, days 1 through 8 (nonoutlier days) and day 9 (outlier day) are covered as a regular benefit.  Days 10 and 11 (outlier days), furnished after regular benefit days have run out, may be paid for under the guarantee of payment provision since they fall within the period of 6 elapsed days (11 calendar days).  No payment can be made for days 12 and 13.

Example C:


A beneficiary has 2 regular benefit days and 7 lifetime reserve days available.  He is admitted to a hospital on a Friday and is discharged on the 19th calendar day thereafter.  Days 1 through 8 comprise the nonoutlier portion of the stay; days 9 through 18 comprise the outlier portion.  In this instance, "6 elapsed days" encompasses a period of 11 calendar days.  Lifetime reserve days can be used.  Days 1 through 8 (nonoutlier days) are covered by the 2 regular benefit days.  Days 9 through 15 (outlier days) are covered by the 7 available lifetime reserve days.  No payment can be made under the guarantee provision.  

If available lifetime reserve days could not be used because the beneficiary is deemed to have elected not to use lifetime reserve days, payment may be made under the guarantee provision for days 9 through 11, outlier days that fall within the defined period of 6 elapsed days.

Example D:


The beneficiary has two lifetime reserve days available (no regular benefit days).  He is admitted to a hospital for a ten day stay.  The outlier threshold is day 15.  Lifetime reserve days can be used.  No payment can be made under the guarantee since the 2 lifetime reserve days are used to cover the entire stay.  
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Example E:


A beneficiary has 12 lifetime reserve days available (no regular benefit days).  He is admitted to a hospital on a Friday and is discharged on the 14th calendar day, a Thursday.  Days 1 through 8 comprise the nonoutlier portion of the stay; days 9 through 13 comprise the outlier portion.  Lifetime reserve days cannot be used because the beneficiary is deemed to have elected not to use lifetime reserve days.  In this instance, "6 elapsed days" encompasses a period of 11 calendar days which can be paid for under the guarantee.  

Example F:


Same facts as example E except the beneficiary has only 9 lifetime reserve days available and lifetime reserve days can be used.  In this instance, days 1 through 8 (nonoutlier days) and day 9 (outlier day) are covered as a regular benefit (not under the guarantee provision).  Days 10 and 11 may be paid for under the guarantee of payment provision since they fall within the period of 6 elapsed days (11 calendar days).  No payment can be made for days 12 and 13.

NOTE:
No payment will be made for outlier days which fall after the date the hospital receives nonentitlement information.  Thus, if the provider receives information regarding the beneficiary's nonentitlement status before the period of 6 days (as defined) elapses, payment for outlier days under the guarantee provision shall be barred.  For instance, in examples B and F, if nonentitlement information had been received by the hospital within the first 9 days of the stay, no payment could be made under the guarantee.  Medicare would pay for days 1 through 9 (8 nonoutlier, 1 outlier) as a regular benefit (not under the guarantee provision); no payment could be made for days 10 and 11 under the guarantee provision since no payment is permissible for outlier days that fall after the date of receipt of nonentitlement information.

C.
Recovery from Beneficiary of Funds Advanced Under Guarantee Provision.

--The Medicare payment rate under PPS (determined in accordance with §2405ff of the Provider Reimbursement Manual) paid to a hospital under the guarantee of payment provision is subject to recovery from the beneficiary and/or third party payers in the same way as other overpayments for which beneficiaries are liable.  (See §3711ff.)

The beneficiary's liability is limited to the lesser of the Medicare payment rate to the hospital on the basis of the guarantee or the hospital's customary charges for otherwise covered services furnished during the period encompassed by the guarantee.  (See §3711.4B2.)  If the beneficiary remains in the hospital thereafter, the additional hospital services will not increase his liability for nonoutlier days. Also, the hospital may not charge him for continued care during the nonoutlier phase of the stay.

When a prospective payment hospital learns that a patient's Part A benefits are exhausted, it should advise him of this fact immediately if he is in day outlier status or about to enter day outlier status, since he will be liable to the hospital for his continued stay in outlier status thereafter.
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