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3508.
PROVIDER ACCESS TO LIMITED ELIGIBILITY DATA

Allow only Medicare certified providers as defined in §§1861 and 1866(e) of the Social Security Act and their billing agents automated access to beneficiary eligibility data.  Disclosure of CWF eligibility data is restricted under the provisions of the Privacy Act of 1974, 5 U.S.C §552a.  Under limited circumstances, the Privacy Act permits us to disclose information without consent of the individual; one of these is for "routine uses", that is, disclosure for purposes that are compatible with the purpose for which we collect the information.  In the case of this provider access, a routine use exists which permits release of data to providers or their authorized billing agents for the purpose of verifying a patient's eligibility for benefits under the Medicare program.  The use of the data by a provider in preparing bills for hospital-based physicians would be an example of unauthorized use because the physicians are not Medicare providers as defined in the Act.

Providers will utilize existing on-line networks and telecommunications capabilities.  There will be no funding to build new networks.  There is no national standard regarding the format of the data. Therefore, the screen datasets and presentations may vary, depending on the application system providing them. 


Adjust your systems to accept the revised standard HIQA/HUQA records from the common working file.  The standard data elements to be made available to providers are listed below. 


HICN;

Beneficiary:

Last name (first six positions)/first initial;

Date of birth;

Sex;

Date of death;

Lifetime reserve days remaining;

Lifetime psychiatric days remaining (requesting hospital must use a psychiatric provider 


number to obtain this data) 

Cross reference HICN;

Current and prior A and B entitlements;

Spell of illness (applicable spell based on the date entered by the provider and the next 


most recent spell);

Hospital full days remaining;

Hospital coinsurance days remaining;

SNF full days remaining;

SNF coinsurance days remaining;

Part A cash deductible remaining to be met;

Date of earliest billing action for indicated spell-of-illness;

Date of latest billing action for indicated spell-of-illness;

Blood deductible (combined annual Part A and B remaining to be met for applicable year 


entered by provider);

Part B trailer year (applicable year based on date entered by provider)

Part B cash deductible;

Physical/speech therapy limit (physical therapy and speech therapy are applicable to 


   physical therapy limit); 

Occupational therapy limit;  

Hospice data (applicable periods based on the date entered by the provider and the 


next most recent period);

ESRD indicator (shows beneficiary is currently entitled);

REP payee indicator;
MSP indicator;
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HMO information (applicable periods based on the date entered by the provider);

Identification number;

Option code;

Start date;

Termination date;

Pap smear screening risk indicator, professional date, and technical date; 

Mammography screening risk indicator (applicable to screening services prior to 1/1/98), 


professional date, and technical date;

Colorectal screening (no risk indicator);

Procedure code, professional date, and technical date;

Pelvic Screening;

Risk indicator and professional date;

Pneumococcal pneumonia vaccine (PPV) date;

Influenza virus vaccine date; and

Hepatitis B vaccine date.


Make sure that psychiatric information is not being made available to all hospitals.  This information is to be made available only to psychiatric hospitals or hospitals that furnish inpatient psychiatric hospital services.


You must notify your providers and vendors with whom you exchange eligibility data electronically of these changes within 30 days from the date of this transmittal.
Providers may use direct entry terminals or dial-up terminals to inquire about beneficiary eligibility utilization and deductible status.  You must use either the HIQA screen display (see §§3508.2 and 3508.3) or create your own CICS screens from the HUQA data records (see §§3508.4 and 3508.5). Providers may not have access to any other CWF records, e.g., the health insurance master record (HIMR).  The data must be CWF.  Do not substitute local history.

3508.1
Eligibility Data Available.--Advise your providers:

o
That this capability is available to them;

o
Access of eligibility data is used only for submitting a complete and accurate claim and is not to be disclosed to anyone that is not responsible for submitting a claim.  This information is not to be disclosed to hospital-based physicians or to any health care provider that is not Medicare certified as defined in §1816 and §1866(e) of the Social Security Act.

o
Pertinent technical details they need to access this including the minimum data required to identify the beneficiary:

--
HICN;

--
Surname;

--
First initial;

--
Date of birth (CCYYMMDD); and

--
Sex code;

o
Matching criteria that assure privacy and security, but which are also practical to operate. At a minimum, the provider must enter surname, HICN, and sex correctly to obtain a match;

o
The provider must identify itself for access;
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o
That data may not be perused, i.e., no data will be released except on a beneficiary - specific basis.  Browsing is prohibited;


o
The eligibility data is only good for the time the provider is receiving it.  This information could change at any time, and does not guarantee Medicare coverage or payment;

o
That data does not represent definitive eligibility status.  If the individual is not in file, the provider must use the usual admission and billing procedures in effect independent of this data access; and


o
That Medicare eligibility information is confidential and the penalties available under the Privacy Act for illegal disclosure are being found guilty of a misdemeanor and being fined not more than $5,000. 


3508.3
Part A Inquiry Screen Display - HIQA.--This screen is described in the CWF Documentation, Chapter VII, Section H, pages 1 through 7.  All the data elements are explained in full for proper use.  Access this screen to transmit data to your providers when supplying data for §3508.4.

3508.4
Part A Inquiry Reply Screen Display - HIQAR.--This screen format can be used to pass beneficiary entitlement and utilization data to the provider.  It is described in the CWF 

Documentation, Chapter VII, Section H, pages 1 through 24.  Refer to the CWF Documentation when providing utilization data to your provider.

3508.5
Part A Inquiry Data - HUQA.--This transaction may be used to obtain the HUQA dataset.  (See §3508.6.)  Also, refer to Chapter II.C.2 of the CWF Documentation.   

3508.6
Part A Inquiry Reply Data - HUQAR.--This response can be used to create your own screens to return beneficiary eligibility and utilization data to your providers.  See Chapter II.C.2 of the CWF Documentation.

3509.
CWF RECORD MAINTENANCE

Each host is responsible for a group of beneficiaries and maintains entitlement data for all group members.  This information stipulates whether the individual is enrolled in an HMO and the benefits available.  If the response indicates the individual is not in file, follow the procedures outlined in §3800.  Respond to all other responses as shown in §3800.

3510.
HEALTH INSURANCE MASTER RECORD (HIMR) INQUIRY

Access the host site beneficiary database by means of HIMR transaction.  The database contains information on the beneficiary's current entitlement and utilization status.  This database is updated via claim submission through the Host sites for utilization and via information provided by the Master Beneficiary Record (from SSA) for entitlement.

The HIMR response will include all entitlement and utilization information on a beneficiary as well as history records.  The response returns to the screen the following records:

BENA--I/P SPELL + CATASTROPHIC

BENA--PT B DEDUCTIBLE + LIMITS

MSPA--MSP SUMMARY DISPLAY

MSPD--MSP DETAIL DISPLAY

GHO --GHO ENROLLMENT

GPRO--GHO PRORATED DATA
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HOSP--HOSPICE ENROLLMENT

SURG--SURGERY INFORMATION

ESRD--END STAGE RENAL DISEASE

XREF--BENEFICIARY CROSS REFERENCE

CMNA--DMEPOS CMN DISPLAY

TNIF--NOT IN FILE STATUS

All screens are explained in the HIMR Inquiry System Screen Guide.  Reference should be directed to each section for valid alpha codes.

Access any of these records as follows:

o
Type in the user IDs and passwords for the host sites;

o
Type in the HIMR transaction;

o
Type in BENA, BENB, MSPA, etc., from main menu of the HIMR Inquiry Systems Screen Guide.  This includes using the History Inquiry alpha codes, i.e., INPL, INPA, INPH, etc.  (See §II.C.1-4 of the HIMR Inquiry System Screen Guide.); and

o
Type in beneficiary HICN host site (if needed) and enter.

3511.
HIMR MAIN MENU

The Health Insurance Master Record (HIMR) Main Menu is displayed upon initial entry into the CWF (Common Working File) HIMR Inquiry System.  Each screen on the HIMR Inquiry System can be accessed from this menu.  Entry at each Host and satellite is available through the normal access to the CWF system.  See §II.C.1-2 of the HIMR Inquiry System Screen Guide.  It is also possible to obtain claim history inquiries for beneficiaries.  (See §II.C.1-4 of the HIMR Inquiry System Screen Guide.)  

3512.
BENEFICIARY MASTER INFORMATION

The Beneficiary Master Information contains Part A and Part B data.  Part A data is related to the processing of Medicare Part A inpatient hospital and skilled nursing facility (SNF) claims.  Part B data is related to the processing of Medicare Part B or Medicare Part A outpatient and home health agency (HHA) claims.  (See §II.C.1-3 of the HIMR Inquiry System Screen Guide.)

3513.
MEDICARE SECONDARY PAYER INFORMATION (MSP)

MSP summary display information allows you to identify entitlement periods and related coverage information where one or more insurers is primary to Medicare coverage for a beneficiary.  (See §II.C.1-8 of the HIMR Inquiry System Screen Guide.)

3514.
GROUP HEALTH ORGANIZATION (GHO)

GHO display contains entitlement data relevant to the beneficiaries using a group health organization plan.  (See §II.C.1-9 of the HIMR Inquiry System Screen Guide.)

3515.
HOSPICE ENROLLMENT

The Hospice Record Display (HOSP) represents information for the terminally ill beneficiaries who elect hospice care vs. standard Medicare benefits.  (See §II.C.1-11 of the HIMR Inquiry System Screen Guide.)
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3516.
SURGERY INFORMATION


The surgery record display lists paid claims presented to CWF for specified one-time, unilateral, or bilateral surgeries.  Information is extracted from claims submitted for designated one-time surgical procedures and stored within CWF as auxiliary surgical data.  (See §II.C.1-10 of the HIMR Inquiry System Screen Guide.)


3517.
END STAGE RENAL DISEASE (ESRD)


The ESRD display contains information that identifies ESRD election and payment methods for beneficiaries receiving treatment for permanent kidney failure and presenting Medicare claims for home dialysis supplies and equipment.  (See §II.C.1-12 of the HIMR Inquiry System Screen Guide.)


3518.
BENEFICIARY CROSS-REFERENCE


The beneficiary cross-reference display provides a listing of all known HIC numbers that a beneficiary may have been assigned as their Medicare eligibility status changed.  Each HIC number is cross-referenced within the CWF system to the "active" HIC number.  (See §II.C.1-7 of the HIMR Inquiry System Screen Guide.)


3519.
DMEPOS CMN DISPLAY


Skeleton DMEPOS CMN displays are available.  Full DMEPOS CMN displays will be available October 1, 1993.


3520.
TRUE NOT IN FILE (TNIF) STATUS


The TNIF record display provides access to detailed information regarding the location and status of beneficiary data that is resident at a remote CWF Host.  The CWF system maintains data or records relevant to beneficiaries that have submitted claims through a local Host, but are not assigned to that Host.  These TNIF records are used to maintain the status of requests to HCFA for beneficiary information and to route out-of-service area (OSA) claims transactions.  If beneficiary data is requested from HCFA and is subsequently assigned to the local Host, the TNIF data records will be deleted and will no longer be available of this display.  (See §II.C.1-6 of the HIMR Inquiry System Screen Guide.)


3521.
CLAIM HISTORY INFORMATION


CWF claim history data is displayed in three levels of detail allowing the user to view a list of claims, a summary of claim data, or a set of screens displaying the full detail of an individual claim. These screens provide details that can be used for claim resolution, adjustment processing, medical review or general investigations and problem determinations.  (See §II.C.1-4 of the HIMR Inquiry System Screen Guide.)


3521.1
Inpatient History.--This HIMR Inquiry System displays inpatient claim history data from Medicare Part A inpatient claims for medical services furnished by hospitals or skilled nursing facilities.  The screens list all claims by inquiry type using the following valid transactions:  
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o
Inpatient/Skilled Nursing Facility Claim List (INPL).  INPL functions as an index to all inpatient hospital/SNF claims stored in CWF history for a beneficiary and provides selected claim identification information for 14 claims on each screen.  




o
Inpatient/Skilled Nursing Facility Summary Records (INPA).  INPA functions as an outline of information posted to the CWF history databases for inpatient claims.  Some of the data items found on this screen are total charges for a claim and number of full, Co and lifetime reserve days applied to the claim; and  


o
Inpatients/Skilled Nursing Facility Claim History (INPH).  INPH display is a set of screens used to display up to five pages of information for the designated Part A inpatient hospital/SNF claim.  The following data items are specific to this screen:


--Amounts for blood pints replaced, pass through per diem rate, and payment;


--Dates for receipt of claim at the Host, claim approval, scheduled payment;


--Codes for type of bill, action taken on an adjustment, associating debit/credit adjustments, claim cancellation and diagnostic related grouping  (DRG);


--Description of the MSP code; and


--Up to 10 diagnosis codes and procedure codes/dates.


3521.2
Outpatient/HHA History Inquiries.--This HIMR Inquiry System displays outpatient and HHA claim history information using six separate screen formats.  These screens display claim data from claims, funded by the Medicare Part B program for services rendered by comprehensive outpatient rehabilitation facilities, outpatient clinics, dialysis facilities, and rural health clinics and claims funded by Medicare Part A for medical services furnished by home health agencies.  Screens list all claims by inquiry type using the following valid transactions:


o
Outpatient/Home Health Agency Claim List (OUTL).  OUTL functions as an index to all outpatient and HHA claims stored in CWF history for a beneficiary and provides selected claim identification information for 14 claims on each screen.  


o
Outpatient/Home Health Agency Summary Records (OUTP).  OUTP function displays information posted to the CWF history databases for outpatient and HHA claims processed through CWF.  The following data is specific to this screen:  


--Number of days of home health visits;


--Condition code to identify if another insurer was involved as primary payer for the claim with Medicare as a secondary payer; and


--Indicators to specify an outpatient or home health claim;
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o
Outpatient/Home Health Agency Claim History (OUTH).  OUTH display is a set of screens used to represent up to five pages of information for each outpatient or HHA claim.  The following data is specific to this screen:


--Amounts for payment from the patient toward the total blood deductible charges, payment the patient made toward the total charges excluding blood transfusion charges, portion of the total charges applied toward the patient's blood deductible, portion of the total allowable charges for which the patient is liable, payment and total allowable charges subject to deductible.


--The portion of the total payment amount paid to the beneficiary and the portion paid to the provider.


--Dates for receipt of claim at the Host, claim approval, scheduled payment.


--Codes for claim cancellation, associating debit/credit adjustments; type of bill; action taken on an adjustment; ESRD payment method:


--Number of blood pints replaced; and


--Up to 10 diagnosis codes and procedure code/dates.


3521.3
Hospice History.--The hospice displays show claim history information using three separate transactions, HOSL, HOSC and HOSH.  These screens display data from claims, funded by the Medicare Part A program, for terminally ill beneficiaries who have elected hospice care.  Screens list all claims by inquiry type using the following valid transactions:


o
Hospice Record Display (HOSL).  HOSL functions as an index to all hospice claims stored in CWF history for a designated beneficiary and provides selected claim identification information for 14 claims on each screen.  


o
Hospice Summary Records (HOSC).  HOSC display outlines key information posted to the CWF history databases for hospice claims processed through CWF;  


o
Hospice Claim History (HOSH).  HOSH display is a set of screens that present up to five pages of information for each hospice claim.  The following data is specific to this screen:

 

--Total charges for the claim;


--Date of benefit collection;


--Code representing patient status as of the statement covers thru date; and


--Number of covered hospice days used in a hospice benefit period.
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3521.4
Part B History.--The Part B claim history information displays include data captured from Part B claims for physician services and certain other medical equipment and services.  These displays will provide the update of the beneficiary's annual deductible on each Part B claim as well as limitations on psychiatric, physical, and occupational therapy; involvement of MSP on claim and claim disposition information including payment denial, cancel date, or auto adjustment; payment, DME, and provider status data and miscellaneous indicators.  Screens list all claims by inquiry type using the transaction codes PTBL, PTBC, and PTBH as follows:


o
Part B Claim List (PTBL).  PTBL functions as an index to all Part B claims stored in CWF history for a designated beneficiary and displays claim identification information for 14 claims on each screen;


o
Part B Summary Records (PTBC).  PTBC display outlines key information posted to the CWF history databases for Part B claims processed through CWF.  The following data is specific to this screen:


--Total amounts for medical, psychiatric, physical and occupational therapy expenses;


--Total number of pints of blood furnished to the patient; and


--The remaining quantity of whole pints of blood paid for or replaced before the blood deductible is satisfied;


o
Part B Claim History (PTBH).  PTBH displays up to 14 pages of information for the designated Part B claim.  The following data is specific to this screen:


--Additional beneficiary information that was submitted with the claim, including last name, first initial, date of birth, sex code, and provider assignment code;


--Amounts for beneficiary payment to a provider coinsurance; and interest paid on claims paid after 30 days;


--Dates for payment denial, claim receipt by the carrier, and the HCPCS year;


--Complimentary insurance carrier information;


--Codes for the referring physician; primary and secondary diagnosis to indicate whether the claim is accident or work related; source of the claim billing information; the provider submitting the claim; identification of representative payee; split claim; Hospice, or GHO involvement; Part B remarks; and the relation of the patient to the insured;


--The number of pints of blood deductible remaining to be satisfied; and
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--Indicators for whether or not the beneficiary is deceased, whether the claim requires further investigation and an A/B crossover override.

3522.
ARCHIVED HISTORY INFORMATION

The display and update archived claim pointers screen lists and updates archived claim status information or allows the user to request retrieval of an archived claim.

The data available for this display is grouped by the type of associated claims and presented to the user with different inquiry types as follows:

Inquiry Type




Type of Data

ARCI




Inpatient

ARCO




Outpatient

ARCH




Hospice

ARCB




Part B


The format of the screen for each inquiry type is exactly the same.  All archive data is identified by the from/thru dates of service on the original claim.  (See §II.C.1-5 of the HIMR Inquiry Screen Guide for information on how to access these screens.)

3523.
REQUESTING ASSISTANCE IN RESOLVING PROBLEM AREAS IN THE INQUIRY/INQUIRY RESPONSE PROCEDURES

A.
Social Security Office (SSO) Assistance.--Direct initial requests for assistance to the SSO if the problem is caused by difficulties in determining the beneficiary's correct entitlement status. (See §3706 for details of assistance request to SSO.)  Example of situations which may require SSO assistance are:

o
Problems involving Railroad Retirement Board (RRB) jurisdiction;

o
Evidence that a beneficiary has utilization under more than one HICN, but you are not aware of any cross-reference action taken by HCFA; or

o
The beneficiary's name, address, sex code, date of birth, or date of death is incorrect on the HI master record.

In the event the SSO is unable to resolve the entitlement problem; (e.g., cross referencing of HI records), request assistance from the RO.

B.
RRB Assistance.--If the problem concerns an entitlement issue involving a claims number with an alpha prefix (A123456, WA12456789), send requests for assistance via form HCFA-1980 to:

Railroad Retirement Board

Health Insurance Operations

844 Rush Street

Chicago, IL  60611

The RRB will investigate, initiate corrective action, and provide notification in the same manner as the SSO.
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3523.1
HMO-Related Master File Corrections.--Fully document and send to the HMO inquiries concerning problems with HMO data on the HI Master.  The HMO will resolve the problem and advise you of the results.

3524.
CRITICAL CASE PROCEDURES--ESTABLISHING ENTITLEMENT UNDER PART A AND B

Use the CWF Health Insurance Master Record to resolve any beneficiary complaints.  If there are discrepancies in the HIMR, see §§3524.1 and 3524.2.

3524.1
Referral of Critical Cases to the RO.--When you identify a claim meeting the criteria in §3523, subsection A, send a memorandum to the RO identifying the beneficiary by name and HICN. Specify the nature of the problem, state that the above criteria are met, and give the data of all actions in the case.  Indicate whether the problem concerns a hospital admission date or a Part B bill.  Mark "Critical Case" on the envelope.  Flag your file for special handling and expedite the claim as soon as the reply is received.

The RO makes any necessary corrections to the HI master record or provides any additional documentation needed and sends it to CO for processing.  Diary the case for 30 days -- by that time the RO should have a response and so advise.  If you receive a positive inquiry response before hearing from the RO, notify the RO.

3524.2
SSO Responsibilities.--SSOs also process critical cases.  Where both SSOs and you are involved, the SSO is responsible for processing the case.
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