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Billing in Situations Where Medicare is Secondary Payer
323.

BILL PREPARATION WHERE MEDICARE BENEFITS ARE SECONDARY TO EMPLOYER GROUP HEALTH PLANS WHEN INDIVIDUALS ARE ENTITLED TO BENEFITS SOLELY ON THE BASIS OF ESRD

A.
General.--Medicare benefits are secondary to benefits payable under an employer group health plan (EGHP) in the case of individuals who are entitled to benefits solely on the basis of end stage renal disease (ESRD), during a period of up to l2 months. This provision is effective for items and services furnished on or after October l, l981, to beneficiaries whose l2-month period began in or after October l98l.  For an explanation of these provisions see §250.

Payment made by the ESRD-EGHP can be used to satisfy unmet deductibles and the individual's coinsurance.  (See §250.l3.)

The instructions apply to facilities billing under Method I.  See §§3l8.B, 3l8.2, and 32l for facilities billing under Method II.

Where Medicare is the primary payer, show Medicare on line A of item 57.  Where Medicare is secondary, show Medicare on line B.  In addition, when you are billing Medicare because the ESRD-EGHP denied payment, enter occurrence code 24 (insurance denied) and the date of the denial in items 28-32 (occurrence codes).  Enter the reason for the denial in remarks (item 94). Where Medicare is not primary payer because of coverage of an ESRD beneficiary by an EGHP, prepare the bill in accordance with the following.

B.
Outpatient Bills - Full Payment by EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in C2 below) equals or exceeds your charges for the dialysis services or the composite rate (without regard to deductible or coinsurance), or you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full and you know the individual has met the deductible, do not submit a bill.

If billing for services separately from the composite rate; e.g., separately billable parenteral items, add the Medicare reasonable charge for the services to the composite rate.  If the ESRD-EGHP payment equals or exceeds this amount and the individual has met the deductible, do not submit a bill.   However, submit a bill to inform the intermediary of charges where the deductible may not be met.  Although no payment can be made, the expenses can be applied to the beneficiary's deductible. Complete the bill in accordance with §320.  In addition:

o
Determine the charges as usual, including those covered by the ESRD-EGHP payment. Your intermediary will treat the charges shown in total charges as noncovered for reimbursement purposes, but will credit the deductible based upon the bill.

o
Enter the amount paid by the ESRD-EGHP for Medicare covered services in items 46-49 (value codes).

o
Enter occurrence code 33, and the first month of the l2-month period in items 28-32. 

o
Enter the statement "No Medicare Payment Due/Payment Accepted as Payment in Full" in item 94 (Remarks) when you accept or are obligated to accept the ESRD-EGHP payment as payment in full.
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C.
Outpatient Bills - Partial Payment by EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in 2 below) is less than your charges for the dialysis services and the composite rate or the composite rate plus the Medicare reasonable charge for services billed separately from the composite rate (without regard to deductible or coinsurance) and you do not accept, and are not obligated to accept, the payment as payment in full, complete or bill in accordance with §320 with the following modifications:

Determining covered charges

Show in the covered charges column the Medicare covered charges including those covered by the ESRD-EGHP payment.

Determining the amount of the primary payer payment that applies to Medicare covered services.

Where you can determine the primary payer’s allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services. Indicate this amount in value codes (items 46-49).  You must be able to validate your ratio of covered and noncovered charges if requested.

EXAMPLE:

Total charges were $ll0.  Medicare covered charges were $90.  The ESRD-EGHP payment was $88. Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$ 90
$ll0 X $88 = $72

Show $72 in value codes (items 46-49).

Determining the amount of Medicare payment

The amount of Medicare payment is the lower of:

o
The composite rate plus the reasonable charge for any items billed separately from the composite rate (without regard to deductible or coinsurance) minus the amount paid by the ESRD-EGHP for Medicare covered services;

or

o
The composite rate plus the reasonable charge for any items billed separately from the composite rate (without regard to deductible or coinsurance) minus any applicable Medicare deductible or coinsurance amount.

That portion of the total charges equal to the ESRD-EGHP payment is credited toward any unmet deductible. 
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EXAMPLE 1:

An individual received 8 dialysis treatments for which a facility charged $l60 per treatment for a total of $l,280.  No part of the beneficiary's $75 Part B deductible had been met previously.  The ESRD-EGHP paid $l,024 for Medicare covered services.  The composite rate per dialysis treatment is $l31 or $l,048 for 8 treatments.  As secondary payer, Medicare pays the lower of:

o
The composite rate (without regard to deductible or coinsurance) minus the EGHP payment: $l,048-$l,024 = $24.


or

o
The composite rate (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance: $l,048-$75-$l94.60* = $778.40.

*Calculate the coinsurance as follows:

$l,048 composite rate - $75 deductible = $973 x 20 percent = $l94.60.

Medicare pays $24.  You may not charge the beneficiary since the deductible and coinsurance were met by the ESRD-EGHP payment.

EXAMPLE 2:

An individual received 12 peritoneal dialysis treatment over a 1 month period for which an independent facility charged $150 per treatment.  The facility billed on a monthly basis and its per treatment composite rate was $130 or $1,560 for the 12 treatments.  The facility also billed the individual separately billable parenteral items for which it charged $45.  The Medicare reasonable charge for these services was $36.  The beneficiary's $75 Part B deductible was previously met.  The ESRD-EGHP paid 80 percent of the facility's charges, or $l,476 for Medicare covered services.  As secondary payer, Medicare pays the lower of:

o
The composite rate plus the Medicare reasonable charge for the separately billable items (without regard to deductible or coinsurance) minus the ESRD-EGHP payment: $l,560 + $36 = $l,596 - $l,476 = $l20.


or

o
The composite rate plus the Medicare reasonable charge for the separately billable items (without regard to deductible or coinsurance) minus the applicable coinsurance: $1,560 + $36 = $319.20* = $1,276.80.

*Calculate the coinsurance as follows:

$1,596 x 20 percent = $319.20

Medicare pays $120.  You may not charge the beneficiary since the coinsurance was met by the ESRD-EGHP payment.
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Show the identifying information in Items 57-75 on the first payer line, value code l3 with the amount paid in value codes (Items 46-49) and occurrence code 33 and the first month of the l2 month period in Items 28-32 or the first month of the l2 month period in Remarks (Item 94).  Enter the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).

D.
ESRD-EGHP Denies Claim for Primary Benefits.--Primary Medicare benefits may be paid (if the beneficiary is not appealing the ESRD-EGHP denial) when an ESRD-EGHP denies a claim for primary benefits because:

o
The beneficiary is not in a 12-month coordination period as defined in §§250.4 and 250.5;

o
The beneficiary is not entitled to benefits under the plan;

o
Benefits under the ESRD-EGHP are exhausted for the services involved; or

o
The services are not covered by the ESRD-EGHP.

Where the ESRD-EGHP denies payment for any of the reasons listed above, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, provide a reason for the denial in Remarks (Item 94).  Your intermediary will process the claim.

If an ESRD-EGHP denies a claim for primary benefits because the plan offers only secondary coverage of services covered by Medicare, Medicare benefits may not be paid (primary or conditional).  Enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, enter the annotation "Plan offers only secondary coverage of services covered by Medicare" in Remarks (Item 94).  

E.
Conditional Payments.--If the beneficiary has appealed, or is protesting the ESRD-EGHP denial of the claim for any reason other than that the ESRD-EGHP offers only secondary coverage of services covered by Medicare or it denied the claim because the time limit for filing the claim with the ESRD-EGHP has expired (whether appealed or not) conditional primary Medicare benefits may be paid.

Request conditional payment by entering value code 13 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested and occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  Enter the identity of the ESRD-EGHP on line A of Item 57, any identifying information about the insured on line A of Items 65-75, and the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).  In addition, enter the annotation "Beneficiary has appealed or is protesting ESRD-EGHP denial" or "Time limit for filing the claim with the ESRD-EGHP has expired" as appropriate in Remarks (Item 94).
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323.1.
FREQUENCY OF BILLING

Your intermediary will inform you about the frequency with which it can accept billing records and the frequency with which you may bill on individual cases.

In its requirements, your intermediary considers your systems operation, intermediary systems requirements, and Medicare program and administrative requirements.

Outpatient Billing.--Bill repetitive Part B services to a single individual monthly (or at the conclusion of treatment).  These instructions also apply to Home Health Agency services under Part A.  This avoids Medicare processing costs in holding such bills for monthly review and reduces bill processing costs for relatively small claims.  Services are:

Service
Revenue Code
-
DME Rental
290-299

-
Therapeutic Radiology
330-339

-
Therapeutic Nuclear Medicine
342

-
Respiratory Therapy
410-419

-
Physical Therapy
420-429

-
Occupational Therapy
430-439

-
Speech Pathology
440-449

-
Home Health Visits
550-599

-
Hospice Services
650-659

-
Kidney Dialysis Treatments
820-859

-
Cardiac Rehabilitation Services
482, 943

-
Psychological Services
(910-919 in a psychiatric facility)

Where there is an inpatient stay, or outpatient surgery, during a period of repetitive outpatient services, you may submit one bill for the entire month if you use an occurrence span code 74 to encompass the inpatient stay.  This permits you to submit a single bill for the month, and simplifies the review of these bills.  One outpatient bill is required for services prior to admission or outpatient surgery, and another for those following discharge.  This is in addition to the bill for the inpatient stay or outpatient surgery.

Other one time Part B services must be billed upon completion of the service.  

Bills for outpatient surgery must contain, on a single bill, all services provided on the day of surgery except for kidney dialysis services, which are billed on a 72X bill type.  These services normally include:

o
Nursing services, services of technical personnel, and other related services;

o
The patient's use of the hospital's facilities;

o
Drugs, biologicals, surgical dressings, supplies, splints, casts, appliances, and equipment;

o
Diagnostic or therapeutic items and services (except lab services);

o
Blood, blood plasma, platelets, etc.; and

o
Materials for anesthesia.

See Addendum C for list of applicable revenue codes.
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Refunds
324.
REFUND OF MONIES INCORRECTLY COLLECTED

Renal dialysis facilities bill Medicare for dialysis treatments, except for the deductible and coinsurance.  Bill the Medicare patient directly only for the Part B deductible and coinsurance.  Furthermore, coinsurance billed to the patient for covered dialysis services must be based on the charge determined by Medicare to be the reasonable charge. Coinsurance amounts along with Medicare payment for the covered dialysis service must not exceed what has been determined to be the facility's reasonable charge.  (See  §318 (15I) for a discussion of Medicare reimbursement amounts and how they are determined.)

Amounts incorrectly collected and not refunded represent improper charges for covered services. Money incorrectly collected are amounts in excess of allowable charges and deductible and coinsurance amounts, if applicable, paid to a facility by an individual (or other person on his behalf) as payment for covered items and services for which the individual is entitled to have payment made under the health insurance program.  A majority of incorrect collections are made inadvertently and may involve a simple error on the part of the facility in billing a beneficiary.  However, there are other situations which lend themselves to the possibility of an incorrect collection.  Shown below are some examples:

o
In a retroactive entitlement case, where the beneficiary (or other person) paid for covered services and later becomes entitled to have payment made for them by Medicare;

o
Where an intermediary (carrier) has initially denied payment and a subsequent finding is made (e.g., as the result of a reconsideration or hearing decision) that payment for all or part of the services may be made;

o
Where the beneficiary or other person has protested a direct charge by a facility and the intermediary determines that the beneficiary is entitled to have program payment made on his behalf for all or part of the services.

The intermediary ensures that facilities refund monies incorrectly collected.  Therefore, in the situations described above (and other similar situations recognized by the intermediary), the intermediary (carrier) determines, on an individual case basis, whether the facility has already received reimbursement for covered services from the individual or other person (e.g., relatives, other insurance carriers, or welfare) before making Medicare payment.  If the facility advises, in writing, that it has not been reimbursed by the individual or other person for covered services, payment can be made.  (See §324.1 for proper disposition and §324.2 for time limit within which refund or other disposition is to be accomplished.)

Where the intermediary knows that a facility has overcollected deductible and coinsurance amounts, direct refund is made by the intermediary to the beneficiary.

324.1
Return or Other Disposition of Monies Incorrectly Collected.--A facility in possession of any incorrect collection is required to refund or make final disposition of the money in accordance with applicable State law.  If refund or final disposition will be delayed for a prolonged period, the facility is required to set aside the money in a separate account until refund or final 
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disposition can be made.  Until the facility advises, in writing, that it has properly refunded or disposed of the money or, as necessary, set aside the money, the intermediary will withhold an amount equal to such incorrect collection against amounts otherwise due.

A.
Refund.--Refund is to be made to the beneficiary (or any other person) from whom the facility collected the monies.  If the beneficiary or other person cannot be located after the facility has made a reasonable effort (including contact by mail at the last known address), ask the intermediary to check HCFA's records.  If the individual to whom refund is to be made still cannot be located or has died, make final disposition of the monies in accordance with State law.

B.
Monies Set Aside.--In some situations refund or final disposition may be delayed for a prolonged period (e.g., where the beneficiary's whereabouts is being developed or where there is a delay in the appointment of a legal representative to dispose of the estate of a deceased individual). When such a delay in making refund or final disposition is encountered, notify the intermediary and set the funds aside in a separate account identified by the name of the individual to whom the payment is due.  Carry these amounts on the records until refund or final disposition, as provided in A above, is made.

324.2
Appropriate Time Limits Within Which Facility Must Dispose of Sums Incorrectly Collected.--Refund or final disposition in accordance with applicable State law of sums incorrectly collected should be accomplished promptly.  In any event, the refund, final disposition, or, as necessary, setting funds aside in a separate account, should be accomplished within a period of 60 days after notification of incorrect collection.

324.3
Former Facility.--Once a facility is in the Medicare program, it remains responsible, notwithstanding subsequent withdrawal of program approval or voluntary participation, for the required refund or final disposition of any monies incorrectly collected for covered services furnished to Medicare beneficiaries during the effective period of its program participation.

325.
CREDIT BALANCE REPORTING REQUIREMENTS -- GENERAL

The Paperwork Burden Reduction Act of 1980 was enacted to inform you about why the Government collects information and how it uses this information.  In accordance with §§1815(a) and 1833(e) of the Social Security Act (the Act), the Secretary is authorized to request information from participating providers that is necessary to properly administer the Medicare program.  In addition, §1866(a)(1)(C) of the Act requires participating providers to furnish information about payments made to them and to refund any monies incorrectly paid.  In accordance with these provisions, complete a Medicare Credit Balance Report (HCFA-838) to help ensure that monies owed to Medicare are repaid in a timely manner.  

The HCFA-838 is specifically used to monitor identification and recovery of "credit balances" due to Medicare.  A credit balance is an improper or excess payment made to a provider as a result of patient billing or claims processing errors.  Examples of Medicare credit balances include instances where a provider is: 

o
Paid twice for the same service either by Medicare or by Medicare and another insurer;

o
Paid for services planned but not performed or for non-covered services; 
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o
Overpaid because of errors made in calculating beneficiary deductible and/or coinsurance amounts; or 

o
A hospital which bills and is paid for outpatient services included in a beneficiary's inpatient claim.  Credit balances would not include proper payments made by Medicare in excess of a provider's charges such as DRG payments made to hospitals under the Medicare prospective payment system.

For purposes of completing the HCFA-838, a Medicare credit balance is an amount determined to be refundable to Medicare.  Generally, when a provider receives an improper or excess payment for a claim, it is reflected in their accounting records (patient accounts receivable) as a "credit".  However, Medicare credit balances include monies due the program regardless of its classification in a provider's accounting records.  For example, if a provider maintains credit balance accounts for a stipulated period, e.g., 90 days, and then transfers the accounts or writes them off to a holding account, this does not relieve the provider of its liability to the program.  In these instances, the provider must identify and repay all monies due the Medicare program. 

To help determine whether a refund is due to Medicare, another insurer, the patient, or beneficiary, refer to §§300 and 301 that pertain to eligibility and Medicare Secondary Payer (MSP) admissions procedures.

325.1
Submitting the HCFA-838.--Submit a completed HCFA-838 to your intermediary (FI) within 30 days after the close of each calendar quarter.  Include in the report all Medicare credit balances shown in your accounting records (including transfer, holding or other general accounts used to accumulate credit balance funds) as of the last day of the reporting quarter.

  

Report all Medicare credit balances shown in your records regardless of when they occurred.  You are responsible for reporting and repaying all improper or excess payments you have received from the time you began participating in the Medicare program.       

 

325.2
Completing the HCFA-838.--The HCFA-838 consists of a certification page and a detail page.  An officer or the Administrator of your facility must sign and date the certification page.  Even if no Medicare credit balances are shown in your records for the reporting quarter, you must still have the officer or Administrator sign the form and submit it to attest to this fact.  

The detail page requires specific information on each credit balance on a claim-by-claim basis.  The detail page provides space to address 17 claims, but you may add additional lines or reproduce the form as many times as necessary to accommodate all of the credit balances that you report.  Submit the detail page(s) on a computer diskette, which is available from your FI.  Submit the certification page in hard copy. 

Segregate Part A credit balances from Part B credit balances by reporting them on separate detail pages.  

NOTE:
Part B pertains only to services you provide which are billed to your FI.  It does not pertain to physician and supplier services billed to carriers. 

Complete the HCFA-838 providing the information required in the heading area of the detail page(s) as follows:  

o
 The full name of the facility;
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o
 The facility's provider number. If there are multiple provider numbers for dedicated units within the facility (e.g., psychiatric, physical medicine and rehabilitation), complete a separate Medicare Credit Balance Report for each provider number; 

o
The month, day and year of the reporting quarter, e.g., 12/31/93;

o
An "A" if the report page(s) reflects Medicare Part A credit balances, or a "B" if it reflects Part B credit balances;  

o
The number of the current detail page and the total number of pages forwarded, excluding the certification page (e.g., Page 1 of 3); and

o
 The name and telephone number of the individual who may be contacted regarding any questions that may arise with respect to the credit balance data. 

Complete the data fields for each Medicare credit balance by providing the following information (when a credit balance is the result of a duplicate Medicare primary payment, report the data pertaining to the most recently paid claim):

Column 1 
-
The last name and first initial of the Medicare beneficiary, (e.g., Doe, J.).

Column 2 
-
The Medicare Health Insurance Claim Number (HICN) of the Medicare beneficiary.

Column 3

-
The 1-digit Internal Control Number (ICN) assigned by Medicare when the claim is processed.

Column 4

-
The 3-digit number explaining the type of bill, e.g., 111 -inpatient, 131 - outpatient, 831 - same day surgery.  (See the Uniform Billing instructions in §§320-321.) 

Columns 5/6
-
The month, day and year the beneficiary was admitted and discharged, if an inpatient claim, or "From" and "Through" dates (date service(s) were rendered) if an outpatient service.  Numerically indicate the admission (From) and discharge (Through) date (e.g., 1/1/93).

Column 7

-
The month, day and year (e.g., 1/1/93) the claim was paid.  If a credit balance is caused by a duplicate Medicare payment, ensure that the paid date and ICN number correspond to the most recent payment.

Column 8

-
An "O" if the claim is for an open Medicare cost reporting period or a "C" if the claim pertains to a closed cost reporting period.  (An open cost report is one where an NPR has not yet been issued.  Do not consider a cost report open if it was reopened for a specific issue such as graduate medical education or malpractice insurance.)

Column 9

-
The amount of the Medicare credit balance that was determined from your patient/accounting records. 

Column 10
-
The amount of the Medicare credit balance identified in column 9 being repaid with the submission of the report. (As discussed below, repay Medicare credit balances at the time you submit the HCFA-838 to your intermediary.)  
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Column 11
-
A "C" when you submit a check with the HCFA-838 to repay the credit balance amount shown in column 9, or an "A" if you submit an adjustment request. 

Column 12
-
The amount of the credit balance that remains outstanding (column 9 minus column 10).  Show a zero if you make full payment.  

Column 13
-
The reason for the Medicare credit balance by entering a "1" if it is the result of duplicate Medicare payments, a "2" for a primary payment by another insurer, or a "3" for "other reasons". 

Column 14
-
The Value Code to which the primary payment relates, using the appropriate two digit code as follows:  (This column is completed only if the credit balance was caused by a payment when Medicare was not the primary payer.  If more than one code applies, enter code applicable to the payer with the largest liability. For code description, see §320.) 


12
-
 Working Aged

    


13
-
 End Stage Renal Disease

    


14
-
 Auto No Fault/Liability

    


15
-
 Workers' Compensation

    


16
-
 Other Government Program

    


41
-
 Black Lung

    


42
-
 Department of Veterans Affairs (VA)

    


43
-
 Disability

Column 15
-
The name and address of the primary insurer identified in column 14.

    
  

NOTE:
Once a credit balance is reported on the HCFA-838, it is not to be reported on a subsequent period report.  
325.3
Payment of Amounts Owed Medicare.--Pay all amounts owed Medicare as shown in column 9 of the credit balance report at the time you submit the HCFA-838.  (See §325.7.)  Make payment by check or by submission of adjustment requests.  Submit adjustment requests in hard copy or electronic format.

If you use a check to pay credit balances, submit adjustment requests for the individual credit balances that pertain to open cost reporting periods.  Your FI will assure that monies are not collected twice.

  

If the amount owed Medicare is so large that immediate repayment would cause financial hardship, contact your FI regarding an extended repayment schedule.  

Interest is assessed on Medicare credit balances not timely repaid applying 42 CFR 405.376.  In part this means:

o  Interest accrues on outstanding amounts beginning from the due date of a timely-filed Medicare credit balance report if the report is not accompanied by payment in full.

o  Interest is charged on the entire amount shown on a Medicare credit balance report beginning from the day after the report was due if the report is not timely-filed.
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o
Interest is charged on outstanding amounts beginning from the date a credit balance occurred, in those instances where a credit balance(s) was omitted from a Medicare credit balance report or was not accurately reported.

o
Interest will not be charged on Medicare credit balances resulting from MSP provisions until they are past due in accordance with the 60-day repayment provision of 42 CFR 489.20.  Once due, interest is assessed on outstanding Medicare credit balances resulting from MSP provisions in the same manner as any other outstanding Medicare credit balance, as discussed above.

325.4
Records Supporting HCFA-838 Data.--Develop and maintain documentation that shows that each patient record with a credit balance (transfer, holding account) was reviewed to determine credit balances attributable to Medicare and the amount owed, for preparation of the HCFA-838. At a minimum, your procedures should: 

o
Identify whether or not the patient is an eligible Medicare

beneficiary;

o
Identify other liable insurers and the primary payer; and

o
Adhere to applicable Medicare payment rules.  

NOTE:
A suspension of Medicare payments may be imposed and your eligibility to participate in the Medicare program may be affected for failing to submit the HCFA-838 or for not maintaining documentation that adequately supports the credit balance data reported to HCFA.  Your FI will review your documentation during audits/reviews performed for cost report settlement purposes.  

325.5
Provider-Based Home Health Agencies (HHAs).--Provider-based HHAs are to submit their HCFA-838 to their Regional Home Health Intermediary even though it may be different from the FI servicing the parent facility. 

325.6
Exception for Low Utilization Providers.--Providers with extremely low Medicare utilization do not have to submit a HCFA-838.  A low utilization provider is defined as a facility that files a low utilization Medicare cost report as specified in PRM-1, §2414.b, or files less than 25 Medicare claims per year.

325.7
Compliance with MSP Regulations.--MSP regulations at 42 CFR 489.20 require providers to pay Medicare within 60 days from the date you receive payment from another payer (primary to Medicare) for the same service.  Submission of a HCFA-838 and adherence to HCFA's instructions do not interfere with this rule.  You must repay credit balances resulting from MSP payments within the 60-day period.  

Report credit balances resulting from MSP payments on the HCFA-838 if they have not been repaid by the last day of the reporting quarter.  If you identify and repay an MSP credit balance within a reporting quarter, in accordance with the 60-day requirement, do not include it in the HCFA-838, i.e., once payment is made, a credit balance would no longer be reflected in your records.  

If an MSP credit balance occurs late in a reporting quarter, and the HCFA-838 is due prior to expiration of the 60-day requirement, include it in the credit balance report.  However, payment of the credit balance does not have to be made at the time you submit the HCFA-838, but within the 60 days allowed.
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                                                         EXHIBIT I

  


Medicare Credit Balance Report Certification
The Medicare Credit Balance Report is required under the authority of §§1815(a), 1833(e), 1886(a)(1)(C) and related provisions of the Social Security Act.  Failure to submit this report may result in a suspension of payments under the Medicare program and may affect your eligibility to participate in the Medicare program.

ANYONE WHO MISREPRESENTS, FALSIFIES, CONCEALS, OR OMITS ANY ESSENTIAL INFORMATION MAY BE SUBJECT TO FINE, IMPRISONMENT, OR CIVIL MONEY PENALTIES UNDER APPLICABLE FEDERAL LAWS.


CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)
I HEREBY CERTIFY that I have read the above statements and that I have examined the accompanying credit balance report prepared by                                              (Provider Name(s) and Number(s)) for the calendar quarter ended                         and that it is a true, correct, and complete statement prepared from the books and records of the provider in accordance with applicable Federal laws, regulations, and instructions.

(Signed)
                                                                        
Officer or Administrator of Provider(s)

                                                                

Title

                                                                

Date

Public reporting burden for this collection of information is estimated to average 6 hours per response.  This includes time for reviewing instructions, searching existing data sources, gathering and maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing the burden, to:

 Health Care Financing Administration

 P.O. Box 26684

 Baltimore Maryland 21207

 and to:

 Office of Information and Regulatory Affairs

 Office of Management and Budget

 Washington, D.C. 20503.

Paperwork Reduction Project (0938-0600)
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                                  EXHIBIT II


This page is reserved for





The Medicare Credit Balance Report


(HCFA-838)
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Protests and Appeals

326.
FACILITY PROTESTS OF PAYMENT DETERMINATION

The facility and its intermediary should attempt to mutually resolve any differences involving payment for services.

328.
BENEFICIARY APPEALS (PART B)

A.
Beneficiary Appeal Rights.--An individual dissatisfied with the denial of a request for payment of Part B benefits or the amount of such benefits paid is entitled to a review by the intermediary.  If dissatisfied with the promptness with which his initial request for payment is acted upon or with the outcome of the review determination, he is entitled to a hearing by the intermediary's hearing officer.  However, a claimant's right to a Part B fair hearing is dependent upon a showing that there is $100 or more in controversy.
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A similar appeals procedure applies to bills submitted to a carrier.  Medicare beneficiaries, physicians, suppliers, and others who submit bills using Form HCFA-1500 should contact the carrier when there is a disagreement.

Medicare sends a notice to the claimant informing him/her of the steps he/she can take in requesting an appeal.  If more information is needed about a claimant's right or appeal, advise them to call or visit the nearest SSO.

B.
Handling Beneficiary Protests.--Refer patient protests concerning entitlement to Part B benefits, e.g., enrollment, premium payment to the SSO.  Handle protests concerning the denial, amount, or promptness of payment for items or services furnished by you that are amendable to explanation or correction.  If the beneficiary is still dissatisfied, refer them to a SSO, which can assist the beneficiary in determining their appeal rights and can answer specific questions about the appeal procedures.  It can also assist the individual in completing the necessary forms for requesting a reconsideration or hearing.

330.
REOPENING AND REVISION OF MEDICARE CLAIMS DECISION

An initial or revised determination on a Part A or Part B Medicare claim may be reopened for any reason (and revised if found to be incorrect) within 1 year after the date of the decision.

After 1 year but within 4 years after the date of the initial decision, a determination may be reopened for "good cause," i.e., because:

o
New and material evidence is furnished;

o
A clerical error had been made; or

o
There is an error on the face of the evidence.  On the basis of all of the evidence on file at the time the decision was made, it is clear that the decision was incorrect.

A determination may be reopened at any time if the decision was procured by fraud or similar fault. Correction of a clerical error or an error on the face of the evidence that would make the decision more favorable to the claimant can also be made at any time.


Retention of Records
332.
RETENTION OF HEALTH INSURANCE RECORDS

Retain medical records for a period of time not less than that determined by the State statute governing records retention or the statute of limitations.  In the absence of a State statute, retain records 5 years from the date of discharge.  In the case of a minor, retain records 3 years after the patient becomes of age under State law, whichever is longer.
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A non-hospital RDF may microfilm all health insurance records.  Such records include your dialysis or home dialysis supply and equipment claims, your copies of form HCFA-1450, supporting documents and forms, charge slips, and other business and accounting records that refer to specific claims.  Billing material with any attachments that you furnish to your intermediary may be destroyed providing the microfilm accurately reproduces all original documents.  Retain these for 5 years after the month the claims were submitted to the intermediary.

332.1
Destruction of Health Insurance Records.--When material need no longer be retained for Medicare purposes, it may be destroyed.

To insure the confidentiality of the records, it is requested that they be destroyed by shredding, mutilating, or by using other protective measures.  The method of final disposition of the records may provide for their sale as salvage.  Report monies received as an adjustment to expense in the cost report for the year sold.


Claims Processing Timeliness Requirements
333.
CLAIMS PROCESSING TIMELINESS

A.
Claims Processing Timeliness Requirements.--"Clean" claims must be paid or denied within the applicable number of days from the date of their receipt as follows:

Time Period for Claims Received

Applicable Number of Days
01-01-93 through 09-30-93

24 for EMC & 27 for paper 





claims

10-01-93 and later

30

See subsection D for the definition of a clean claim.  All claims (i.e., paid claims, partial and complete denials, no payment bills) including PIP and EMCs are subject to the above requirements.

The count starts on the day after the receipt date and ends on the date payment is made.  For example, for clean claims received October 1, 1993, and later, if this span is 30 days or less, the requirement is met.

B.
Payment Floor Standards.--Your intermediary does not pay, issue, mail, or otherwise pay for any claim it receives from you within the waiting period as indicated below.  The length of the waiting period is determined by the date a claim is received.  Your intermediary starts its count on the day after the day of receipt.  For example, a paper claim received October 1, 1993, can be paid on or after October 28, 1993.  An electronic claim received November 1, 1993, can be paid on or after November 15, 1993.  
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Claims Receipt Date 



Waiting Period (Calendar Days)
01-01-93 through 09-30-93


14 for EMC & 26 for 

paper claims

10-01-93 and later




13 for EMC & 26 for

paper claims

NOTE:
No payment claims are not subject to the payment floor standards.

C.
Interest Payment on Clean Claims Not Paid Timely.--Interest must be paid on clean claims if payment is not made within the applicable number of calendar days after the date of receipt as described in subsection A.  For example, a clean claim received on October 1, 1993, must have been paid before the end of business on October 31, 1993. Interest is not paid on:

o
Claims requiring external investigation or development by your intermediary;

o
Claims on which no payment is due; or

o
Full denials.

Interest is paid on a per bill basis at the time of payment.

Interest is paid at the rate used for §3902(a) of title 31, U.S. Code (relating to interest penalties for failure to make prompt payments).  The interest rate is determined by the applicable rate on the day of payment.

This rate is determined by the Treasury Department on a 6 month basis effective every January 1st and July 1st.  Effective January 1, 2000, you may access the Treasury Department’s new web page address--www.publicdebt.treas.gov/opd/opdprmt2.htm semi annually for the new rate.  Your intermediary notifies you of any changes to this rate.  

Interest is calculated using the following formula:

Payment amount x rate x days  365 (366 in a leap year)  = interest payment.

The interest period begins on the day after payment is due and ends on the day of payment.

EXAMPLES:


Clean Paper Claims



Clean Electronic Claim

Date Received


November 1, 1993



November 1, 1993

Payment Due 


November 28, 1993



November 15, 1993

Payment Made

December 3, 1993



December 2, 1993

Interest Made


December 2, 1993



December 2, 1993

Days for Which

  Interest Due



2





1

Amount of Payment


$100





$100

Interest Rate



5.625%




5.625%

Use the following formula:

o
For the clean paper claim--$100 X .05625 X 2 divided by 365 = $.0308 or $.03 when rounded to the nearest penny.
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o
For the clean electronic claim--$100 X .05625 X 1 divided by 365 = $.0154 or $.02 when rounded to the nearest penny.

When interest payments are applicable, your intermediary indicates for the individual claim the amount of interest on their remittance record to you.

D.
Definition of Clean Claim.--A clean claim is one that does not require your intermediary to investigate or develop external to their Medicare operation on a prepayment basis.

Examples of clean claims are those that:

o
Pass all edits (intermediary and Common Working File (CWF)) and are processed electronically;

o
Do not require external development by your intermediary and are not approved for payment by CWF within 7 days of your intermediary's original claim submittal for reasons beyond your intermediary's or your control;

o
Are investigated within your intermediary's claims, medical review, or payment office without the need to contact you, the beneficiary, or other outside source;

o
Are subject to medical review but complete medical evidence is attached by you or forwarded simultaneously with EMC records in accordance with your intermediary's instructions.  If your intermediary requests medical evidence, see first item under subsection E; or

o
Are developed on a postpayment basis.

E.
Other Claims.--Claims that do not meet the definition of "clean" claims are "other" claims.  "Other" claims require investigation or development external to your intermediary's Medicare operation on a prepayment basis.  Other claims are those that are not approved by CWF which your intermediary identifies as requiring outside development.  Examples are claims on which your intermediary:

o
Requests additional information from you or another external source.  This includes routine data omitted from the bill, medical information, or information to resolve discrepancies;

o
Requests information or assistance from another contractor.  This includes request for charge data from the carrier, or any other request for information from the carrier;

o
Develops MSP information;

o
Requests information necessary for a coverage determination;

o
Performs sequential processing when an earlier claim is in development; and

o
Performs outside development as a result of a CWF edit.
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o
Develops MSP information;


o
Requests information necessary for a coverage determination;


o
Performs sequential processing when the earlier claim is in development;


o
Requeries because an original has not been answered within 7 days; or


o
Does not receive a definitive query response within 7 days of its original query date.

NOTE:
If your intermediary is a CWF intermediary, a claim is considered "other" if it does not receive a definitive response within 7 days of its original bill submittal.

For purposes of counting the 7 day period described above, all intermediaries (including CWFs) start their count on the day after their original query or bill submittal.

334. 
PNEUMOCOCCAL PNEUMONIA, INFLUENZA VIRUS, AND HEPATITIS B 
VACCINES



Part B of Medicare pays 100 percent for pneumococcal pneumonia vaccines (PPV) and influenza virus vaccines and their administration.  Payment for the vaccines is based on the lower of the actual charge or the average wholesale price (AWP).  Deductible and coinsurance do not apply.  Payment for the administration of the vaccines is based on information your intermediary obtains from their carrier.  For these preventive benefits, bill your intermediary on Form HCFA-1450.

Part B of Medicare also covers the hepatitis B vaccine.  For coverage and payment rules for hepatitis B vaccine and its administration, see §2711.4 of the Provider Reimbursement Manual, Part 1, Chapter 27.  Deductible and coinsurance apply.


A.
Coverage Requirements.--Effective for services furnished on or after July 1, 2000, Medicare does not require for coverage purposes, that the PPV vaccine and its administration be ordered by a doctor of medicine or osteopathy.  Therefore, the beneficiary may receive the vaccine upon request without a physician’s order and without physician supervision.

Effective for services furnished on or after September 1, 1984, hepatitis B vaccine and its administration is covered if it is ordered by a doctor of medicine or osteopathy and is available to Medicare beneficiaries who are at high or intermediate risk of contracting hepatitis B.

Effective for services furnished on or after May 1, 1993, influenza virus vaccine and its administration is covered when furnished in compliance with any applicable State law by any provider of services or any entity or individual with a supplier number.  Typically, this vaccine is administered once a year in the fall or winter.  Medicare does not require for coverage purposes that the vaccine must be ordered by a doctor of medicine or osteopathy.  Therefore, the beneficiary may receive the vaccine upon request without a physician's order and without physician supervision.


B.
Billing Requirements.--Bill for the vaccines and their administration on Form HCFA-1450 using bill type 72X.  There is no requirement for a separate bill for the vaccines and their administration.  However, you may be required to send a separate bill if your particular intermediary requires it.


C.
HCPCS Coding.--Bill for the vaccines using the following HCPCS codes listed below:


90657
Influenza virus vaccine, split virus, 6-35 months dosage, for intramuscular or jet injection use;


90658
Influenza virus vaccine, split virus, 3 years and above dosage, for intramuscular or jet injection use;


90659
Influenza virus vaccine, whole virus, for intramuscular or jet injection use;


90732
Pneumococcal polysaccharide vaccine, 23-valent, adult dosage, for subcutaneous or intramuscular use;
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90744
Hepatitis B vaccine, pediatric or pediatric/adolescent dosage, for intramuscular 


use;


90745
Hepatitis B vaccine, adolescent/high risk infant dosage, for intramuscular use;


90746
Hepatitis B vaccine, adult dosage, for intramuscular use;


90747
Hepatitis B vaccine, dialysis or immunosuppressed patient dosage, for 



intramuscular  use;


90748
Hepatitis B and Hemophilus influenza b vaccine (HepB-Hib), for intramuscular 


use.

These codes are for reporting of the vaccines only.  Bill for the administration of the vaccines using HCPCS code G0008 for the influenza virus vaccine, G0009 for the PPV vaccine, and G0010 for the hepatitis B vaccine.


D.
Applicable Revenue Codes.--Bill for the vaccines using revenue code 636.  Bill for the administration of the vaccines using revenue code 771.


E.
Other Coding Requirements.--You must report a diagnosis code for each vaccine if the sole purpose for the visit is to receive a vaccine or if a vaccine is the only service billed on a claim.  Report code V04.8 for the influenza virus vaccine, code V03.82 for PPV, and code V05.3 for the hepatitis B vaccine.  In addition, for the influenza virus vaccine report UPIN code SLF000 if the vaccine is not ordered by a doctor of medicine or osteopathy.


F.
Simplified Billing of Influenza Virus Vaccine by Mass Immunizers.--Some potential "mass immunizers" have expressed concern about the complexity of billing for the influenza virus vaccine and its administration.  Consequently, to increase the number of beneficiaries who obtain needed preventive immunizations, simplified (roster) billing procedures are available to mass immunizers.  A mass immunizer is defined as any entity that gives the influenza virus vaccine to a group of beneficiaries, e.g., at Public Health Clinics, shopping malls, grocery stores, senior citizen homes, and health fairs.  To qualify for roster billing, immunizations of at least five beneficiaries on the same date is required.

The simplified process involves use of Form HCFA-1450 with preprinted standardized information relative to you and the benefit.  When mass immunizing, attach a standard roster to a single pre-printed Form HCFA-1450 which will contain the variable claim information regarding the service provider and individual beneficiaries.

The roster must contain, at a minimum, the following information:


o
Provider name and number;


o
Date of service;


o
Patient name and address;


o
Patient date of birth;


o
Patient sex; 


o
Patient health insurance claim number; and


o
Beneficiary signature or stamped "signature on file".

NOTE:
A stamped "signature on file" can be used in place of the beneficiary's actual signature provided you have a signed authorization on file to bill Medicare for services rendered.  In this situation, you are not required to obtain the patient signature on the roster.  However, you have the option of reporting "signature on file" in lieu of obtaining the patient's actual signature.

The modified Form HCFA-1450 shows the following preprinted information in specific FLs:


o
The words "See Attached Roster" in FL 12, (Patient Name);


o
Patient Status code 01 in FL 22 (Patient Status);


o
Condition code M1 in FLs 24-30 (Condition Code) (see NOTE below);
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o
Condition code A6 in FLs 24-30 (Condition Code);


o
Revenue code 636 in FL 42 (Revenue Code), along with the appropriate HCPCS code in FL 44 (HCPCS Code);


o
Revenue code 771 in FL 42 (Revenue Code), along with HCPCS code G0008 FL 44 (HCPCS Code);


o
"Medicare" on line A of FL 50 (Payer);


o
The words "See Attached Roster" on line A of FL 51 (Provider Number);


o
UPIN SLF000 in FL82; and


o
Diagnosis code V04.8 in FL 67 (Principal Diagnosis Code).

When conducting mass immunizations, you are required to complete the following FLs on the preprinted HCFA-1450:


o
FL  4 (Type of Bill);


o
FL 47 (Total Charges);


o
FL 85 (Provider Representative); and


o
FL 86 (Date).

NOTE:
Medicare Secondary Payer (MSP) utilization editing is by-passed in CWF for all mass immunizer roster bills.  However, if you know that a particular group health plan covers the influenza virus vaccine and all other MSP requirements for the Medicare beneficiary are met, the primary payer must be billed.

If you do not mass immunize, continue to bill for the influenza virus vaccine using normal billing procedures i.e., submission of a HCFA-1450 or electronic billing for each beneficiary.


G.
Simplified Billing of Pneumococcal Penumonia Vaccine (PPV) by Mass Immunizers.--The simplified (roster) claims filing procedure has been expanded for PPV.  A mass immunizer is defined as any entity that gives the PPV to a group of beneficiaries, e.g., at Public Health Clinics, shopping malls, grocery stores, senior citizen homes, and health fairs.  To qualify for roster billing, immunizations of at least five beneficiaries on the same date is required.

The simplified process involves use of the (HCFA-1450 with preprinted standardized information relative to the provider and the benefit.  Mass immunizers attach a standard roster to a single pre-printed HCFA-1450 which will contain the variable claims information regarding the service provider and individual beneficiaries.

The roster must contain, at a minimun, the following information:


o
Provider name and number;


o
Date of service;


o
Patient name and address;


o
Patient date of birth;


o
Patient sex;


o
Patient health insuramce claim number; and


o
Beneficiary signature or stamped "signature on file".
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NOTE:
A stamped "signature on file" can be used in place of the beneficiary's actual signature provided you have a signed authorization on file to bill Medicare for services rendered.  In this situation, you are not required to obtain the patient signature on the roster.  However, you have the option of reporting "signature on file" in lieu of obtaining the patient's actual signature.

The roster should contain the following language to be used by you as a precaution to alert beneficiaries prior to administering the PPV.

WARNING:
The beneficiary's vaccination status must be verified before administering the PPV.  It is acceptable to rely on the patient's memory to determine prior vaccination status.  If the patient is uncertain whether they have been vaccinated within the past 5 years, administer the vaccine.  If patients are certain that they have been vaccinated within the past 5 years, do not revaccinate.

The modified HCFA-1450 shows the following preprinted information in the specific form locators (FLs):


o
The words "See Attached Roster" in FL 12, (Patient Name);


o
Patient Status code 01 in FL 22 (Patient Status);


o
Condition code M1 in FLs 24-30 (Condition Code);


o
Condition code A6 in FLs 24-30 (Condition Code);


o
Revenue code 636 in FL 42 (Revenue Code), along with HCPCS code 90732 in FL 44 (HCPCS Code);


o
Revenue code 771 in FL 42 (Revenue Code), along with HCPCS code G0009 in FL 44 (HCPCS Code);


o
"Medicare" on line A of FL 50 (Payer);


o
The words "See Attached Roster" on line A of FL 51 (Provider Number); and


o
Diagnosis code V03.82 in FL 67 (Principal Diagnosis Code).

When conducting mass immunizations, you are required to complete the following FLs on the preprinted HCFA-1450:


o
FL  4 (Type of Bill);


o
FL 47 (Total Charges);


o
FL 85 (Provider Representative); and


o
FL 86 (Date).

NOTE:
Medicare Secondary Payer (MSP) utilization editing is by-passed in CWF for all mass immunizer roster bills.  However, if you know that a particular group health plan covers the PPV and all other MSP requirements for the Medicare beneficiary are met, the primary payer must be billed.

If you do not mass immunize, continue to bill for PPV using the normal billing method i.e., submission of a HCFA-1450 or electronic billing for each beneficiary.
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399.
EXHIBITS

Exhibit 1.
Health Insurance Cards

Exhibit 2.
Social Security Award Certificate, SSA-30

Exhibit 3.
Social Security Award Notice, SSA-30 (BD)

Exhibit 4.
Temporary Notice of Eligibility

Exhibit 5.
Social Security Health Insurance Certification, SSA-31

Exhibit 6.
State Abbreviation Codes
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EXHIBIT 2

NOTE:  "This is space for Exhibit 2, SSA-30  (3-76) on this page."


Social Security Award Certificate
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EXHIBIT 2 (Cont.)

NOTE:  "This is space for Exhibit 2(Cont.) on this page."


Social Security Award Certificate
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EXHIBIT 3

NOTE:  "This is space for Exhibit 3, SSA-30 on this page."


Social Security Award Notice


SSA-30 (3-76) BDI
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EXHIBIT 3(Cont.)

NOTE:  "This is space for Exhibit 3(Cont.) on this page."


Social Security Award Notice


SSA-30 (3-76) BDI
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EXHIBIT 4

NOTE:  "This is space for Exhibit 4 on this page."


Letter to Beneficiary
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EXHIBIT 5

NOTE:  "This is space for Exhibit 5, SSA-3l on this page."


Social Security Health Insurance Certificate


Form SSA-31 (9-76)
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NOTE:  "This is space for Exhibit 5 on this page."


Letter Continued
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EXHIBIT 6


STATE ABBREVIATION CODES

Alabama
AL
Kentucky
KY
North Dakota
ND

Alaska
AK
Louisiana
LA
Ohio
OH

Arizona
AZ
Massachusetts
MA
Oklahoma
OK

Arkansas
AR
Maine
ME
Oregon
OR

California
CA
Maryland
MD
Pennsylvania
PA

Colorado
CO
Michigan
MI
Rhode Island
RI

Connecticut
CT
Minnesota
MN
South Carolina
SC

Delaware
DE
Mississippi
MS
South Dakota
SD

District of

Columbia
DC
Missouri
MO
Tennessee
TN

Florida
FL
Montana
MT
Texas
TX

Georgia
GA
Nebraska
NB
Utah
UT

Hawaii
HI
New Hampshire
NH
Vermont
VT

Idaho
ID
New Jersey
NJ
Virginia
VA

Illinois
IL
New Mexico
NM
Washington
WA

Indiana
IN
New York
NY
West Virginia
WV

Iowa
IA
North Carolina
NC
Wisconsin
WI

Kansas
KS


Wyoming
WY


OUTLYING AREAS OF THE UNITED STATES

Canal Zone
CA
Puerto Rico
PR

Guam
GU
Virgin Islands
VI
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