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100.
INTRODUCTION

Medicare is a health insurance program for people 65 and older and for some people under age 65 who are disabled or have end stage renal disease.  The Medicare provisions are in Title XVIII of the Social Security Act under the heading, "Health Insurance for the Aged and Disabled."  Medicare has two parts, Hospital Insurance (sometimes called Part A or HI) and Supplementary Medical Insurance (Part B or SMI).  Facilities that use this manual provide services only under Part B.

The effective date of Medicare coverage for almost all persons 65 and over is the month of their 65th birthday.  Since July l973 Medicare also has been available to persons of any age who are entitled to disability benefits under the Social Security Act or Railroad Retirement Act for a specified length of time.  Persons entitled to disability benefits under the Social Security Act for 24 consecutive months are entitled to HI beginning with the 25th month of entitlement and are automatically enrolled in the supplementary medical insurance (SMI), unless this coverage is refused.  HI and SMI for beneficiaries under age 65 who qualify under this provision will terminate the month the disability benefits terminate or the month following the month a notice of disability termination is mailed to them, whichever is later.

Also, since July l973, persons under age 65 who do not meet the above disability requirements but need dialysis or renal transplantation for treatment of end stage renal disease are eligible for HI or SMI under certain conditions (see § l05.3).

102.
HOSPITAL INSURANCE (PART A)

Medicare's Hospital Insurance helps pay for medically necessary inpatient hospital care, and, after a hospital stay, for inpatient care in a skilled nursing facility and for care at home by a home health agency.

Persons covered by social security (and their employers) pay tax contributions into a special Hospital Insurance Trust Fund during their working years to insure them against the costs of illness in their older years or in a period of disability.  Persons age 65 and over who meet certain residence requirements but are not otherwise eligible for Part A benefits may pay premiums to obtain such coverage if they already have SMI coverage or are eligible for SMI enrollment and file a timely enrollment request.
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104.
SUPPLEMENTARY MEDICAL INSURANCE (PART B)

SMI is a voluntary program which builds upon the protection provided by the basis hospital insurance plan by covering a substantial part of the cost of physicians' services (including surgery), maintenance dialysis treatments, and a number of other health items and services not covered under Hospital Insurance.  SMI is financed through premiums paid by each person who enrolls and through contributions from Federal general revenues which are at least equal to the amount of premiums paid by beneficiaries.


Medicare Entitlement
105.
HOSPITAL INSURANCE

105.1
Hospital Insurance for the Aged.-- An individual is entitled to hospital insurance (HI) beginning with the first day of the month he attains age 65 if he had applied for and been determined to be entitled to monthly social security benefits.  It is not necessary to be retired and actually receiving the monthly benefit payments.  Entitlement also extends to qualified railroad retirement beneficiaries.  (For social security purposes, a person attains age 65 on the day before his 65th birthday.  Example:  If his birth date is August l, his attainment date is July 3l, and HI entitlement date is July l.)

A social security applicant who applies for monthly benefits after he attains age 65 is entitled to HI coverage retroactive to the first month in which he attained age 65 and met all the requirements for monthly benefits, but not for more than l2 months before the month in which he files his application.

HI ends with the month the individual ceases to be entitled to monthly social security benefits and/or ceases to be a qualified railroad retirement beneficiary (for example, a woman whose wife's benefits are terminated by divorce).  A person who ceases to be a social security or railroad retirement beneficiary but who meets the requirements of the special transitional provision or the special provision for premium payment hospital insurance may reinstate HI by filing a proper application under either of those provisions.
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105.2
Transitional Provision for the Uninsured.-- Special provision was made to extend coverage to many older people who did not have social security insured status at the time Medicare began in l966.  Under this provision, people attaining age 65 by l974 were permitted to qualify for HI with less work credits than are necessary to receive monthly social security benefits.  Practically all person eligible under this provision have already been awarded HI.  Persons over 65 who do not have HI should get in touch with their local social security office for a determination of eligibility.

105.3
Hospital Insurance for Persons Needing Kidney Transplant or Dialysis.-

A.
Effective October 1, l978.-- Individuals of any age who receive dialysis or renal transplantation for end-stage renal disease (ESRD) are eligible for HI (and are deemed enrolled for SMI unless such coverage is refused) if they file an application and they:  (l) meet certain work requirements for insured status under the social security or railroad retirement programs, or (2) are entitled to monthly social security benefits or an annuity under the Railroad Retirement Act, or (3) are the spouses or dependent children of such insured or entitled persons.

HI entitlement usually begins after a 3-month waiting period has been served, i.e., with the first day of the third month after the month in which a course of renal dialysis begins. Entitlement begins before the waiting period was expired, if the individual (l) receives a transplant or (2) participates in a self-dialysis training program during the waiting period. For those falling into category (l), entitlement begins with the month the individual is admitted as an inpatient to a hospital for procedures in preparation for or anticipation of a kidney transplant provided the transplant surgery takes place within the following 2 months.  If the transplant is delayed more than 2 months after the preparatory hospitalization, entitlement begins with the 2nd month prior to the month of transplant. Entitlement for those falling into category (2) begins with the first month of the course of dialysis if the individual is expected to complete the self-dialysis training program and self-dialyze thereafter. Eligibility is based on the earliest entitlement date when someone could possibly qualify under several different provisions.

Hospital insurance coverage based on end-stage renal disease ends with the earliest of the following dates:  (l) the day an individual dies, or (2) the last day of the l2th month after the month the course of dialysis is discontinued, unless the individual receives a kidney transplant during that period or begins another course of dialysis, or (3) the last day of the 36th month after a person receives a kidney transplant.  If the transplant fails and a regular course of dialysis is initiated or another transplant is performed within the 36 months, entitlement continues.  If a person whose entitlement based on ESRD has ended begins a new course of dialysis or has a kidney transplant, reentitlement begins without a waiting period.
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B.
Prior to October l, l978.-- For the period July l, l973, (the effective date of the original ESRD provisions) through September 30, l978, an individual had to be under age 65 to qualify as an ESRD beneficiary, and the filing of an application was not a condition of entitlement.

HI entitlement began with the third month after the month in which a course of renal dialysis began except for the individual who received an early transplant.  Entitlement for transplant patients began with the month in which the surgery was performed or in the previous month if the patient was hospitalized in that month in anticipation of and in preparation for such transplant surgery.

HI terminated as in Section A. above except that termination for a transplant patient took place on the last day of the l2th month after the month in which the patient received the transplant.  A new waiting period had to be served by persons seeking reentitlement on the basis of ESRD.

l05.4
Hospital Insurance for Disability Beneficiaries.-- Effective July l, l973, beneficiaries under age 65 who have been entitled to disability benefits under the Social Security Act for at least 24 consecutive months are entitled to HI beginning with the 25th month of the entitlement and are deemed to have enrolled in SMI unless this coverage is refused.  Railroad Retirement Act annuitants who meet the same disability criteria as disabled social security beneficiaries can also become entitled under this provision. (Since railroad disability annuitants do not serve a disability waiting period, their health insurance entitlement will begin after they have received disability benefits for a period comparable to the social security waiting period plus 24 months.) Those who can obtain coverage include disabled workers under age 65, disabled widows, and disabled widowers between the ages of 50 and 65, women age 50 or older entitled to mother's benefits who, for 24 months prior to the first month they would have been entitled to Medicare protection, met all the requirements for disability benefits except for actual filing of a disability claim, people age l8 and over who received social security benefits because they become disabled before reaching age 22, and disabled qualified railroad annuitants. Disabled mothers must be at least age 52, and disabled children at least age 20, before entitlement to Medicare can begin because of the requirement that they be entitled to the disability based benefit for 24 consecutive months.

HI and SMI coverage for beneficiaries under age 65 who qualify under this provision terminates the month the disability benefit terminates or the month following the month that a notice of disability termination is mailed to the beneficiary, whichever is later.
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SUPPLEMENTARY MEDICAL INSURANCE ENTITLEMENT.

l06.l
Eligibility for Enrollment.-- To obtain SMI, an eligible individual must enroll during an enrollment period and pay the required premiums.  He is eligible to enroll if he either (l) is entitled to premium-free HI (see § l05.l - l05.4), or (2) is 65 years old and is a resident citizen or an alien who meets certain residence requirements.

Payment may be made for covered services if the individual had coverage at the time the services were furnished, even though his enrollment had terminated at the time the request for payment was filed with the intermediary.
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106.2
Automatic Enrollment after June 1973.-- Eligible individuals (except those residing in foreign countries or Puerto Rico) who first become entitled to HI on or after July 1, 1973, are deemed enrolled for SMI as follows:

An individual under 65 who becomes entitled to HI has SMI beginning with the first month of HI entitlement.  A beneficiary who is already on the monthly benefit rolls when he attains age 65 has HI and SMI effective with the month he attains age 65.

For an insured person filing for monthly benefits within 3 months before or after the month he attains age 65 (i.e., within his initial enrollment period (IEP)) SMI coverage begins at 65 or within 6 months thereafter, depending upon when he filed the application establishing his HI entitlement.  If the application establishing his entitlement to HI is filed more than 3 months after age 65 and outside any GEP (defined below), he will be deemed to have enrolled in the next GEP and his coverage will begin on July l after the GEP.  Every person subject to automatic enrollment is given a reasonable opportunity to decline SMI for filing timely notice with SSA.

l06.3
Enrollment Periods.-- Enrollment for those not subject to automatic enrollment or who refuse automatic enrollment is possible only during certain enrollment periods:

l.
An individual's initial enrollment period (IEP) lasts for 7 months.  It begins 3 months before and ends 3 months after the month he attains age 65 (or, if later, the month he first meets all the requirements for enrollment).

2.
A general enrollment period (GEP) occurs each year from January l through March 3l.  A person enrolling in a GEP has coverage effective the following July l.

The GEP's provide opportunities to those who failed to enroll during the initial enrollment period, to those who refused automatic enrollment in SMI, and to those whose enrollment has terminated. However, a person cannot enroll for SMI more than twice.
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l06.4
State "Buy-In."-- A State which has entered into a buy-in agreement with SSA may enroll indigent persons eligible for SMI.  The State may enroll such persons at any time after they qualify for buy-in regardless of enrollment periods and number of prior enrollments (see § l06.6).  The State pays the SMI premiums for the persons it enrolls.

l06.5
When Coverage Ends.-- SMI coverage ends when any of the following events occur:

a.
the person dies;

b.
HI coverage ends for the enrollee who is under age 65 (see § l05.3 and l05.4);

c.
the person voluntarily withdraws;

d.
The person no longer qualifies for the State buy-in (e.g., his income increased above the limit) AND he does not exercise his option to pay the premiums himself;

e.
the SMI premiums have not been paid within the grace period as defined below in § l06.7C.

Dialysis treatment centers must promptly report to SSA if a kidney transplant is received or dialysis is discontinued.  Such notices may be sent to either the Bureau of Disability Insurance, P.O. Box l8, Baltimore, Maryland  2l203, or any social security office.  They must include the following information:  the beneficiary's name, address, and claim number; the event which occurred (kidney transplant or dialysis discontinued) and the date of the event; the name and address of the facility which provided the service or, if dialysis was discontinued, provided the last dialysis service.

l06.6
Termination and Reenrollment.-- An individual whose enrollment has terminated may reenroll only once and this must occur in a general enrollment period.  However, whenever an individual is covered under a State buy-in agreement which ends, his coverage continues as though he had individually enrolled in his initial enrollment period. If that coverage ends he has an opportunity to reenroll in a general
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enrollment period.  This is regardless of the number of his prior individual enrollments.  he may reenroll once each time he has a new period of State buy-in coverage followed by an individual enrollment which terminates.  (Prior to the l972 amendments, individuals were required to enroll for SMI within 3 years following initial eligibility.  Any individual previously ineligible to enroll because of the 3-year limit may enroll during any general enrollment period.)

l06.7
Premiums.

A.
Amount of Premium.-- The law requires the Secretary of Health, Education, and Welfare to adjust the premium amount to meet the costs of the program.  The Secretary determines and announces during December of each year the premium rate applicable for the l2-month period beginning with the following July l.  The Secretary's premium rate change announcement always includes the actuarial assumptions and other bases used to determine the new rate.

Effective with the premium for the year beginning July l973, premium increases cannot take place unless there has been a general social security benefit increase since the current premium amount was established.  Additionally, the percentage of increase cannot exceed the percentage of the general social security benefit increase.  The premium will be determined on the basis of program costs for aged enrollees, rather than the higher costs for the disabled enrollees.  General revenues are used to pay any unmet program costs resulting from this provision.

Premiums payable by a person who enrolls later than the first enrollment period open to him or who reenrolls after his initial enrollment was terminated are increased by l0 percent for each full l2 months he could have been, but was not, enrolled.  Months in which the law formerly precluded enrollment because of the 3-year limit will not be counted in determining the premium increase.  The Federal government contributes at least half the costs of SMI for the aged.
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There is no premium increase during the deemed individual enrollment that follows termination of State buy-in coverage.  If that deemed individual coverage ends, the amount of premium increase is measured beginning with the month following the month in which the coverage ended.

B.
Payment of Premium.-- Social security beneficiaries, railroad retirement beneficiaries, and civil service annuitants (except those enrolled by the State as public assistance recipients) who elect Part B coverage will have the premium withheld from their monthly checks.  The State pays the premium for the public assistance recipients and medical assistance eligibles it enrolls including, in most States, those who are social security and railroad retirement beneficiaries or civil service annuitants.  Other enrollees must make premium payments in response to quarterly billing.  State or local government organizations, employers, unions or other organizations may desire to pay premiums for their members who would otherwise pay their premiums by direct remittance.  If the organization's enrollee group includes at least l00 members who have authorized the group to pay their premiums, a single bill for the group will be rendered monthly.  Any organization interested in paying Part B premiums should get in touch with the nearest Bureau of Health Insurance Regional Office.  Local social security offices also may be contacted for information.

C.
Grace Period for Premium Payment.-- A grace period extends for 90 days after the month in which the premium is due to prevent a hasty termination of SMI for failure to pay premiums.  This 90-day grace period for paying overdue SMI premiums and continuing SMI coverage may be extended by SSA for good cause for up to an additional 90 days, the total not to exceed l80 days. Good cause, for example, would be found if the enrollee was mentally or physically incapable of paying his premiums timely, or his failure to pay timely was due to administrative error.


Cash Deductibles and Coinsurance
l08.
PART A INPATIENT HOSPITAL DEDUCTIBLE.

The patient is responsible for a deductible amount for inpatient hospital services in each benefit period.  The year in which the patient's benefit period begins determines the deductible amount during such period.
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The deductible amount is subject to change by the Secretary who is required to determine annually the amount of the deductible.  The following chart reflects the amount of inpatient hospital deductible:


Year in Which Benefit Period Begins
 In
 In
 In
 In
 In

l973
l974
l975
l976
l977
$72
$84
$92
$l04
$l24

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 furnished in the same benefit period.

The deductible is satisfied only by charges for covered Part A services.  Expenses for covered services count toward the deductible on an incurred rather than paid basis. Expenses incurred in one benefit period cannot be applied toward the deductible in a later benefit period.  Expenses incurred in meeting the blood deductible do not count toward the inpatient hospital deductible.

110.
PART A INPATIENT HOSPITAL COINSURANCE.

The patient is responsible for 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 furnished during a spell of illness.  Where the actual charge to the patient is less than the benefit period coinsurance rate for the benefit period, the coinsurance is the actual charge per day.  In billing both the patient and the program, the coinsurance amount is the same.

For services furnished after December 3l, l967, inpatient hospital beneficiaries have an available 60-day lifetime reserve for inpatient hospital services.  Unless a beneficiary elects not 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 spell of illness in which such reserve days are used.
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Both coinsurance amounts are determined by the year in which the patient's benefit period begins.

The following chart should be used to determine the applicable coinsurance amount for a day of inpatient hospital service from the 6lst through 90th day:


Year in Which Benefit Period Begins
 In
 In
 In
 In
 In

l973
l974
l975
l976
l977
$l8
$2l
$23
$26
$3l

The following chart should be used to determine the applicable coinsurance amount for a lifetime reserve day:


Year in Which Benefit Period Begins
 In
 In
 In
 In
 In

l973
l974
l975
l976
l977
$36
$42
$46
$52
$62

EXAMPLE l:  An HI beneficiary enters a qualified hospital in January l975 beginning a benefit period with this admission.  For as long as this benefit period continues, the amount of the inpatient deductible will be $92, the coinsurance amount for each day from the 6lst through the 90th will be $23, for a lifetime reserve day $46.

EXAMPLE 2:  A beneficiary begins a benefit period with admission to a hospital in December l974 and pays an $84 inpatient hospital deductible.  He continues to be hospitalized in the same benefit period after December 3l, l974.  The coinsurance amount for each day of inpatient hospital services from the 6lst through 90th day will be $2l, for a lifetime reserve day $42.
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112.

PART B SUPPLEMENTARY MEDICAL INSURANCE DEDUCTIBLE.

In each calendar year a cash deductible must be satisfied before payment can be made under the supplementary medical insurance plan.  The cash deductible for expenses incurred from l/l/73 on is $60.  Expenses incurred in the last three months of a calendar year which were applied toward the deductible for that year are also applied toward the deductible in the following year.

Bills count toward the deductible on the basis of incurred, rather than paid expenses, and are based on the reasonable charge.  Non-covered expenses do not count toward the deductible.  Even though an individual is not eligible for the entire calendar year, i.e., his insurance coverage begins after the first month or he dies before the last month of the year, he is still subject to the full cash deductible. Medical expenses incurred in the portion of the year preceding entitlement to medical insurance are not credited toward the deductible.

The date of service determines when expenses were incurred, but expenses are allocated to the deductible in the order in which the bills are received by the intermediary.  An adjustment must be made when expenses incurred in the fourth quarter of one year are used to satisfy the deductible for the following year and it is subsequently determined that the patient had incurred covered expenses prior to the fourth quarter of the earlier year.

114.

PART B SUPPLEMENTARY MEDICAL INSURANCE COINSURANCE.

After the annual deductible has been satisfied providers are paid 80 percent of their reasonable costs, and physicians, suppliers and most non-hospital renal dialysis facilities are paid 80 percent of their reasonable charges.  Non-hospital renal dialysis facilities submit their bills to their Medicare intermediary and the patient is responsible only for any portion of the annual deductible not met and for the 20 percent coinsurance.
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When a Medicare beneficiary receives covered Part B services from a physician or supplier (someone other than a facility), the Medicare payment can be made directly to the physician or supplier, or it can be made directly to the beneficiary.  The assignment method, in which the doctor or supplier receives the Medicare payment directly, can be used only if both the patient and doctor or supplier agree to it.  If the doctor or supplier agrees to use the assignment method, he also agrees to accept the reasonable charge set by the Medicare carrier as his total charge for the service.  The doctor or supplier cannot charge the patient for any more than 20 percent of the Medicare reasonable charge, any part of the $60 annual deductible not met, and for any non-covered services.  If the assignment method is not used, the physician or supplier bill or a receipt to his Medicare carrier.  The carrier makes direct payment to the beneficiary of 80 percent of the reasonable charges, after subtracting any part of the annual deductible that has not been met.

Instructions to Medicare beneficiaries on how to submit Part B claims are furnished them by SSA in a document entitled, "Your Medicare Handbook."  Extra copies are available from any social security office.


Blood Deductibles (Part A and Part B)
116.
BLOOD DEDUCTIBLES.

(This section is included for informational purposes only.  When blood is furnished in a non-hospital renal dialysis setting, it must be billed to the Part B carrier in the name of the physician who supervised its administration.  See specific instruction on this in the Bill Processing chapter.)

116.1
Part A Blood Deductible.-- Program payment may not be made for the first three pints of whole blood or equivalent units of packed red cells received by a beneficiary in a benefit period.  However, payment may be made for blood processing beginning with the first pint or unit in a benefit period.

The Part A blood deductible applies only to the first three pints of blood furnished in a benefit period, even if more than one provider furnished blood.  The Part A and Part B blood deductibles are applied separately.  The blood deductibles are in addition to any other applicable deductible and coinsurance amounts for which the patient is responsible.

l-l2
Rev. 2

6-77
GENERAL INFORMATION ABOUT THE PROGRAM
116.2
To be covered as a Part A service and count toward the blood deductible, the blood must be furnished on a day which counts as a day of inpatient hospital services.  Thus, blood is not covered under Part A and does not count toward the Part A blood deductible when furnished to an inpatient after he has exhausted his benefit days in a benefit period, or where the individual has elected not to use lifetime reserve days.  However, where the patient is discharged on his first day of entitlement or on the provider's first day of participation, the provider is permitted to submit a billing form with no accommodation charge, but with ancillary charges including blood.

116.2
Part B Blood Deductible.-- Where blood is furnished on an outpatient basis, it is subject to a Part B blood deductible applicable to the first three pints of whole blood or equivalent units of packed red cells received by a beneficiary in a calendar year.  It should be noted that payment for blood under Part B is possible only for blood furnished in an outpatient setting.

The Part B blood deductible applies only to the first three pints of blood furnished in a calendar year, even if more than one provider furnished blood.  The Part A and Part B blood deductibles are applied separately.  The blood deductibles are in addition to any other applicable deductible and coinsurance amounts for which the patient is responsible. Any questions concerning payment or nonpayment of the blood deductible should be referred to your intermediary.
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Administration of Medicare Program
118. FEDERAL GOVERNMENT ADMINISTRATION OF THE HEALTH INSURANCE PROGRAM.

The Department of Health, Education, and Welfare has been given overall responsibility for administration of the hospital insurance and medical insurance program.

The law specifically prohibits the Federal Govenment from exercising supervision or control over the practice of medicine, the manner in which medical services are provided, and the administration or operation of medical facilities.  The patient is free to choose any qualified institution, agency, clinic, or person offering him services.  The responsibility for his treatment and the control of his care remains with his physician and the organization furnishing him services.  The individual may keep or obtain any other health insurance available, if he desires.

119.
THE HEALTH INSURANCE BENEFITS ADVISORY COUNCIL.

A Health Insurance Benefits Advisory Council consisting of persons outstanding in hospital, medical, and other health activities, persons who are representative of professional organizations and associations in the field of medicine, and at least one representative of the general public, advises the Secretary on general policy in administering the program and in the formulation of regulations. The Secretary must program and in the formulation of regulations.  The Secretary must consult with the Council in determining conditions of participation for providers of services in addition to the requirements specifically enumerated in the law.  The Council also studies the utilization of medical services under the program and makes any recommendations to the Secretary and to Congress that it considers appropriate.

120.
STATE AGENCIES.

The States are accorded important administrative functions to the extent that each is willing and able to undertake them by agreement with the Secretary.
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A.
Certifications are made by State agencies to the Department of Health, Education and Welfare indicating whether providers of services, including renal dialysis facilities, clinics, rehabilitation agencies, and public health agencies providing outpatient physical therapy services, meet and continue to meet their respective conditions of participation.  This function is intended to be a natural adjunct to ongoing State activities, such as licensing of health facilities and other standard setting activities.  The ESRD program follows the pattern of other Medicare-approved facilities in that survey visits will be made (either directly by personnel of the Department of HEW on behalf of the Secretary or by the contractual agency in each State's health department functioning as the Medicare State survey agency) to each facility desiring ESRD program apporval.

B.
Consultation services are rendered by State agencies if their agreements provide for it.  Consultation with hospitals, skilled nursing facilities, home health agencies, clinics, rehabilitation agencies, and public health agencies that need and request assistance to meet the conditions of participation is an integral part of the certification process.

C.
The State coordinates its activities under the Medicare program with the various other programs in the state that have to do with payment for health care, quality of care, and distribution of health facilities.  Coordination of such activities is designed to utilize existing State facilities and trained personnel effectively and economically and to prevent duplication of effort.

D.
Where a State enters into an agreement with the Federal Government as a medical insurance carrier to pay the medical insurance premium on behalf of its aged welfare recipients, the agreement may provide for a designated State agency to serve as an intermediary on behalf of its welfare recipients.

122.
INTERMEDIARIES AND CARRIERS

The Part A intermediary is a public or private agency or organization that has entered into an agreement with the Health Care Financing Administration to process Medicare claims under both Part A and Part B of providers of services, i.e., hospitals, skilled nursing faciliites, home health agencies, outpatient physical therapy and speech pathology providers, and renal dialysis facilities. (Providers and nonhospital renal dialysis facilities may elect to deal directly with the Health Care Financing Administration.)
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Intermediaries make payments to providers; the amount of reimbursement to any provider is restricted to the lesser of (a) the reasonable cost of covered services and items or (b) the customary charges with respect to such services.  In addition, intermediaries assist in the application of safeguards against the unnecessary use of covered services, furnish consultive services to assist in the establishment and maintenance of requisite fiscal data, serve as a center for communicating with providers, conduct audits of provider records, assist in the beneficiary appeals process, and provide information and advice to institutions and organizations that wish to qualify as providers of services.

The law requires the Secretary to enter into contracts with carriers to serve as intermediaries in the operation and administration of the nonprovider Part B program.  A principal function of these carriers is to determine whether charges of physicians (including facility-based physicians) and suppliers for covered Part B services constitute "reasonable charges" within the meaning of the law, and to make payment.  Other major functions include, for example, controlling overutilization and communicating with the health community.

All billings for renal dialysis facility services are to be submitted on Form SSA-l483, "Provider Billing for Medical and Other Health Services" plus special supplemental forms. Facility billings will be processed by Part A intermediaries.  Renal dialysis faciilties should bill for dialysis services on a monthly basis.


Disclosure of Information
124.
DISCLOSURE OF HEALTH INSURANCE INFORMATION--GENERAL

All records and information acquired in the administration of the Social Security Act are confidential and may be disclosed only under the conditions prescribed in rules and regulations or on the express authorization of the Commissioner of Social Security. Regulation No. l of the Social Security Administration regarding the confidentiality of records and information applies 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.
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Information furnished specifically for purposes of a claim under the health insurance program is suject to these rules and regulations.  Such information includes the individual's health insurance claim number, proof of his entitlement to health insurance benefits, and medical and other information obtained from the Health Care Financing Administration (HCFA) or an intermediary.

However, the information in a facility'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 facility's own records, however, are subject to the requirements in the "Conditions of Participation; Hospitals" 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 facility 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.

125.

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

125.1
Disclosure to the Beneficiary or His Authorized Representative.--

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

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

Some facilities document findings on medical forms preprinted "confidential," or routinely stamp all records "confidential," whether or not such records are ever intended for disclusure to an intermediary.  Such records when transmitted to the intermediary, will be accepted only if accompanied by a signed statement that the facility 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 SSA.  The repeated preparation and forwarding of separate signed statements can be obviated if the facility 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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125.2
Disclosure to Third Parties for Proper Administration of the Health Insurance Program.--Disclosure by the facility 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).

125.3
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. 
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126.
DISCLOSURE OF INFORMATION ABOUT FACILITIES BY HCFA

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

126.1
Medicare Reports.--

A.
Provider Survey Report and Related Information.--Information concerning survey reports of facilities as well as statements of deficiencies, based on survey reports, completed after January 3l, l973, are available at the local social security office or the public assistance office in the area where the facility is located.  The following data may be released under this provision.

1.
The official Medicare report of a survey concluded on or after January 31, 1973;

2.
Statements of deficiencies which have been conveyed to the facility following a survey concluded on or after January 31, 1973;

3.
Plans of correction and pertinent comments submitted by the facility relating to Medicare deficiencies cited following  a survey concluded on or after January 31, 1973.

State agencies certify whether institutions or other entities meet the Medicare conditions of participation.  A State agency may disclose information it obtains relating to the qualifications and certification status of facilities it surveys.

B.
Program Validation Review Reports and Other Formal Evaluations.--Upon written request, official reports and other formal evaluations of the performance of facilities completed after January 31, 1973, are made available to the public.  After the survey reports and other formal evaluations are prepared by personnel of the Social Security Administration, the evaluated facility must be given an opportunity (not to exceed 30 days) to review the report and submit comments on the accuracy of the findings and conclusions.  The facility's comments must be incorporated in the report if pertinent.

Program validation review reports are generally relased from the Bureau of Health Insurance regional office serving the area in which the facility is located.

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

C.
Facility Cost Reports.--

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

Intermediaries are required to respond to requests in writing within l0 working days after receipt of a written request, to advise the requestor of the date the reports will be made available.  That date will be no earlier than l0 working days from the date of the intermediary's response.  A copy of the response to the requestor will be sent simultaneously to the facility putting the facility 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 facility, copies of the intermediary’s response to the requestor will go to both the present owner and the former owner of the facility.  If the request is for a report submitted by a facility no longer participating in the Medicare program, a copy of the intermediary's response will be sent to the facility.  In the case of both a former owner and a former participating facility, the copy of the response will be sent to the last known address of the party.
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2.
Information That May Be Disclosed.-- Disclosure by the intermediary is limited to cost report documents which facilities are required by BHI regulations and instructions to submit and, in case of a settled cost report, the intermediary's notice of program reimbursement.  These documents include the statistical page, the settlement pages, trial balance of expenses, and cost finding schedules or documents required by BHI is part of the regular cost report process.  (Where a facility, 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.)

If a request is received to inspect or to obtain a copy of a report that has not been settled, i.e., the final settlement notice of program reimbursement has not been sent, the intermediary will disclose a copy of the report as submitted by the facility.  If settlement has been made, the intermediary will disclose the settled report.  If a requestor specifically asks for both the settled and unsettled cost reports of a facility, the intermediary will comply with such request.  When a report is made available for inspection or copying, it will be clearly marked with one of the following captions, as applicable:

1-20
Rev. 90

6-77
GENERAL INFORMATION ABOUT THE PROGRAM
126.1(Cont.)

a.
Cost report as submitted

b.
Settlement subject to audit

c.
Audited settlement

When an intermediary discloses a settled report, schedules applicable to the settlement that have been reworked by the intermediary are disclosable.  The general rule is that if the intermediary has reworked any of the schedules that were required to be submitted by the facility with its original submission, these schedules become an integral part of the report for disclosure purposes.  However, any details containing intermediary or auditor comments concerning the settlement, details of specific adjustments, or supporting schedules applicable to the settlement of the facility's operation are not disclosed by the intermediary.

Information obtained in auditing facility cost reports and other financial records may be released by HCFA.

3.
Information That May Not Be Disclosed.-- If a facility 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 facilities may submit supplementary analyses of certain expenses, details of the professional component adjustment, financial statements (other than the statement of income and expenses and the balance sheet 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 report.

Except where a facility 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 facility 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.
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NOTE:
Any of the information indicated above that is not to be disclosed by the intermediary may be subject to the disclosure under the Freedom of Information Act upon review by the Health Insurance Regional Office, 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.

126.2
Disclosure of Medicare Statistics.-- Numerous statistics on individual facilities are available to the public.  They include, but are not limited to, the following:

1.
Waiver of liability statistics

2.
Interim rate payment data

3.
Amount of Medicare reimbursement

4.
Overpayment date

5.
Data from the Provider Monitor Listing

6.
Information from the Directory of Medical Facilities and the Directory of Medicare Providers and Suppliers of Services

7.
Medicare inpatient statistics (e.g., total inpatient days, number of admissions, average length of stay).

126.3
Other Information That May be Disclosed.--

1.
Presumptive waiver of liability status of the facility;

2.
Information as to whether a facility participates in the Medicare program.
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128.
FRAUD AND ABUSE--GENERAL

Providers and suppliers have an obligation, under law, to conform to the requirements of the Medicare program.  Fraud and abuse committed against the program may be prosecuted under various provisions of the United States Code and could result in the imposition of restitution, fines, and, in some instances, imprisonment.   In addition, there is also a range of administrative sanctions (such as exclusion from participation in the program) and civil monetary penalties that may be imposed when facts and circumstances warrant such action.

Following are definitions and examples of fraud and abuse.  These definitions and examples give a better understanding of the types of practices that are forbidden, under law, in the Medicare program.

128.1
Definition and Examples of Fraud.--Fraud is defined as making false statements or representations of material facts in order to obtain some benefit or payment for which no entitlement would otherwise exist.  These acts may be committed either for the person's own benefit or for the benefit of some other party.  In order to prove that fraud has been committed against the government, it is necessary to prove that fraudulent acts were performed knowingly, willfully, and intentionally.

Examples of fraud include, but are not limited to, the following:

o
Billing for services that were not furnished and/or supplies not provided.  This includes billing Medicare for appointments that the patient failed to keep;

o
Altering claims forms and/or receipts in order to receive a higher payment amount;

o
Duplicating billings that includes billing both the Medicare program and the beneficiary, Medicaid, or some other insurer in an effort to receive payment greater than allowed;

o
Offering, paying, soliciting, or receiving bribes, kickbacks, or rebates, directly or indirectly, in cash or in kind, in order to induce referrals of patients or the purchase of goods or services that may be paid for by the Medicare program;

o
Falsely representing the nature of the services furnished.  This encompasses describing a noncovered service in a misleading way that makes it appear as if a covered service was actually furnished;

o
Billing a person who has Medicare coverage for services provided to another person not eligible for Medicare coverage;

o
Repeatedly violating the participation agreement, assignment agreement, and the Maximum Allowable Actual Charge (MAAC) limits or limitation amount;

o
Completing certificates of medical necessity (CMN) for patients not personally and professionally known by the provider;

o
Completing a prohibited CMN by suppliers;

o
Using another person's Medicare card to obtain medical care;

o
Giving false information about provider ownership in a clinical laboratory;
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o
Conspiring to submit or manipulate bills by a provider and a beneficiary, two or more providers and suppliers, or a provider and a carrier employee that results in higher costs or charges to the program;

o
Billing procedures over a period of days when all treatment occurred during one visit (e.g., split billing schemes);

o
Using the adjustment payment process to generate fraudulent payments; and

o
Billing for "gang visits," (e.g., a physician visits a nursing home, walks through the facility, and bills for 20 nursing home visits without rendering any specific service to the individual patients).

128.2 
Definition and Examples of Abuse.--Abuse describes practices that, either directly or indirectly, result in unnecessary costs to the Medicare program.  Many times abuse appears quite similar to fraud except that it is not possible to establish that abusive acts were committed knowingly, willfully, and intentionally.  

Following are three standards that HCFA uses when judging whether abusive acts in billing were committed against the Medicare program:  

o
Medically necessary;

o
Conform to professionally recognized standards; and

o
Provided at a fair price.

Examples of abuse include, but are not limited to, the following:

o
Charging in excess for services or supplies;

o
Providing medically unnecessary services or services that do not meet professionally recognized standards;

o 
Billing Medicare based on a higher fee schedule than for non-Medicare patients;

o
Submitting bills to Medicare that are the responsibility of other insurers under the Medicare secondary payer (MSP) regulation;

o
Violating the participating physician/supplier agreement; 

o
Breaches in the assignment agreement; and

o
Violating the MAAC or limitation amount.

Although these types of practices may initially be categorized as abusive in nature, under certain circumstances they may develop into fraud if there is evidence that the subject was knowingly and willfully conducting an abusive practice.

128.3 
Responsibility for Combatting Fraud, Waste, and Abuse.--OIG, in DHHS, is responsible for investigating instances of fraud, waste, and abuse in the Medicare and Medicaid programs.  OIG concentrates its efforts in the following areas:
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o
Conducting investigations of specific providers suspected of fraud, waste, or abuse for purposes of determining whether criminal, civil, or administrative remedies are warranted;

o
Conducting audits, special analyses and reviews for purposes of discovering and documenting Medicare and Medicaid policy and procedural weaknesses contributing to fraud, waste, or abuse, and making recommendations for corrections;

o
Conducting reviews and special projects to determine the level of effort and performance in health provider fraud and abuse control;

o
Participating in a program of external communications to inform the health care community, the Congress, other interested organizations, and the public of OIG's concerns and activities related to health care financing integrity;

o
Collecting and analyzing Medicare contractor and State Medicaid agency-produced information on resources and results; and

o
Participating with other Government agencies and private health insurers in special programs to share techniques and knowledge on preventing health care provider fraud and abuse.
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