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2800.
TERMINATION OF PROVIDER AGREEMENT.

The Part A Intermediary Manual, Part 3, §§ 3008-3008.3, give additional procedures where provider participation in the Medicare program terminates.

2800.l 
Processing Voluntary Terminations.--If a provider sends the intermediary a written notice of its intention to terminate its agreement, the intermediary should forward the notice to the health insurance regional office (HIRO).  The date of receipt of the notice by the intermediary will be considered the date of filing in determining the date of termination.

The HIRO promptly notifies the intermediary when it learns from other sources that a provider wishes to terminate its participation in the program, and keeps the intermediary informed of the status of the provider's request.  It is the responsibility of the intermediary, as necessary, to make preliminary arrangements for filing of the cost report, and to adjust any interim payments, accelerated payments, of current financing payments to avoid overpayments.  Final notice of termination of the provider's agreement is formally given to the intermediary by the HIRO via form SSA-2007 (see § 28l0).

As soon as the termination date is established, the HIRO instructs the provider to notify the public that it is voluntarily terminating its provider agreement.  The public notice should be published in the local newspapers with the largest circulation, as soon as possible, but not less than l5 days before the effective termination date.

2800.2 
Close of Business.--A provider may temporarily or permanently cease all business (Medicare and non-Medicare).  The major problem is that the HIRO is not being timely notified that the provider is ceasing operations.  The intermediary may very early be made aware of an impending closure due to its fiscal relationship with the provider. Where the intermediary learns that a provider is ceasing operations, the intermediary should immediately notify the HIRO and also take necessary action to avert an overpayment.

2800.3 
Processing Involuntary Terminations.--When there has been a determination by the HIRO that an institution or agency no longer qualifies as a provider of services, the HIRO notifies the provider in writing that termination of its agreement has been recommended.  A copy of this notification is sent to the servicing intermediary so that it is aware of the potential termination.  However, the intermediary should not divulge this information.

If SSA central office decides that termination of the agreement is appropriate, it establishes the effective date of termination, notifies the provider in writing, and notifies the HIRO.  The HIRO immediately arranges for publication of the required notice to the public and sends a formal notice of termination to the intermediary via form SSA-2007 (see § 28l0).
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280l.
FISCAL CONSIDERATIONS IN INVOLUNTARY TERMINATIONS.

280l.l 
Intermediary Report on Provider Deficiencies.--Most terminations of provider agreements are based primarily on health and safety factors, but fiscal considerations may also play an important role in the decision to terminate.  The provider agreement and the Social Security Act impose certain obligations on the provider with respect to costs, charges, financial records, and related matters.  Deficiencies in these areas may, of themselves, or in the combination with deficiencies in health and safety factors, constitute significant reasons for termination.

Upon receipt of a State agency recommendation of termination, the health insurance regional office (HIRO) notifies the servicing intermediary and requests a report concerning any reimbursement aspects that might constitute additional grounds for termination.  The intermediary's report should include such information as:  cost reports not filed; cost reports past due and a description of the action taken; the provider's refusal to permit the necessary examination of its fiscal records; status of any cost report settlements still pending; provisions for recoupment of current financing and accelerated payments; amount of unpaid billings for covered services rendered which may be used as an offset against any overpayment; and any potential overpayment in the current period.

280l.2 
Subsequent Communications with Provider.--Following release of the report to the HIRO, any communication between the provider and the intermediary related to reimbursement of other problems which could constitute grounds for termination should be immediately reported to the HIRO.  The HIRO should also be informed in advance of any subsequent onsite visits to the provider regarding such matters.  Unrecorded communications, visits, or correctional allegations that were not known and taken into consideration by the Social Security Administration before final termination may cause embarrassment or even result in failure to sustain the termination action at later stages of the proceedings, particularly if the issue goes to a formal hearing.  Even after final termination action, any such contacts with the provider may be pertinent to proper handling of the case by the Social Security Administration, and therefore the information should be promptly forwarded by the intermediary to the HIRO.
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2804.
PROVIDER READMISSION TO MEDICARE PROGRAM AFTER INVOLUNTARY TERMINATION

After the involuntary termination of its agreements, a health facility cannot participate again as a provider unless (l) the reasons for termination of the prior agreement have been removed, and (2) there is reasonable assurance that they will not recur.

The HIRO makes the final decision as to whether the facility is eligible for readmission. In doing so, it reviews the case in its entirety and makes the final decision regarding (l) correction of deficiencies upon which the termination was based, (2) reasonable assurance of continued compliance, and (3) reasonable assurance of availability of information pertinent to reasonable cost reimbursement.  The HIRO will then process the case in the same way as an initial certification.

2804.l 
Effective Date of Provider Agreement.--Since one of the key issues is whether the facility has furnished "reasonable assurance" that the reasons for termination will not recur, the provider agreement cannot be effective before the date on which "reasonable assurance" is deemed to have been provided.

Generally, a facility will be required to operate for a period of 60 days without recurrence of the deficiencies which were the basis for the termination.  The provider agreement will be effective with the end of the 60-day period.  If corrections were made before filing the new request for participation, the period of compliance before filing the new request will be counted as part of the 60-day period; however, in no case can the effective date of the provider agreement be earlier than the date of the new request for participation.

Exceptions to the 60-day period of compliance will be made where:

A.
Structural changes have eliminated the reasons for termination.  "Reasonable assurance" will be considered established as of the date such structural changes were completed.  The effective date will be that date or the date of filing the new request to participate, whichever is later.

B.
"Reasonable assurance" is not established even after 60 days of compliance, because of the facility's history of misrepresentation or of making temporary corrections and then relapsing into the old deficiencies that were the basis for termination.  The effective date in such cases would be the earliest date after 60 days at which "reasonable assurance" is deemed to have been established, or the filing date of the new request to participate, whichever is later.
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2805.
FISCAL CONSIDERATIONS IN PROVIDER READMISSION TO MEDICARE PROGRAM AFTER INVOLUNTARY TERMINATION.

Upon being notified that a terminated provider has filed a request for participation, the HIRO telephones the intermediary which previously serviced the facility and requests information concerning any unresolved financial problems (e.g., an overpayment that must be recovered) so that the HIRO can determine whether such issues must be resolved before the facility is permitted to participate.

The HIRO also contacts the intermediary which will service the facility upon readmission (this may be either the intermediary which previously serviced the facility or another intermediary) and asks him to make sure that the facility has made adequate provisions for furnishing the financial and accounting data required under the participation agreement.  Where termination was based on fiscal considerations, either entirely or in combination with deficiencies in health and safety factors, the intermediary will also be requested to check and report on whether the deficiencies have been corrected.  This report should include:

A.
The basis for believing that the deficiencies which led to termination of the provider agreement have (or have not) been corrected.

B.
If corrected, a description of (l) when and how this was done; (2) the evidence showing compliance has existed for a sufficient period of time; and (3) the intermediary's reasons for concluding that the deficiencies will not recur.

C.
A description of any other fiscal and reimbursement problems and the basis of believing these should (or should not) affect certification of the facility.
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2807.  
ELECTION OF INTERMEDIARY

A.
Newly Participating Provider.--Except for HHAs, hospices and freestanding comprehensive outpatient rehabilitation facilities (CORFs), providers may elect to be served by an intermediary authorized to serve other providers in its area.  (See subsection B for intermediaries to service all HHAs and hospices and Intermediary Manual Part 3 §3370.2 for intermediaries serving freestanding CORFs.)  Elections are reviewed by the RO.  They will usually be approved unless special or temporary limitations have been placed on the elected intermediary's availability, or it is determined that an addition to the elected intermediary's workload at the time would be undesirable.

B.
Intermediary Service to HHAs.--Under 42 CFR 421.117, HCFA is authorized to designate intermediaries to service HHAs and hospices.  This provision was implemented through the designation of regional and alternative regional intermediaries to service all HHAs and hospices within the respective intermediary's jurisdictional boundaries.  In the case of HHAs and hospices based in another Medicare provider (e.g., a hospital or SNF), audit, cost report settlement and other fiscal functions (such as setting interim payment rates) are performed by the intermediary serving the parent provider.

o
Following are the regional HHA and hospice intermediaries designated to service all HHAs and hospices within their respective jurisdictional boundaries.

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

 

-
Independence Blue Cross (Philadelphia)--Delaware, District of Columbia, Maryland, Pennsylvania, Virginia, and West Virginia.

 

-
Blue Cross and Blue Shield of South Carolina--Kentucky, North Carolina, South Carolina, and Tennessee.

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

 

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

 

-
Health Care Service Corporation (Chicago, Illinois)--Illinois, Indiana, and Ohio.
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-
New Mexico Blue Cross and Blue Shield, Inc.--Arkansas, Louisiana, New Mexico, Oklahoma, and Texas.

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

 

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

o
While regional  intermediaries have been designated to service all HHAs and hospices, HCFA has designated alternative regional intermediaries.  Therefore, HHAs or hospices that can demonstrate that it is in the best interest of the Government for them to not be serviced by the designated regional intermediary may request to be serviced by the designated alternative regional intermediary.  (See §2808 for procedure to follow.) The following are the designated alternative regional intermediaries and their respective jurisdictions.

-
Blue Cross of Iowa, Inc.--Alabama, Alaska, Arizona, Arkansas, California, Connecticut, Delaware, District of Columbia, Florida, Georgia, Hawaii, Idaho, Illinois, Indiana, Kentucky, Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota, Mississippi, Nevada, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio, Oklahoma, Oregon, Pennsylvania, Puerto Rico, Rhode Island, South Carolina, Tennessee, Texas, Vermont, the Virgin Islands, Virginia, Washington, West Virginia, and Wisconsin.

-
Blue Cross of California--Colorado, Iowa, Kansas, Missouri, Montana, Nebraska, North Dakota, South Dakota, Utah, and Wyoming.
C.
Provider Changes Ownership and Also Changes Intermediary.--Providers which have undergone a change of ownership will generally continue with the same intermediary that served the previous owner.  However, where permissible under HCFA guidelines (See Subsection A and B) and where the new owner requests a different intermediary and the request is approved, the change of intermediary is effective as follows:

o
If the provider ceased billing effective with the change of ownership, the effective date of the intermediary change is the effective date of the change of ownership.  However, if the effective date of the provider's new certification to participate is later than the change of ownership, the effective date of the intermediary change is the new certification date.

Because of the delays in the certification process, the incoming intermediary should begin prior to the provider's certification (with the concurrence of the RO) to undertake all necessary actions to effect a smooth transition.  The incoming intermediary reviews and assesses the provider's bluing procedures and initiates any necessary orientation and training activities to assure that current and backlogged bills will be processed rapidly as soon as the provider is certified.
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o
If the provider continued billing after the change of ownership, the intermediary change is effective with the first day of the provider's fiscal year following its certification for participation.

D.
Multi-State Provider Chains.--A centralized chain of providers may, because of the nature of its operations, require services through a single intermediary in order to improve administration. If a single intermediary would not be possible with the usual election procedures (e.g., the desired intermediary is not authorized to serve in some areas where the chain facilities are located), the chain may nevertheless request special authorization for the intermediary to serve all its component facilities.  Such requests are submitted to the RO which has jurisdiction of the State in which the home office of the chain is located.  The following factors will be considered, among others, in determining whether such authorization may be granted:

1.
Size.--The chain must comprise a minimum of ten participating facilities or 500 certified beds.  However, where the chain has facilities in three contiguous States, it may be eligible if it comprises five facilities or 300 certified beds.

2.
Central Controls.--The chain must demonstrate that effective central controls are exercised assuring substantial uniformity in the operating procedures, utilization controls, personnel administration, and fiscal operations of the individual provider.

3.
Savings or Efficiencies.--The provider must demonstrate that the change is consistent with effective and efficient administration of the Medicare program.  If the provider alleges that cost savings or other efficiencies will be realized, these must be quantified in terms of savings to the Government.

4.
Intermediary Capacity.--Based on the chain's size and location of the individual facilities, the elected intermediary must be found to have the resources and capacity to effectively serve the chain.

NOTE:
An intermediary would not become generally available to serve other providers in areas where it has been approved to serve chain providers only.

An HHA or hospice chain may request, where it is believed to be more effective and efficient, to have the designated regional intermediaries service the chain's individual facilities within their jurisdiction.  A lead intermediary handles the chain's home office audit, desk review and all of the chain's cost reports.  The lead intermediary determines the scope of individual provider audits and negotiates the final settlements for each cost report.  The designated regional intermediaries process and pay claims and conduct medical field reviews.  Alternatively, a multi-State HHA or hospice chain may request to have all of its facilities serviced by a single designated regional or alternative intermediary to handle all of the review and cost report functions.
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Whichever option is chosen, HCFA reviews the request and determines whether the arrangement is in the best interest of the program.  If the request if approved, the RO initiates all actions necessary to tie the multi-State chain to the intermediary/intermediaries.  (See §2808 concerning a change of intermediary.)

2808.
CHANGE OF INTERMEDIARY

If a participating provider wishes to change its intermediary, it must give notice to HCFA and to its intermediary at least 120 days (but not more than 180 days) prior to the end of the provider's current fiscal year.  The request should be signed by an authorized representative and submitted with an explanation to the RO for your area.  When you are notified that one of your providers has requested a change of intermediary, submit to the RO any information concerning your pertinent experiences with the provider.

Since changes of intermediary can be costly and disruptive to the program, the RO determines, based on the reasons given and other pertinent factors, if a change is warranted and would contribute to more effective and efficient Medicare operations. Generally, the RO will approve a request for change if the provider has demonstrated that the requested arrangement would be consistent with effective and efficient administration of the Medicare program.  Where HCFA approves of the change, it becomes effective on the first day following the close of the fiscal year in which the provider gave timely notice.
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Intermediaries must refrain from any actions that involve the solicitation or encouragement of providers to change intermediaries.

See Intermediary Manual, Part 3, §3600.1, for billing procedures when a provider changes intermediary.

2809.
INTERMEDIARY RELATIONSHIPS WITH PROVIDERS SERVICED BY ANOTHER

INTERMEDIARY

A.
Solicitation of a Provider to Secure a Change of Intermediary.--If intermediaries solicit nominations from providers currently served by other intermediaries, the program suffers unnecessary disruption and cost.  Consequently, intermediaries must refrain from such solicitation, and providers have been asked to alert their HCFA RO whenever they become the object of such activity.  (See §140E of HCFA Pub.-10, HCFA Pub.-11, or HCFA Pub.-12.) Likewise, if you become aware that your providers are being solicited, discuss the circumstances with your HCFA RO.

Solicitation is defined as "an intermediary taking the initiative in furnishing to any Medicare provider presently served by another intermediary, information, promises, projections, or other material intended to cause the provider to seek HCFA's approval for a change of intermediary."

The HCFA RO serving the provider involved will investigate allegations of solicitation. Where HCFA determines that an intermediary did solicit a provider's nomination contrary to these instructions, the intermediary will be barred from servicing that provider. Additionally, periods of geographic suspension of availability for provider service may be imposed upon an offending contractor on a State, regional, or nationwide basis depending on the frequency and nature of the complaints.

B.
Communication with a Provider Serviced by Another Intermediary.--If you receive a request for Medicare material or information from a provider serviced by another intermediary, comply with the request only after first notifying your servicing RO in writing that the request has been received.  If the provider requests a visit by you, a single visit is considered sufficient to make a presentation; however, the RO may authorize multiple visits if you furnish sufficient justification. You are expected to maintain a file of written reports covering any contact or visit in which the Medicare program, the role of the Medicare intermediary, or change of intermediary is discussed.
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THIS SPACE FOR EXHIBIT A


(PROVIDER TIE-IN NOTICE)
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2810.
NOTIFICATION TO INTERMEDIARIES OF CHANGES IN THEIR LIST OF

PROVIDERS.

The HCFA RO uses the provider tie-in notice, form HCFA-2007 (see Exhibit A), as an official notification to the intermediary of a change in its list of providers.  The HCFA RO completes and transmits an HCFA-2007 to the home office of the intermediary each time:

A.
a provider is certified for participation in the program,

B.
a provider is issued a notice of termination,

C.
a change of intermediary is authorized (including changes between Blue Cross plans or between intermediary processing facilities, i.e., any changes involving a change in the intermediary number), or

D.
to correct information previously furnished the intermediary.

Part I of the HCFA-2007, Identifying Information, identifies the provider and is always completed.

Part II, New Provider Certification, is completed where the provider is certified (including certifications required because of a change of ownership).

Part III, Change of Intermediary, is completed where a change of intermediary has been authorized.

Part IV, Terminations, is completed in all termination actions.

Part V, Remarks, will be used for additional clarifying information.

Promptly notify the HCFA RO of any information found to be incorrect.  The HCFA RO will issue a corrected HCFA-2007.
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28l2.
HOSPITALS (OTHER THAN PSYCHIATRIC AND TUBERCULOSIS HOSPITALS)--EXCLUSION OF ONE OR MORE UNITS FROM THE PARTICIPATION AGREEMENT

As a general rule, a general hospital with long-term chronic care or similar units will be certified in its entirety or not at all, and SSA's agreement with such a hospital will cover all of the hospital's components.  The two exceptions to this rule are discussed under B and C below.

Where a hospital has a long-term chronic care facility or an intermediate care facility (ICF) that cannot qualify for exclusion, development may be necessary to determine whether the hospital qualifies for establishment of separate cost entities (see §§ 25l0ff.).

A.
Processing Requests for Exclusion.--Upon receipt of a request for exclusion of an ICF or long-term care facility, the health insurance regional office will notify the State agency and intermediary and request information needed to determine whether the exclusion should be granted. The State agency will report on health and safety factors which will affect granting of the exclusion.

The role of the intermediary is to determine and report on whether the hospital has adequate cost finding and recordkeeping capability to furnish the financial and accounting data necessary under the participation agreement to determine reimbursable costs applicable to the portion which would be participating.  This would include an evaluation of the allocability of costs between the participating and nonparticipating parts of the hospital.

The HIRO will notify the provider, State agency, and intermediary of SSA's decision on granting an exclusion.

B.
Long-Term Care Facility.--Where a multiple-facility hospital would not be found in compliance with the conditions of participation if the component which offers long-term care were evaluated as part of the hospital, it may be in the best interest of the program to assure participation of the hospital by exempting the long-term care unit from application of the conditions of participation and excluding it from the hospital's certification.

Ordinarily, SSA will consider requests for exclusion of the long-term care unit only (l) where the unit is a residential, detention, or other facility not providing true health care services, including one which accommodates only individuals who need no more than maintenance care or supervised living with access to health supervision, and does not provide skilled nursing or meet section l86l(j)(l); and (2) where the unit is sufficiently separated from the acute hospital to assure that it will not affect hospital operations adversely.
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An additional requirement for exclusion of a long-term care unit is that adequate provision be made for furnishing the financial and accounting data required under the provider agreement to determine costs applicable to the portion of the facility which would be certified and participate as a hospital.

C.
Distinct Part Intermediate Care Facility (ICF).--SSA will consider the exclusion of a distinct part intermediate care facility (ICF) under section ll2l of the Social Security Act.  If SSA approves, the ICF will be excluded from the hospital's certification or from the certification of a hospital's distinct part ECF.

Exclusion may only be approved by SSA where:

l.
There will be no dilution of the hospital services because the two units are sufficiently separate physically and in staffing to assure independent operations;

2.
The welfare department states that the ICF beds are needed in the particular hospital;

3.
There is no adverse opinion from the cognizant State or area-wide planning agencies; and

4.
Adequate provision has been made for furnishing the financial and accounting data required under the provider agreement to determine costs applicable to the portion of the facility which would be certified and participate as a hospital.
2-8l2
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28l5.
DISTINCT PART SKILLED NURSING FACILITY

The Part A Intermediary Manual, Part 3, §§ 3020-3020.2, gives additional information regarding requirements for participation in the program as a distinct part SNF.

28l5.l 
New Participant.--

A.
Processing Requests for Participation.--When a facility or institution applies to have a distinct part participate as an SNF, it must submit to the State agency a written request clearly describing the part to which the distinct part certification is to apply. The agency will make an onsite survey and recommend to the Office of Long Term Care Standards Enforcement (OLTCSE) whether or not the distinct part should be certified.

The OLTCSE decides whether the distinct part is eligible to participate, establishes the effective date, an informs the facility.  The OLTCSE arranges with the health insurance regional office (RO) to provide the intermediary with a timely notice of the approval of the provider agreement and the effective date.

Before approving a request for participation, the OLTCSE through the RO will require the intermediary to examine the records and accounting system of the facility to assure that it has made adequate provision for furnishing the financial and accounting data required under the provider agreement to determine costs applicable to the distinct part being approved for participation as an SNF.

B.
Effective Date of Participation.--

l.
General.--The effective date of participation of the distinct part SNF will be set by the OLTCSE after consultation with the provider and the intermediary through the RO.

Where the provider agreement is submitted on or before the date the facility wishes to participate, the effective date would usually be the date requested by the facility or the date it first meets the requirements for participation, whichever is later.

Where the provider agreement is submitted after the date the facility wishes to participate as a provider, and the facts in the individual case clearly show:  (a) an intention on the part of the facility to participate, and (b) that failure to submit the agreement was due to procedural or like error, and the agreement may be made effective with the date of the request.

2.
Consideration of Fiscal Recordkeeping Capability.--The provider's accounting system and capacity to furnish accurate cost date for the distinct part will be considered in setting the effective date.  Where the intermediary finds that the facility would be unable to prepare the necessary cost reports from its records, the effective date must be deferred until the facility achieves this capability.
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The intermediary may provide consultative services to the facility to enable it to establish and maintain the fiscal records necessary for purposes of Medicare reimbursement.  However, the intermediary should be guided by program experience which indicates that the number of hours of accountant's time necessary to furnish such assistance has been 8 to l6 hours per provider.  Any case requiring more than two working days of an accountant's time should be examined very closely by the intermediary.

3.
Where a Participating Hospital Requests Reduction in Size and Certification of Deleted Beds as a Distinct-Part SNF.--For the effective date of the reduction in size of the participating hospital and the certification of the distinct-part SNF and for cost reporting requirements after the change, see §§ 2336.3 and 2336.4 of the PRM, Part I.

28l5.2 
Changes in Size of Participating SNF.--

A.
Processing Requests for Changes in Size.--When a participating SNF applies to have the size of its certified portion changed, it must submit to the State agency a written request clearly describing the part to which the distinct part certification is to apply.  The State agency will make an onsite survey and recommend to the OLTCSE whether the request should be granted.
The OLTCSE decides whether to approve the request and notifies the SNF.  Before approving the request, the OLTCSE through the RO will ask the intermediary to check with the provider to assure that it has made adequate provision for furnishing the financial and accounting data required under the provider agreement to determine costs applicable to the distinct part.

B.
Effective Date of Change in Size.--For the effective date of the change in size of a participating SNF and for cost reporting requirements after the change, see §§ 2337ff. of the PRM, Part I.
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Special End Stage Renal Disease Procedure
2830.
RENAL DIALYSIS FACILITY PROSPECTIVE PAYMENT CLASSIFICATION

Effective August 1, 1983, the Health Care Financing Administration (HCFA) established a prospective method of payment for maintenance dialysis services.  This method of rate determination establishes separate composite rates for hospital-based renal dialysis units and independent dialysis facilities.  HCFA Regional Offices (ROs)are required to classify each entity furnishing maintenance dialysis as hospital-based or independent.

In making the determination, it may be necessary upon request, to furnish the HCFA ROs information extracted from cost reports and other data concerning the financial and operational integration of the facility.

If financial and operational information is requested by the RO, include information regarding whether a hospital is required to allocate overhead costs to the dialysis facility through the required step-down methodology (§2326 of the Provider Reimbursement Manual).

Distinguish those situations where no allocation is evident by provider choice from those where step-down should have been reflected through application of §2326 of the Provider Reimbursement Manual.  For example, where there is a single dialysis department in a hospital responsible for both inpatient and outpatient dialysis and these costs are subsequently split between inpatient and outpatient, the outpatient department would normally be considered hospital-based.  The determinative factor in this instance would be that there should have been an allocation of overhead from the hospital even if the cost report did not reflect such allocation.

2840
DISCRIMINATION PROHIBITED

Participating providers of services under the hospital insurance program, i.e., ESRD facilities, hospitals, skilled nursing facilities, hospices, and home health agencies must comply with the requirements of Title VI of the Civil Rights Act of 1964.  Under the provisions of that Act, a participating provider is prohibited from making a distinction on the ground of race, color, or national origin in the treatment of patients; in the use of equipment and other facilities; or in the assignment of personnel to provide services.

The Department of Health and Human Services is responsible for investigating complaints of noncompliance.
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