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Administration of Medicare Program
100.
INTRODUCTION

The Health Insurance for the Aged and Disabled Act (title XVIII of the Social Security Act), known as "Medicare," has made available to nearly every American 65 years of age and older a broad program of health insurance designed to assist the Nation's elderly to meet hospital, medical, and other health costs.  The program includes two related health insurance programs--hospital insurance (HI) (Part A) and supplementary medical insurance (SMI) (Part B).

The conduct of the program has been delegated by the Secretary of the Department of Health and Human Services (DHHS) to the Administrator of the Health Care Financing Administration (HCFA). Congress has provided substantial administrative roles for the State and for voluntary insurance organizations in recognition of their experience in the health care and insurance fields.

The law does not permit the Federal Government to exercise supervision or control over the practice of medicine or the manner in which medical services are provided.  The patient is free to choose any participating institution, agency, or person offering services.  The responsibility for treatment and control of care remains with the individual's physician and the hospice or other facility or agency furnishing services.  The individual may keep or obtain any other health insurance he/she desires.

102.
FINANCING THE PROGRAM

Part A is financed through separate payroll contributions paid by employees, employers, and self-employed persons.  The proceeds are deposited to the account of the Federal Hospital Insurance Trust Fund which is used for hospital insurance benefits and administrative expenses.  The cost of providing Part A benefits for persons who are not Social Security or Railroad Retirement beneficiaries are financed by appropriations to the Federal Hospital Insurance Trust Fund from general revenues or through premium payments.

Part B (SMI) is financed by monthly premiums of those who voluntarily enroll in the program and by the Federal Government which makes contributions from general revenues.  All premiums and Government contributions are deposited in a separate account known as the Federal Supplementary Medical Trust Fund.  Money from this fund is used only to pay for Part B benefits and administrative expenses.

104.
DISCRIMINATION PROHIBITED

Participating providers of services under the hospital insurance program (e.g., hospitals, skilled nursing facilities (SNFs), hospices, home health agencies (HHAs), outpatient physical therapy (OPT), comprehensive outpatient rehabilitation facilities (CORFs), occupational therapy and speech pathology providers, and end-stage renal disease (ESRD) facilities) must comply with the requirements of title VI of the Civil Rights Act of 1964.  Under the provisions of the Act, a participating provider is prohibited from making a distinction in the treatment of patients on the ground of race, color, or national origin, in the use of equipment, other facilities, or in the assignment of personnel to provide services.
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The DHHS is responsible for investigating complaints of noncompliance.

106.
FRAUD AND ABUSE - GENERAL

Sections 106 - 106.3 have been moved to the Program Integrity Manual which can be found at the following Internet address: www.hcfa.gov/pubforms/83_pim/pimtoc.htm.

108.
FEDERAL GOVERNMENT ADMINISTRATION OF THE HEALTH INSURANCE

PROGRAM

The DHHS has overall responsibility for administering the hospital insurance and voluntary SMI program.  Two major agencies are involved -- HCFA and the Public Health Service.

108.1
The Health Care Financing Administration.--Is responsible for policy formulation.  The central and regional offices are responsible for the general management and operations of the program.  In brief, HCFA's responsibilities include the following:

o
Determining an individual's entitlement to benefits in consultation with the Social Security Administration (SSA);

o
Determining the nature and duration of services for which benefits may be paid;

o
Establishing, maintaining, and administering agreements with State agencies, providers of services, and intermediaries;

o
Formulating major policies regarding conditions of participation for providers (except SNFs) in consultation with the Public Health Service;

o
Developing and maintaining statistical research and actuarial programs;

o
Managing general finances of the program; and

o
Determining reasonable costs and amounts to be paid to providers, physicians, and suppliers.

108.2
The Public Health Service.--Is responsible for administering the professional health aspects of the program. In brief, their responsibilities include the following:
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o
Consulting and recommending to HCFA the health and safety standards and other guidelines needed for determining whether providers of services meet the conditions of participation under the program;

o
Consulting and advising State agencies concerning the application of standards for providers; and 

o
Coordinating programs and activities necessary in studying the utilization of hospice and other medical care services under the program.

110. 
STATE AGENCIES.

The States, by agreement with the Secretary, are assigned administrative functions to the extent that each is willing and capable of discharging such responsibilities.

A.
Certification.-- Institutions desiring to participate in the Medicare or Medicaid programs must meet participation conditions for certification.  State agencies certify to the DHHS whether hospices, hospitals, SNFs, HHAs, independent laboratories, portable X-ray facilities, and other types of institutions satisfy, and continue to satisfy, health care quality requirements for participation in the Medicare program.

The State function of making certifications is intended to be a natural adjunct to ongoing State activities (such as the licensing of health care facilities and the setting of State standards for institutional and health care).

B.
Consultation-- A State consults with providers of services that need and request participation condition assistance.  This is an integral part of the certification process.
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120.

ROLE OF PART A INTERMEDIARIES

The Part A intermediary is an organization that has entered into an agreement with the Health Care Financing Administration to process Medicare claims for providers of services, e.g., hospitals,  hospices, skilled nursing facilities (SNFs), outpatient physical therapy (OPT) and speech pathology providers, comprehensive outpatient rehabilitation facilities (CORFs) and rural health clinics.

Intermediaries make payments to providers, assist  providers in the development and application of safeguards against unnecessary use of covered services, furnish consultative services to providers to enable them to establish and maintain the requisite fiscal data, serve as a center for and communicate to providers information or instructions furnished by the Secretary, conduct audits of provider records, and assist in the appeals process. They also provide information and advice to any institution, facility or agency that wishes to qualify as a provider of service.

125.

ROLE OF PART B CARRIERS

The law authorizes the Secretary to enter into contracts with organizations to serve as carriers in the operation and administration of the non-provider Part B program.  This includes determining the amount of payment made to physicians and suppliers.  Other major functions include, for example, controlling overutilization of covered services, communicating with the health care community and beneficiaries with respect to matters pertaining to the Part B program, and establishing and maintaining procedures for the beneficiary hearings process.


Provider Participation in Medicare
130.

DEFINITION OF PROVIDER

A.
Providers of Service.--A provider of services (or provider) is a hospital, SNF, home health agency (HHA), CORF, hospice, and for the limited purpose of furnishing OPT or speech pathology services, a clinic, rehabilitation agency, or public health agency which meets the applicable eligibility requirements of title XVIII of the Act and regulations issued thereunder (e.g., the conditions of participation).  Title XVIII distinguishes providers (institutions which care for patients awaiting, receiving or recuperating from treatment by medical practitioners) from suppliers and uses the term "suppliers" to include therapists, practitioners and certain non-providers who furnish supplementary health services, e.g., laboratories and chiropractors.

B.
Participating Providers.--To be a participating provider, a provider must be in compliance with applicable provisions of title VI of the Civil Rights Act of 1964 (see §104) and must enter into an agreement that it will not charge any individual or other person for items and services covered by the health insurance program other than allowable charges and deductibles and coinsurance amounts and that it will return any money incorrectly collected from the individual or other person on his/her behalf or make such other dispositions as are required.  A provider may establish restrictive admission criteria if these apply only to non-Medicare patients or equally to non-Medicare and Medicare patients.
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A provider which has executed an agreement becomes qualified to participate when the agreement is accepted.  For payment to be made to the provider for covered items and services it furnishes on or after the effective date of the agreement, the provider must have a recordkeeping capability sufficient to determine the appropriate Medicare payments.

132.

TERM OF AGREEMENT WITH HOSPICE

An agreement with a hospice is not time limited and has no fixed expiration date.  The agreement remains in effect until such time as there is a voluntary or involuntary termination.

132.1 
 Advance Directive Requirements.--Effective December 1, 1991, participating hospices must comply with the advance directive provisions of §4206 of OBRA 1990.  Therefore, an agreement per §1866 of the Act with a hospice includes that the hospice must, in accordance with written policies and procedures, for all adult individuals: inform them, in writing, of State laws regarding advance directives; inform them, in writing, of its policies regarding the implementation of advance directives (including a clear and concise explanation of a conscientious objection, to the extent that State law permits, for a hospice or any agent of a hospice that, as a matter of conscience, cannot implement an advance directive); document in the individual's medical record whether the individual has executed an advance directive; not condition the provision of care or otherwise discriminate against an individual based on whether that individual has executed an advance directive (since the law does not require an individual to do so); and educate staff and the community on issues concerning advance directives.
140.

INTERMEDIARY DESIGNATIONS

A.
Designated Hospice Intermediaries.--HCFA has designated regional intermediaries to service hospices.  In the case of a hospice based in another Medicare provider (e.g., a hospital or SNF), the designated regional intermediary processes bills and makes payments.  Audit, cost report settlement and other fiscal functions are performed by the intermediary serving the parent provider.

EXCEPTION:


A hospice that as of June 20, 1988 was receiving payment from a designated regional intermediary may continue to be served by that intermediary even if that intermediary is not the designated regional intermediary or the alternative designated regional intermediary for the particular State in which the hospice is located.

Following are the regional intermediaries designated to service hospices in their respective jurisdictions.

-
Associated Hospital Service of Maine--Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, and Vermont.

-
Independence Blue Cross (Philadelphia)--Delaware, District of Columbia, Maryland, Pennsylvania, Virginia, and West Virginia.
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-
Blue Cross and Blue Shield of South Carolina--Kentucky, North Carolina, South Carolina, and Tennessee.

-
Aetna Life and Casualty--Alabama, Florida, Georgia, and Mississippi.

-
Blue Cross and Blue Shield United of Wisconsin--Michigan, Minnesota, New Jersey, New York, Puerto Rico, the Virgin Islands, and Wisconsin.

-
Health Care Service Corporation (Chicago, Illinois)--Illinois, Indiana, and Ohio.

-
New Mexico Blue Cross and Blue Shield, Inc.--Arkansas, Louisiana, New Mexico, Oklahoma, and Texas.

-
Blue Cross of Iowa, Inc.--Colorado, Iowa, Kansas, Missouri, Montana, Nebraska, North Dakota, South Dakota, Utah, and Wyoming.

-
Blue Cross of California--Alaska, Arizona, California, Hawaii, Idaho, Oregon, Nevada, and Washington.

B.
Alternative Designated Regional Hopice Intermediaries.--If you do not wish to receive payment from a regional intermediary, you may submit a request to your HCFA regional office (RO) to receive payment through an alternative regional intermediary designated by HCFA.  The request must be submitted in writing to the regional office at least 120 days (but not more than 180 days) before the end of the current fiscal year.  The request should be signed by an authorized representative and explain why service by the alternative regional intermediary is being requested.  Send a concurrent written notice of the request for a change of intermediary must be sent to your intermediary.

Since changes of intermediary can be costly and disruptive to the program, HCFA determines, based on the reasons given and other pertinent factors, if a change to the alternative designated regional intermediary is warranted and would contribute to more effective and efficient program operations.  Where HCFA approves of the change, it becomes effective on the first day following the close of the fiscal year in which you gave timely notice.

o
Following are the alternative designated regional intermediaries and their respective jurisdictions:

-
Blue Cross of Iowa, Inc.--Alabama, Alaska, Arizona, Arkansas, California, Connecticut, Delaware, District of Columbia, Florida, Georgia, Hawaii, Idaho, Illinois, Indiana, Kentucky, Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota,

Rev. 22
1-8.1

140 (cont.)
GENERAL INFORMATION ABOUT THE PROGRAM
05-89

-
Mississippi, Nevada, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio, Oklahoma, Oregon, Pennsylvania, Puerto Rico, Rhode Island, South Carolina, Tennessee, Texas, Vermont, the Virgin Islands, Virginia, Washington, West Virginia, and Wisconsin.

-
Blue Cross of California--Colorado, Iowa, Kansas, Missouri, Montana, Nebraska, North Dakota, South Dakota, Utah, and Wyoming.

C.
Hospice Changing Ownership.--Hospices which undergo a change of ownership continue with the same intermediary that served the previous owner.

D.
Provider Chains.--A hospice chain provider may request to be served under an arrangement involving a lead hospice intermediary serving its home office and regional intermediaries serving the individual facilities of the chain.  The lead intermediary handles the chain's home office audit, desk review and all cost reports.  The lead intermediary determines the scope of individual provider audits and negotiates the final settlements for each cost report.  The designated regional intermediaries servicing the individual facilities process and pay claims.  Submit your request to the RO which has jurisdiction of the State in which your home office is located.  HCFA  reviews the request and determines whether the arrangement is in the best interest of the program.

Alternatively, a hospice chain may request to be served by a single designated regional intermediary.  The chain must demonstrate that the change is consistent with effective and efficient administration of the Medicare program.  If the chain claims the change will result in cost savings or other efficiencies, these must be quantified in terms of savings to the Government.  The following factors, among others, will be considered in determining whether the request for a single intermediary will be granted:

1.
Timely Notice.--A request for a single intermediary must be submitted in writing at least 120 days (but not more than 180 days) before the end of the hospice's current fiscal year.  Submit the request to the RO which has jurisdiction of the State in which your home office is located.

2.
Size.--The chain must comprise a minimum of 10 participating facilities. However, where it has facilities in 3 contiguous States, it may be eligible if it comprises 5 facilities.

3.
Central Controls.--The chain must demonstrate that effective central controls are exercised, assuring substantial uniformity in the operating procedures, utilization controls, personnel administration, and fiscal operations of the individual providers.
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4.
Intermediary Capacity.--Based on the chain's size and location of the individual facilities, the elected intermediary must have the resources and capacity to effectively serve the chain.

NOTE:
An intermediary would not become generally available to serve other 
providers in those areas where it has been approved to serve chain providers only.
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Hospital Insurance
144.
HOSPITAL INSURANCE--A BRIEF DESCRIPTION

This is the basic part of the health insurance program.  It is designed to help patients defray the expenses incurred by hospitalization and related care.  In addition to inpatient hospital benefits, hospital insurance covers post hospital extended care in skilled nursing facilities, post hospital care furnished by a home health agency in the patient's home or hospice care for terminally ill patients.  Program payment for services rendered to beneficiaries by providers (i.e., hospitals, skilled nursing facilities, home health agencies and hospices) are generally made to the provider based on the reasonable cost of the covered services furnished or prospective payments which are intended to approximate such costs.

144.1
Inpatient Hospital Services.--The items and services covered include:  bed and board; nursing and other related services; use of hospital facilities and medical social services ordinarily furnished by the hospital for the care and treatment of inpatients; drugs, biologicals, supplies, appliances, and equipment for use in the hospital, which are ordinarily furnished by the hospital; diagnostic or other therapeutic items or services furnished by the hospital or by others under arrangements made by the hospital; services by interns or residents-in-training under approved teaching programs; and costs of blood after the first 3 pints in a benefit period and all costs of administering the blood including the provider's costs of administering the first 3 pints.

The patient is entitled to have payment made  on his behalf for up to 90 days of inpatient hospital services in each benefit period.  He is responsible for a deductible amount in each benefit period 

and a coinsurance amount equal to one-fourth of the inpatient hospital deductible for each day after the 60th day and through the 90th day of inpatient hospital services during a benefit period.  In addition, a beneficiary has a 60-day lifetime reserve available for inpatient hospital services.  If he elects to use this reserve, he will be responsible for a coinsurance amount for each day used equal to one-half of the inpatient hospital deductible for the benefit period in which such reserve days are used.

Each year, HCFA calculates the  standard deductible amount for inpatient hospital stays. The year in which the benefit period begins determines not only the deductible amount to be applied during such benefit period, but also the coinsurance amounts for inpatient hospital services and extended care services furnished in the same spell of illness.
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Inpatient tuberculosis hospital services are covered if the services furnished to the individual are services which can reasonably be expected to improve his condition or render it noncommunicable.  Inpatient psychiatric hospital services are covered if the services furnished to the patient are furnished when he is receiving intensive treatment, or are necessary for medically-related inpatient diagnostic study.  Where an individual is in a qualified psychiatric hospital on the first day for which he is entitled to hospital insurance benefits, the days on which he was an inpatient of such a hospital in the 150-day period immediately before his first day of entitlement must be counted in determining the the lifetime limitation of 190 covered inpatient psychiatric hospital days in a psychiatric hospital. A period spent in a psychiatric hospital prior to entitlement, however, does not count against the 190 days.

Payment may be made for emergency inpatient hospital services furnished by nonparticipating U.S. hospitals when the threat of life or health of the individual necessitates the use of the most accessible hospital.  Payment may also be made for emergency inpatient hospital and certain related Part B services in Canada and Mexico where the foreign hospital is more accessible from the site of the emergency than the nearest participating U.S. hospital.

Inpatient hospital services and related Part B services provided to a United States resident in a hospital in Canada or Mexico which is closer or more accessible to his U.S. residence than the nearest participating U.S. hospital is covered whether or not an emergency existed.

144.2
Posthospital Extended Care Services.--In each benefit period payment may be made for the reasonable cost of up to 100 days of posthospital extended care services, except that the patient is responsible for a coinsurance payment after the 20th day.  The beneficiary must have been in a hospital receiving inpatient hospital services for at least 3 consecutive days (counting the day of admission but not the day of discharge) and be admitted to a skilled nursing facility (SNF).

Where the person became entitled to HI at or after age 65, the hospital discharge must have occurred on or after the first day of the month in which he attained age 65.  If his current entitlement began before age 65; i.e., he became entitled to HI under the disability or chronic renal disease provisions of the law, the hospital discharge must have occurred while he was so entitled. The 3 consecutive calendar days requirement can be met by stays totalling 3 consecutive days in one or more hospitals.

An SNF provides skilled nursing care and related services for patients who require medical or nursing care, or rehabilitation services for injured, disabled, or sick persons.  It may be either a separate institution (e.g., a nursing home) or a part of an institution (e.g., a convalescent wing of a hospital).  It must be licensed or approved under State or local law and meet the health and safety conditions prescribed by the Secretary of Health and Human Services (HHS), and have a written transfer agreement with one or more participating hospitals providing for the transfer of patients between the hospital and the facility, and for the interchange of medical and other information.  If an otherwise qualified SNF has attempted in good faith but without success to enter into a transfer agreement, this requirement may be waived by the State agency.
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The term SNF does not include any institution which is primarily for the care and treatment of mental diseases or tuberculosis for Medicare purposes.  Extended care services include room and board; skilled nursing care by or under the supervision of a registered nurse; physical, occupational, or speech therapy; medical social services; and other services ordinarily furnished by the facility. No payment may be made for custodial care or for items or services which would not be covered in a hospital.

144.3
 Posthospital Home Health Services.--Prior to July 1, 1981, home health services under hospital insurance include up to 100 home health visits, after the beginning of one benefit period and before the beginning of the next.  The visits must be furnished a patient within 1 year of his most recent discharge from a hospital where he was an inpatient for at least 3 consecutive calendar days (counting the day of admission, but not the day of discharge).  If, after his hospitalization, he had a covered stay in a skilled nursing facility, the one year during which the patient may receive home health services begins with the discharge from the skilled nursing facility.  A plan of treatment must be established within 14 days after the hospital or skilled nursing facility discharge. Home health services are also provided under supplementary medical insurance.

To qualify for home health benefits under either Part A or Part B of the program, a beneficiary must be confined to his home, under the care of a physician, and in need of skilled nursing services on an intermittent basis, physical therapy, or speech therapy.  A beneficiary who requires one or more of these services in the treatment of his illness or injury and otherwise qualifies for home health benefits is eligible to have payment made on his behalf for the skilled nursing, physical or speech therapy he needs, as well as for any of the other home health services specified in the law.  These services include occupational therapy, medical social services, the use of medical supplies and medical appliances, and the part-time or intermittent services of home health aides.  Conversely, a patient who does not require intermittent skilled nursing or physical or speech therapy cannot qualify to have payment made under the program for any home health services furnished him.  Excluded as home health services are the costs of housekeepers, food service arrangements, and transportation to outpatient facilities.

To be covered, the home health services must be needed for a condition for which the patient required inpatient hospital services or extended care services.  Discharge from the hospital must have occurred in a month in which the patient has attained age 65 or was entitled to health insurance benefits under the disability or chronic renal disease provisions of the law.

Effective July 1, 1981, the 100 visit limitation under Parts A and B, and the prior inpatient stay requirement under Part A were eliminated.  In addition, a person may qualify for home health services based on his or her need for skilled nursing services on an intermittent basis, physical therapy, speech therapy, or occupational therapy.  Effective December 1, 1981, occupational therapy is eliminated as a basis for entitlement to home health services.  However, if a person has otherwise qualified for home health services because of the need for skilled nursing care, physical therapy or speech therapy, the patient's eligibility for home health services may be extended solely on the basis of the continuing need for occupational therapy.
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Home health services are services provided by a home health agency or by others under arrangements with such an agency.  A home health agency is a public agency or private organization which is primarily engaged in providing skilled nursing and other therapeutic services. Where applicable the agency must be licensed under State or local law, or be approved by the State or local licensing agency as meeting the licensing standards. Examples of home health agencies are visiting nurse associations, official health agencies, and hospital-based home care programs.  To participate in the health insurance program, a home health agency must meet certain other requirements included in the law as well as health and safety conditions prescribed by the Secretary of Health and Human Services. It may not qualify under hospital insurance, however, if it is primarily engaged in the treatment of mental diseases; such an agency may qualify only under supplementary medical insurance.

Home health services are usually furnished on a visiting basis in a place of residence used as the individual's home.  However, outpatient services in a hospital, skilled nursing facility, or rehabilitation center are covered home health services, if arranged for by a home health agency, when equipment is required that cannot be made available in the patient's home.  The services of an intern or resident-in-training are covered if the agency has an affiliation with or is under common control of a hospital providing such medical services and the agency bills for such services.

144.4
Hospice Care.--Coverage of hospice care is provided under hospital insurance in lieu of the benefits described in §§144 through 144.3.  The definition of hospice, and a description of hospice benefits are fully treated in Chapter II.


Beneficiary Entitlement to Hospital Insurance Benefits
148.
HOSPITAL INSURANCE ENTITLEMENT FOR THE AGED (PART A).

An individual is entitled to hospital insurance (HI) protection beginning with the first day of the month in which he is age 65 or over and is entitled to monthly social security benefits (to be distinguished from supplementary security payments).  Such entitlement also extends to aged qualified railroad retirement beneficiaries.  The Social Security Act extends the same coverage to persons under age 65 qualifying as disabled under Title II of the Act and those having end-stage renal disease.

Hospital insurance coverage ends with the month the individual ceases to be entitled to such monthly social security benefits and/or ceases to be a qualified railroad retirement beneficiary.  In the rare cases where HI terminates for an aged individual because of termination of his monthly benefits, he may obtain premium HI by filing a timely application.  Death also terminates HI; the HI coverage continues through the date of death.
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Disclosure of Information
155.
DISCLOSURE OF HEALTH INSURANCE INFORMATION--GENERAL.

Records and information acquired in the administration of Title XVIII and XIX of the Social Security Act may be disclosed only under the conditions prescribed in rules and regulations or on the express authorization of the Administrator of  HCFA.   Regulations of HCFA regarding the disclosure of records and information apply to governmental and private agencies participating in the administration of the program; to institutions, facilities, agencies, and persons providing services; and to those furnishing services under arrangements with a provider of services.

Information in the hospice's own records of a patient (e.g., name, date of birth, sex, marital status, address, medical records) is not subject to these rules and regulations even though the patient receives benefits under the health insurance program.  The hospice's own records, are subject to the requirements in the "Conditions of Participation:  that patients' medical records be kept confidential (20 C.F.R.  Part 405.l026).  These records may also be subject to State or local laws governing disclosure.

When a hospice receives a request for information about a Medicare beneficiary, a Medicare claim, or related information which it may not disclose, the inquirer should be referred to the appropriate intermediary for further consideration of his request.

156.
DISCLOSURE OF HEALTH INSURANCE INFORMATION TO A BENEFICIARY, OR IN CONNECTION WITH A CLAIM.

156.1
Disclosure to the Beneficiary or His Authorized Representative.--

A.
General.-- Information directly relating to the beneficiary, such as Medicare entitlement or eligibility data, may be disclosed to the individual or his authorized representative (including his representative payee).

B.
Medical Information.--Hospices may not forward medical information to intermediaries on a confidential basis, expressed or implied, since under the Privacy Act any medical information obtained by an intermediary is subject to disclosure to the individual to whom it pertains, or to another person authorized by the individual to have access to it.

Some hospices may document findings on medical forms preprinted "confidential," or routinely stamp all records "confidential," whether or not such records are ever intended for disclosure to an intermediary.  Such records, when transmitted to the intermediary, will be accepted only if accompanied by a signed statement that the hospice understands the information is subject to disclosure to the patient under the Privacy Act and any words or statements that the transmitted records are confidential may be disregarded if the patient or his representative requests them from the intermediary or from HCFA. The repeated preparation and forwarding of separate signed statements can be obviated if the hospice signs an appropriate general statement of understanding with the intermediary that medical information may be disclosed to the individual under the Privacy Act, even if it is routinely designated "confidential."
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156.2
Disclosure to Third Parties for Proper Administration of the Health Insurance Program.--Disclosure by the hospice to persons other than the individual or his authorized representative of any records, reports, or other information about the individual is authorized without his consent in connection with any claim or other proceeding under the Social Security Act only when disclosure is necessary for the proper performance of the duties of:

A.
Any officer or employee of the Department; or

B.
Any officer or employee of a State agency, intermediary, provider of services, or other agency or organization participating in the administration of the program by contract or agreement in carrying out such contract or agreement.

These limitations apply whether or not the individual to whom the information pertains authorizes further disclosure to third parties (e.g., to a private medical plan).

156.3
Disclosure to Third Parties for Other Than Program Purposes.--Information obtained from HCFA or its intermediary is confidential and may be disclosed only under conditions prescribed in rules and regulations, or on the express authorization of the Administrator of the HCFA.  However, certain limited information about the Medicare eligibility status of beneficiaries and related claims information may be released to third party payers with the beneficiary's express authorization.

A.
Information Which May Be Released.--Subject to necessary authorization, only the following records may be released:

1.
Beneficiary health insurance claim number

2.
Coinsurance

3.
Dates of entitlement to Medicare

4.
Copies of Medicare claims forms

5.
Medicare report of eligibility

6.
Explanation of Medicare Benefits (EOMB)

Requests for other information desired for complementary insurance purposes should be referred to the intermediary.

B.
Form of Authorization.--Make certain that information is not released without the required authorization.  The authorization must:

1.
Be in writing;
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2.
Be signed and dated by the individual or someone authorized to act on his behalf;

3.
Specify the name of the provider being authorized to disclose information;

4.
Specify what information the individual is authorizing the provider to disclose;

5.
Specify the names of the third party payers to whom the information is being released;

6.
Specify the purpose for which the information is being released; and

7.
Specify an expiration date for the authorization which should not exceed 2 years from the date it was signed and specify that it may be revoked at any time.

156.4
Disclosure of Itemized Statement to an Individual for Any Item or Service Provided.--

A.
General.--Section 4311 of the Balanced Budget Act of 1997 requires that if a Medicare beneficiary submits a written request to a health services provider for an itemized statement for any Medicare item or service provided to that beneficiary, the provider must furnish this statement within 30 days of the request.  The law also states that a health services provider not furnishing this itemized statement may be subject to a civil monetary penalty of up to $100 for each unfulfilled request.  Since most institutional health practices have established an itemized billing system for internal accounting procedures as well as for billing other payers, the furnishing of an itemized statement should not pose any significant additional burden.

B.
30-Day Period to Furnish Statement.--You will furnish to the individual described above, or duly authorized representative, no later than 30 days after receipt of the request, an itemized statement describing each item or service provided to the individual requesting the itemized statement. 

C.
Suggested Contents of Itemized Statement.--Although §4311 of the Balanced Budget Act of 1997 does not specify the contents of an itemized statement, suggestions for the types of information that might be helpful for a beneficiary to receive on any statement include: beneficiary name, date(s) of service, description of item or service furnished, number of units furnished, provider charges, and an internal reference or tracking number.  If the claim has been adjudicated by Medicare, additional information that can be included on the itemized statement are: amounts paid by Medicare, beneficiary responsibility for co-insurance, and Medicare claim number.  The statement should also include a name and telephone number for the beneficiary to call if there are further questions. 

D.
Penalty.-- A knowing failure to furnish the itemized statement shall be subject to a civil monetary penalty of up to $100 for each such failure.

157.
DISCLOSURE OF INFORMATION ABOUT HOSPICES BY HCFA

The following information about hospices participating in the Medicare program may be disclosed by HCFA under the Freedom of Information Act in response to requests from the public.

157.1
Medicare Reports.--

A.
Provider Survey Report and Related Information.--Information concerning survey reports 
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of hospices as well as statements of deficiencies, based on survey reports are available at the local Social Security office where the program is located.  The following data may be released under this provision:

1.
The official Medicare report of a survey.

2.
Statements of deficiencies which have been conveyed to the hospice following a survey.

3.
Plans of correction and pertinent comments submitted by the hospice relating to Medicare deficiencies cited following a survey.

State agencies certify whether institutions or other entities meet the Medicare conditions of participation for hospices.  (See § 110.)  A State agency may disclose information it obtains relating to the qualifications and certification status of hospices it surveys.

B.
Program Validation Review Reports and Other Formal Evaluations.--Upon written request, official reports and other formal evaluations of the performance of hospices are made available to the public.  After the survey reports and other formal evaluations are prepared by personnel of HCFA, the evaluated hospice is given an opportunity (not to exceed 30 days) to review the report and submit comments on the accuracy of the findings and conclusions.  The hospice's comments are incorporated in the report if pertinent.

Program validation review reports are generally released only by HCFA central office.

Generally, informal reports and other evaluations of the performance of hospices which are prepared by the intermediary are available to the public.

C.
Hospice Cost Reports.--

1.
General.--Requests by any member of the public either to inspect or to obtain a copy of a hospice cost report must be submitted to HCFA or the intermediary in writing and must identify the hospice and specific cost report(s) in question.

Intermediaries are required to respond to requests in writing within 10 working days after receipt of a written request.  A copy of the response to the requestor will be sent simultaneously to the hospice putting the hospice on notice that its report has been requested by a particular person.  If a request is for a report submitted by a former owner of a hospice, copies of the intermediary's response to the requestor will go to both the present owner and the former owner of the hospice.

2.
Information That May be Disclosed.-- Disclosure by the intermediary is limited to cost report documents which hospices are required by HCFA regulations and instructions to submit.  These documents include the statistical page, trial balance of expenses, and cost finding schedules or documents required by HCFA  as part of the regular cost report process.  (Where a hospice, after first obtaining program approval, has submitted equivalent documents in lieu of official program documents, these documents are subject to the same disclosure rules as official forms.)

3.
Information That May Not be Disclosed.-- If a hospice chooses to submit with its cost report additional information not specifically required by regulations or instructions, the intermediary will not disclose such information unless it is contained within an official document.  For example, some hospices may submit supplementary analyses of certain expenses, financial statements (other than the statement of income and expenses and the balance sheets as required in accordance with cost reporting instructions), or income tax returns, etc., that are not required by the program.  These items would not be disclosed by the intermediary as part of the cost reports.
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Except where a hospice has not submitted an acceptable cost report and supplements are required to complete the report, any additional documents or schedules that the intermediary requires the hospice to submit in support of its cost representations would also not be disclosed by the intermediary as part of the cost report.  In addition, the following are not disclosed by the intermediary as part of a cost report:  audits, schedules, letters, notes, general comments; comments on results of desk reviews (including copies of the actual desk review documents), intermediary notices and comments (including transmittal letters), audit adjustment summaries that are required to be  prepared by intermediaries and auditors, and information pertaining to an individual patient.

NOTE:
Any of the information indicated above that is not to be disclosed by the intermediary may be subject to disclosure under the Freedom of Information Act upon review by the HCFA Central Office, or a U.S.  District Court in response to a request for such information.  The description of what will be made available by an intermediary as part of a cost report pertains only to requests that indicate that the requestor specifically wants cost reports.

157.2
Disclosure of Medicare Statistics.-- Numerous statistics on hospices  are available to the public.  They include, but are not limited to, the following:

A.
Information as to whether a hospice participates in the Medicare Program

B.
Amount of Medicare reimbursement

C.
Overpayment data

D.
Medicare inpatient statistics (e.g., total inpatient days, number of admissions, average length of stay).

158.

COST TO A HOSPICE WHICH REQUESTS INFORMATION AVAILABLE TO THE PUBLIC.

Hospices are required to pay appropriate fees for information they may request pertaining to other providers, Medicare contractors, or State agencies.  A hospice may report such fees as allowable costs ony if it demonstrates the information is necessary in developing and maintaining patient care services.
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OFFICE OF THE INSPECTOR GENERAL

OFFICE OF INVESTIGATIONS

REGIONAL OFFICES
STREET ADDRESS
MAILING ADDRESS
STATES
BOSTON
Room 1405
P.O. Box 9135
Connecticut

John F. Kennedy Federal 
Boston, MA  02114
Maine

Bldg.

Massachusetts

Boston, Ma 02203

New Hampshire

(FTS) 223-0425/6

Rhode Island

(617) 223-1477

Vermont

NEW YORK
26 Federal Plaza
P.O. Box 3209
New Jersey

New York, NY  10278
Church Street Station
New York

(FTS) 264-1691
New York, NY  10008
Puerto Rico

(212)

Virgin Islands

PHILADELPHIA
Room 10300
P.O. Box 8049
Delaware

3535 Market Street
Philadelphia, PA  
Wash., D.C.

Philadelphia, PA  19104
19101
Maryland

(FTS) 596-6796

Pennsylvania

(215) 596-6796

Virginia

West Virginia

ATLANTA
Room 1404
P.O. Box 2201
Alabama

101 Marietta Tower
Atlanta, GA  30301
Florida

Atlanta, GA  30323

Georgia

(FTS) 242-2131

Kentucky

(FTS) 242-2556

Mississippi

(404) 221-2131

North Carolina

(404) 221-2556

South Carolina

Tennessee

CHICAGO
Room 2653
P.O. Box 7967
Illinois

300 South Wacker Drive
Chicago, IL  60680
Indiana

Chicago, IL  60606

Michigan

(FTS) 353-2740

Minnesota

(312) 353-3740

Ohio

Wisconsin
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DALLAS
Room 4E1B
Room 4E1B
Arkansas

1100 Commerce Street
1100 Commerce Street
Louisiana

Dallas, TX  75242
Dallas, TX
New Mexico

(FTS) 729-8406

Oklahoma

(214) 767-8406

Texas

KANSAS CITY SUB-OFFICE
Suite 610
P.O. Box 26488
Iowa

Kansas City, MO  64196
City Center Square
Kansas

(FTS) 758-3811
Kansas City, MO  
Missouri

(816) 374-3811
64196
Nebraska

DENVER
Room 1334
P.O. Box 2692
Colorado

Federal Office Bldg.
Denver, CO  80201
Montano

1961 Stout Street

North Dakota

Denver, CO  80294

South Dakota

(FTS) 564-5621

Wyoming

(303) 844-5621

Utah

SAN FRANCISCO
Room 155
P.O. Box 6011
Arizona

50 United Nations Plaza
San Francisco, CA  
California

San Francisco, CA  94102
94101
Guam

(FTS) 556-7747

Hawaii

(415) 556-7747

Nevada

Samoa

SEATTLE SUB-OFFICE
Room 305
P.O. Box 19496
Alaska

Mail Stop 307
Seattle, WA  98109
Idaho

2901 Third Avenue

Oregon

Seattle, WA  98121

Washington

(FTS) 399-0229

(206) 442-0229
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