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2930.
CONFLICT OF INTEREST

A.
General.--Medicare contracts require that procedures for insuring that employees do not promote private business interests to the detriment of the Medicare program be established and maintained.  Also procedures must be insti​tuted to prohibit employees from accepting gifts or gratuities as an inducement or acknowledgment for the award of a subcontract where Medicare funds are expended.  As a means of complying with these provisions, the completion of an appropriate conflict of interest questionnaire is required.  Additionally, Public Law 95-142, section 3, requires that, as a condition for the approval or renewal of Medicare agreements, the Secretary must be furnished with certain ownership and control information.  The purpose of this instruction is to specify what data must be submitted to comply with the law and set forth the minimum data content of a conflict of interest questionnaire.  For purposes of simplicity the requirements of P.L. 95-142 and the contractual requirements for prohibiting conflicts of interest have been combined in this instruction.


Ownership and Control Information
The contractor must submit prior to the renewal of its Medicare contract:

1.
The names of the officers and directors of the contractor.

2.
The names of persons (or corporate entities) that have ownership interest of 5 percent or more in the contractor, including persons with ownership of an interest of 5 percent or more in any mortgage, deed of trust, note or other obligation secured by the contractor if such interest equals at least 5 percent of the total value of the contractor's property or assets.

3.
The names of any contractor officers or directors or owners (5 percent or greater interest) or responsible employees who are also either an officer, director, or owner (5 percent or greater interest) of an entity defined as a participating provider of services, independent clinical labora​tory, renal disease facility or HMO, and the names of such entity.  (For purposes of this section a responsible employee is one who makes significant decisions affecting Medicare program payments or the awarding of subcontracts involving Medicare funds).

4.
The names of any contractor officers, directors, owners (5 percent or greater interest) or responsible employees who are also an officer, director, or owner (5 percent or greater interest) of any subcontractor, and the names of such subcontractor.

5.
The names of any subcontractors in which the contractor has a five percent or greater interest.
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Subcontractor is defined as an organization with which the contractor has entered into any contract, agreement, purchase order, or lease (including leases of real property) to obtain space, supplies, equipment, or services under the Medicare agreement (Definition contained in Medicare contract.)


Conflict of Interest Data
The contractor must submit annually the following:

1.
The names of those officers and responsible employees who have received gifts, payments and/or entertainment (other than common business courtesies which are reasonable in nature and cost) from people or companies doing business with it involving Medicare funds.

2.
The names of those officers and responsible employees who have outside employment in organizations receiving Medicare funds, and

3.
A certification that the contractor's officers and employees are familiar with the standards of conduct or guidelines for employee conduct and that he has not engaged in any activities contrary to such standards or guidelines.

Any information or statement received from contractor employees must contain a certification that the information obtained from the individual is complete and accurate to the best of his knowledge. Information and the written guidelines required under this section should be retained for review by the HCFA regional office.

B.
Conflict of Interest Situations.--Among the situations representative of actual or potential conflicts of interest are:

1.
Individual
a.
Ownership or control as outlined above by contractor directors, officers or responsible employees, of a provider or supplier of services to which Medicare payments are made.

b.
Officers or employees, any part of whose salaries are allocated to Medicare, receiving remuneration in any form from a provider or supplier to which Medicare payments are made.

c.
Any outside work of contractor officers or employees which creates a conflict or apparent conflict of interest or about the propriety of which the officer or employee is uncertain.

d.
Gifts, gratuities, or compensation to directors, trustees, officers or employees for the award of a contract.
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e.
Any other activity on the part of directors, trustees, officers or responsible employees involving the Medicare program which could reasonably be questioned on the grounds of conflict of interest.

2.
Organizational
a.
Ownership or control of a provider or supplier of services to which Medicare payments are made.

b.
Director, trustees, officers or employees serving on the boards of directors of a participating provider or supplier of services served a contractor, if such agreement is not a matter of public record and does not clearly demonstrate a public or community service.

c.
Directors, trustees, officers or employees using official Medicare information not available to the public, in deciding on stock purchases or increased investment.

d.
Any other activity involving the Medicare program which could reasonably be questioned on the grounds of conflict of interest.

C.
Development.--Investigate and fully document all potential on actual conflict of interest situations.  At the time that the investigation is begun, report the fact to the HCFA regional office and keep that office informed of all subsequent developments as they occur.

Annually a report to the regional office will be required reflecting compliance with the contract provision on the conflict of interest questionnaire, and the results of the review of the questionnaires. The regional office will establish the reporting period for submission of the annual report.
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Office of Management and Budget Approval

of Information Collected from the Public
2935.
APPROVAL OF INFORMATION COLLECTED FROM THE PUBLIC BY INTER​MEDIARIES--GENERAL

The Paperwork Reduction Act (PRA) was enacted on December 11, 1980.  Section 3512 of the Act stipulates that no member of the public may be penalized for failing to maintain or provide information to any agency, if the information collection request does not display an approval number from the Office of Management and Budget (OMB).  The term "agency" includes executive departments (such as HCFA) and their contractors (such as intermediaries, carriers, and State survey agencies).  The term "public" includes all entities which are not employees of or contractors to the Federal Government.  For HCFA purposes, the public includes health care providers, suppliers, physicians, beneficiaries, PSROs, and State Medicaid agencies.  Section 3512 was effective on January 1, 1982.

HCFA forms originating from Central Office should already have OMB approval.  Older approval numbers are 66-R-XXXX.  More recent numbers are 0938-XXXX.  The number is printed in the upper right-hand corner of these forms.  Other forms which are subject to the PRA have been developed over the years by intermedi​aries in response to instructions contained in HCFA's program issuances.  Thus, the actual requirement for the information collection resides in the program issuance manuals and is implemented through the intermediary forms.  These forms have been grouped into functional categories according to the section of the program issuance which requires them.  Each category of forms has been submitted to OMB for review.  OMB has completed reviewing the categories and the outcome is described in the following sections.

The OMB approval of a category is actually approval of the requirement in the program issuance to collect the information.  The HCFA requirement to gather the information is shown in parentheses in section 2936.  The interim approval extends to all forms developed by the intermediaries to collect the information in the category.  These forms should have been submitted to HCFA.  At this time, these forms may be modified without obtaining OMB approval.

The PRA requires the display of an OMB approval number on each form completed by the public. It should be printed in the top right-hand corner of every page of each form.  No special typesetting is required.  It should be formatted as:

Form Approved

OMB No. 0938-XXXX

The actual approval number assigned to each category is listed in section 2936.  It should be used for all forms in each specific category.

To avoid  the cost of replacing stocks of forms, OMB has waived the requirement that, effective January 1, 1982, all forms display the approval number.  This date has been postponed to January 1, 1983.  As forms are reprinted during 1982, intermediaries should add the approval number.  All forms must contain the OMB number as of January 1, 1983.
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These approval numbers are scheduled to expire on April 30, 1983.  However, OMB recognizes that an extension is necessary and a later date is being negotiated.  The new expiration date will be published in a subsequent revision.

Meanwhile, each of these categories is to undergo a substantive review.  The outcome of the review will be the identification of those data elements (questions) in the category to be gathered on a routine basis.  The data elements will be submitted to OMB for approval. OMB approval will then be limited to the routine collection of only those data elements. The intermediary forms may contain some or all of the approved data elements, but no other data elements.

There is a distinction between the routine and nonroutine collection of information.  A routine collection occurs when the same information is gathered annually from 10 or more entities.  There is no limit on the data elements which can be gathered on a nonroutine basis.  Thus, whenever the professional judgment of an intermediary dictates the collection of additional information, unique to the situation, this can be done without OMB approval.
In some categories the specification of data elements may unduly limit the performance of the intermediaries.  In these cases, OMB approval would be obtained for a more generalized collection of information, such as an "area of inquiry."  The area of inquiry would be accompanied by examples of data elements, typical of the area of inquiry.  The intermediary forms could use these data elements or others of a similar nature, as long as they fall within the area of inquiry.

As the categories are reviewed, and are defined in terms of their data elements or areas of inquiry, this program issuance will be updated to convey this information.  The intermediary forms will then be limited to the routine collection of the data so specified.

In the future as HCFA identifies new categories of information which intermedi​aries should collect, two areas of the program issuance manuals will be updated.  First, this section will identify the new OMB approval number and the data elements which are to be collected.  Secondly, the intermediary's responsibilities in collecting this information will be described, as is now done, in the appropriate section of the manual.

2936.  APPROVED INFORMATION

2936.1  Administrative Data--OMB Approval Number 0938-0219.--Forms collect general information from providers and suppliers in the following areas:

A.
Validation that ambulance supplier meets HCFA standards (HCFA-Pub. 13-3, section 3114.C.6);

B.
Identification of  Small/Disadvantaged Businesses (Part A Intermediary Letter 80-27/Part B Intermediary Letter 80-23);

C.
Requisition of forms and manuals from the intermediary (HCFA-Pub. 13-2, section 2954.3).
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2936.2  Admissions and Open Items--OMB Approval Number 0938-0178.--Forms in this category request  information of a hospital or SNF on a prior admission, or request the hospital or SNF to indicate the status of a patient or a bill.  (HCFA-Pub. 13-3, sections 3512.7, 3519.1, 3519.2)  Not included in this category are forms that request only the submittal of a claim, and forms that request information from another intermediary.  These forms do not require OMB approval.

2936.3  Audits of Provider Cost Data--OMB Approval Number 0938-0212.--Forms are used for full-scale and limited audits of providers identified during the desk review process.  Types of forms in this category are:

A.
Audit confirmation letters;

B.
Index to scope determinations;

C.
Pre-audit questions and checklists;

D.
Internal control questionnaires;

E.
Intermediaries' audit programs;

F.
Authorizations to review CPA's workpapers;

G.
Follow-up procedures;

H.
Post-audit reviews.

(HCFA-Pub. 13-2, sections 2000, 2001 and HCFA-Pub. 15-1, sections 2300, 2304, 2400, 2402, 2404, 2408)

2936.4
Comprehensive Health Centers--OMB Approval Number 0938-0207.--Forms collect data from Comprehensive Health Centers which are part of a hospital.  The information supplements the hospital's cost report.  (Part A Intermediary Letter 73-9)

2936.5
Claims Development
A.
General.--The categories for claims development are based upon the person or facility which completes the form.

B.
Data Collected from Beneficiaries and Suppliers--OMB Approval Number 0938-0222.--Forms request information to supplement claims data.  Forms are completed by beneficiaries, physicians, and other suppliers of health care services.  Information is collected in the following areas:

1.
ambulance services claims (HCFA-Pub. 13-3, section 3647);

2.
beneficiary's authorization to release information.  (HCFA-Pub.13-3, section 3763)  Forms contain questions which exceed those allowed on certifications (see section 2938.2) that do not require OMB approval;
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3.
any other letters to beneficiaries requesting information which requires OMB approval.  (No specific HCFA requirement)

C.  Data Collected from Home Health Agencies (HHAs)--OMB Approval Number 0938-0226.--Forms request information to supplement claims data.  These forms are completed by the HHA, not by the physician.  The forms are generalized requests for medical information, including a copy of the plan of treatment, nurses' notes, therapy notes, progress reports, and other information on the patient's condition or treatment. (HCFA-Pub. 13-3, sections 3120-3128)

D.  Data Collected from Hospitals--OMB Approval Number 0938-0224.--Forms request information from hospitals to supplement claims data.  Information is collected in the following areas:

1.
generalized requests for medical information, including copies of physician's orders, nurses' notes, therapy notes, admission and discharge summaries, utilization review findings, lab and x-ray reports, operative reports, justification for ancillary services.  (HCFA-Pub.  13-3, sections 3101, 3110-3115, 3600.1);

2.
requests for medical information specific to certain services:

a.
computerized axial tomography (HCFA-Pub. 13-3, Coverage Issues Ap​pendix 50-12);

b.
cosmetic surgery (HCFA-Pub. 13-3, section 3160);

c.
Holter Monitor (HCFA-Pub. 13-3, Coverage Issues Appendix 50-15);

3.
psychiatric billing questionnaires (HCFA-Pub. 13-3, section 3102);

4.
documentation of effort to place patient in SNF (HCFA-Pub. 13-3, sections 3131, 3315.2, 3421.1).

E.
Data Collected from Mixture of Providers, Suppliers, Physicians and Beneficiaries - OMB Approval Number 0938-0227.--This category serves as an umbrella category for requests for information from a variety of respondents.  Its OMB approval number should be displayed on all forms which fall into two or more of the claims development categories delineated in this section. For instance, this category would be used for: requests for medical information from several types of facilities; computer-generated letters with automated messages which can be sent to several types of respondents; and requests for specific details from all types of respondents on late-filed claims.
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F.
Data Collected from Physicians and Other Health Care Providers--OMB Approval Number 0938-0233.--Forms in this category are completed or signed by physicians.  Some forms concerning level of care and treatment plans are similar to forms in the categories of data collected from SNFs or HHAs.  The difference is that the forms in this category are completed by physicians.  The forms concern:

1.
description of durable medical equipment, including oxygen, or certi​fi​​cation of medical necessity (HCFA-Pub. 13-3, section 3643, Condition 3);

2.
physician's plan or certification for services provided by SNF, HHA, outpatient therapy, chiropractor, or podiatrist (HCFA-Pub. 13-3, sections 3120.3, 3148.3, 3333-3336).

G.
Data Collected from Skilled Nursing Facilities (SNFs)--OMB Approval Number 0938-0223.--Forms request information from SNFs to supplement claims data.   Forms in this category are not completed by physicians.  They include:

1.
medical status of patient to determine level of care (HCFA-Pub. 13-3, section 3132);

2.
reason for exceeding days allowed for transfer from hospital discharge (HCFA-Pub. 13-3, section 3131.3).

2936.6 
End Stage Renal Disease (ESRD)--OMB Approval Number--0938-0230.--Forms collect data from freestanding and hospital-based ESRD facilities to supplement claims data.  Forms require medical records and information on lab services and charges related to dialysis, post-transplant lab tests, drugs administered, home dialysis charges, contin​uous ambulatory peritoneal dialysis, and identifi​cation of patients being treated.  (Part A Intermediary Letter 73-25/Part B Intermediary Letter 73-22)

2936.7  Extended Repayment Schedule--OMB Approval Number 0938-0201.--Forms gather information to enable the intermediary to determine the financial status of providers who request extended schedules for repaying Medicare.  The infor​mation requested includes balance sheets, statements of income, cash flow, and projected  cash flow, outstanding payments, lists of cash funds, investments, notes payable, amounts due.  (HCFA-Pub. 13-2, sections 2223-2224.1)

2936.8  Forged Check Investigations--OMB Approval Number 0938-0205.--Forms collect information from payees on their normal procedures for receiving and cashing checks, identification of other persons living at the same address, signature specimens, and names of suspects.  (HCFA-Pub. 13-3, section 3476)

2936.9  Home Office Cost Statement--OMB Approval Number 0938-0202.--Forms gather information on the home office costs and equity capital of chain organizations.  (HCFA-Pub. 15-1, sections 2150-2153)

2936.10
Interim Payment Adjustment Forms for Home Health Agencies (HHAs)--OMB Approval Number 0938-0217.--Forms collect financial and statistical data to enable the intermediary to determine the HHA's interim rate of payment.  (HCFA-Pub. 15-1, sections 2404, 2406, 2407, 2412)
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2936.11
Interim Payment Adjustment Forms for Hospitals and Skilled Nursing Facilities (SNFs)--OMB Approval Number 0938-0180.--Forms collect financial and statistical data to enable the intermediary to determine the interim rate of payment for hospitals and SNFs. These forms supplement the data collected on the HCFA-91.  (HCFA-Pub. 15-1, sections 2404, 2406, 2407, 2412)

2936.12
Machine-Readable Claims--OMB Approval Number 0938-0225.--Forms collect data from providers and suppliers who may be interested in, or who do submit claims on machine-readable media.  (HCFA-Pub. 13-3, section 3602.1) The forms include:

A.
Surveys to identify providers/suppliers which are capable of generating/processing machine-readable admission/billing/reimbursement data;

B.
Transmittal forms that accompany machine-readable submittals;

C.
Supplier agreements about responsibility for the validity of the data.

2936.13
Organ Procurement Agencies (OPAs) and Histocompatibility Laboratories-OMB Approval Number 0938-0102.--Forms gather data from OPAs and Histocompatibility labs. They include information on the facility's background, donor hospitals, costs for interim ratesetting, and administrators' compensation.  (Part A Intermediary Letter 79-17)

2936.14
Overpayments to Providers, Suppliers, and Beneficiaries--OMB Approval Number 0938-0211.--Forms recover overpaid monies.  Providers/suppliers must document their refunds to beneficiaries.  (HCFA-Pub. 13-3, section 3401)  Beneficiaries must state the amount and dates of installment payments (HCFA-Pub. 13-3, section 3711.9) or supply information on other insurance coverage.  (HCFA-Pub. 13-3, section 3711.1)

2936.15
Post-Processing of Claims--OMB Approval Number 0938-0243.--Forms are used in a variety of post-payment activities for which no separate category (e.g., overpay​ments, reconsiderations) has been established, such as:

A.
Audit of Utilization Review Committee and PSRO determinations (HCFA-Pub. 13-2, section 2690);

B.
Information on outstanding checks (HCFA-Pub. 13-3, section 3703);

C.
Verification of date of death of beneficiary. (HCFA-Pub. 13-3, sections 3103.1 3135.1)  Forms include questions (such as hour of death) which exceed those allowed on certifications (section 2938.2) which are exempt from OMB review.

2936.16
Prior Liability--OMB Approval Number 0938-0214.--Forms collect infor​ma​tion on the possible existence of other third-party insurance, specifically worker's compen​sation and Veterans' Administration benefits.  (HCFA-Pub. 13-3, sections 3153, 3407, 3414, 3415)

2936.17
Program Integrity--OMB Approval Number 0938-0213.--Forms verify medical and charge information submitted on paid claims where there is an allegation or suspicion of fraud or abuse.  (HCFA-Pub. 13-3, sections 3460-3464)
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2936.18
Provider-Based Physicians (PBP)--OMB Approval Number 0938-0179.--Forms are used to review billing arrangements and to compute the provider and professional components of PBP services in order to allocate reimbursement between Part A and B trust funds.  (HCFA-Pub. 13-3, sections 3910-3912 and HCFA-Pub. 15-1, section 2108)

2936.19
Provider Permanent Reference File (PPRF)--OMB Approval Number 0938-0216.--Forms collect background information from all providers when they are admitted to the program.  Forms also gather updated data, as necessary.  This reference information constitutes the PPRF.  (HCFA-Pub. 15-1, sections 2304, 2404)

2936.20
Reconsiderations--OMB Approval Number 0938-0218.--Forms request medical and other information needed for reconsideration of adverse claims determinations. (HCFA-Pub. 13-3, sections 3782-3784)  

NOTE:

Three other types of forms are used in reconsiderations.  They are beneficiary authorization to release information, identification of beneficiary's representative at a hearing, and statement by provider that money has been refunded to the appropriate party. Most of these forms are exempt from OMB review on the ground that they are certifications.

2936.21
Rural Health Clinics (RHCs)--OMB Approval Number 0938-0209.--Forms seek information from RHCs. (HCFA-Pub. 13-3, section 4636.3, and Part A Intermediary Letter 79-47) Forms include:

A.
Requests for exception to screening guidelines;

B.
Description of billing arrangements for nonstaff physicians;

C.
Interim payment rate determinations;

D.
Requests for medical information.

2936.22
Supplemental Desk Review--OMB Approval Number 0938-0200.--This category includes all forms submitted with any cost report or requested later during the supplemental desk review.  (HCFA-Pub. 13-2, section 2000, 2001, 2029, 2033, 2037, and HCFA-Pub. 15-1, sections 2300, 2304, 2400, 2402, 2404, 2408)  The types of forms requested include those that:

A.
Aid in determining reasonable cost of services, drugs, medical supplies, ancillary charges;

B.
Aid in calculating costs, reconciling cost report schedules, determining proper reimbursement, setting up interim reimbursement rates;

C.
Insure the filing of a complete cost report, request missing documents for cost reports;

D.
Support reasonableness of data on cost reports;

E.
Verify accuracy of monies;

F.
Identify prudent buyers and prudent buyer problems;
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G.
Determine if reimbursement is in compliance with Medicare guidelines;

H.
List bad debts to insure they pertain only to Medicare patients.

2937.
UNAPPROVED INFORMATION

2937.1

Owners Compensation--No OMB Number.--Forms were used by intermediaries to determine the compensation of owner and nonowner administrators in all types of facilities participating in Medicare.  The information served as guidelines in determining the reasonableness of compensation for key administrative employees.

Intermediaries must no longer collect this data.  HCFA has developed a standard form, HCFA-231, to collect this data from a sample of providers.  The resultant guidelines will be published by HCFA.

2937.2

Sole Community Provider Exemption Requests--No OMB Number.--Hospitals may be exempt from the hospital cost limits on the basis of being the sole source of care reasonably available to beneficiaries.  Decisions on these requests are made by the appropriate Regional Office.  The Denver Regional Office designed a form to be filled out and submitted to the intermediary in support of a hospital's request.  Use of these forms shall be discontinued.

2938.
INFORMATION WHICH DOES NOT REQUIRE OMB APPROVAL

There are a number of forms which do not come under the provisions of the PRA.  The following definitions and discussion identify the types of forms which do not require OMB approval and do not require the display of an OMB approval number.

2938.1

Verification or Correction Information.--If a form, which has OMB approval, is filled out incompletely or incorrectly, the request for the missing or correction data does not require OMB approval.  

NOTE:

The follow-up request is limited to those items present on the OMB-approved form. If additional items are included, the form cannot be considered approved by OMB.

This is an exception to the PRA which was granted by OMB.  It has particular relevance to claims development activities, but can be invoked in other situations.

2938.2  Certifications.--A certification attests to the accuracy of a statement, or to the receipt of articles or services.  It is limited to identifying information and a signature.  A certification may include, at a maximum, the following information:

A.
The name, title, address, and phone number of the individual or entity making the certification;

B.
Any numbers identifying the certifier, such as provider number, physician number, social security number, license number, tax number, health insurance number;
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C.
An identification of the article received, for instance, a benefit check;

D.
An authorization statement which, for instance, names a representative to act on one's behalf, or which identifies an entity to whom information may be revealed;
E.
The statement to be certified.  

NOTE:
The statement must be printed on the form; it cannot be written by the certifier.  It is acceptable to have more than one certification statement printed with a line/box to be checked off by the certifier;

F.
A date and a signature line.

Information in excess of that described above would make the form subject to OMB review and approval.

2938.3  Federal Respondent.--The PRA is concerned only with information gathered from the public. Forms collecting data from the Federal Government or its contractors (intermediaries, carriers, State survey agencies) are not subject to the provisions of the PRA.

2938.4  Information Requested by Other Than Federal Government or Its Contractor.--The PRA is a Federal law and  seeks to control the amount of Federally-imposed burden on the public.  Requirements by State Medicaid agencies, State licensing authorities and other similar organizations do not come under the purview of the Act.

2938.5 Information Disseminated to the Public by the Federal Government or Its Contractor.--Information which flows from the Federal Government or its contractors to the public never requires OMB approval.  Sometimes information dissemination forms contain a statement on the right of the recipient to challenge the information.  An example is the Explanation of Medicare Benefits.  It advises the beneficiary that the claim determination can be appealed by contacting the carrier or a Social Security Office. Statements such as this do not require OMB approval.
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2948.
TRANSMITTING CORRESPONDENCE TO THE DIVISION OF CONTRACTOR OPERATIONS

Where it is appropriate to correspond directly with DCO concerning matters of general program or administrative applications, the material should be addressed as follows:

Social Security Administration

Division of Contractor Operations, BHI

Correspondence Control Unit

208 East Building

Baltimore, Maryland  2l235

All Payment Vouchers, Quarterly Financial Reports, and related financial management material
should be sent to:

Social Security Administration

Division of Contractor Operations, BHI

P.O. Box l4l7

Baltimore, Maryland  2l203

2949.
GENERAL ACCOUNTING OFFICE (GAO) AND DEPARTMENT OF HEALTH EDUCATION AND WELFARE AUDIT AGENCY (DHEWAA) ACTIVITIES.

A.
General.--Occasionally the GAO and/or DHEWAA will conduct surveys or full-scale audits of intermediary Medicare operations.  These surveys or audits may also extend to providers of Medicare services.  Ordinarily, the auditors will coordinate arrangements for such surveys and audits through the BHI regional office which will advise intermediaries when to expect the auditors. However, intermediaries should inform the RO immediately of any audits, requests for information, visits, or other activities about which they have not been previously notified by the RO.  (See Part 1, §1502 concerning DHEWAA audits of intermediary records conducted to establish administrative costs after the submittal of the final cost proposal and close of the intermediary's accounting year.)

B.
Cooperation with Auditors.--Intermediaries should cooperate as fully as possible with the auditors.  Auditors should be provided with adequate work space and facilities. Files, operating manuals, instructional materials, and other requested records should be made available to them.  Where feasible, priority should be given to their requests for special computer runs.  However, if such computer runs or other requests involve significant costs, they should be first cleared with SSA.

The regional office should be informed of any requested information or materials made available to the auditors.  If material is specially prepared in response to a request of the auditor, an informational copy of such material should be submitted to the RO.

C.
Survey or Audit of Providers.--Intermediaries should request their providers to keep them informed on a continuing basis of the status of any
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GAO or DHEWAA survey or audit.  The intermediary should follow continuing developments in any auditor contacts with providers.

D.
Close-Out Interviews.--Before issuing a report on a survey or audit, GAO or DHEWAA will usually discuss its findings with the intermediary and SSA.  Intermediaries are encouraged to ask for clarification of findings and recom​men​da​tions and to rebut the findings or recommendations wherever appropriate.  A thorough review of the preliminary findings and recommendations will fre​quently eliminate misunderstandings in the final report.

2950.
PRIOR REVIEW OF CERTAIN INTERMEDIARY ISSUANCES BY THE HEALTH INSURANCE REGIONAL OFFICE
In order to avoid post-issuance questions of propriety or content, intermedi​aries are expected to secure prior review and approval from the health insur​ance regional office, under arrangements to be worked out between them, for any of the following kinds of proposed issuances:

A.
Publications which, by the nature of their distribution, will unavoid​ably reach parties other than the provider for whom the intermediary is con​tractually responsible; e.g., a pamphlet on utilization review to be dis​tributed through State hospital or nursing home associations.

B.
Publications which include in their content interpretive or explanatory treatment of subject matter not within the contractual jurisdiction of the intermediary; e.g., policies and procedures in Part B coverage areas for which the intermediary has no claims processing jurisdiction..

C.
Publications which, in their general message content and informational purpose, essentially duplicate SSA publications prepared for, and currently available to, the same audiences; e.g., a pamphlet on extended care benefits which would duplicate SSI-98.

This requirement of prior review and approval is not intended as a restriction on intermediary preparation of proposed issuances in these categories but only on their dissemination of such material without program coordination.  The development of information and interpretive materials by intermediaries in the interest of improved program administration is, in fact, encouraged since their operating experience, their communications expertise, and their sensitivity to local considerations can often lead to more responsive materials in various program areas than SSA could otherwise develop. But it is essential that materials that fall into the categories described above be coordinated with SSA, not only to assure conformity to overall program considerations but also to reflect the legitimate interests and the program obligations of other intermediaries and carriers operating in the same geographical area.
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This instruction does not in any way alter intermediary authority to release materials without prior review as defined in Part 3, §3773.

2951.
DISTRIBUTION OF PROVIDER NOTICES, BULLETINS, AND NEWSLETTERS

Furnish CO staff with copies of all provider notices, bulletins, newsletters, etc.  Send them to:

Health Care Financing Administration

Division of Provider Procedures, BPO

1-H-3 Meadows East Building

6325 Security Blvd.

Baltimore, MD. 21207

The responsible HCFA component will review all instructional and informational materials received. When and where appropriate, the information will be used to improve the provider manual instructions and to provide HCFA staff with a better understanding of claims processing issues.
2952.
INFORMATIONAL MATERIAL FOR HCFA REGIONAL OFFICE REFERENCE LIBRARY

As soon as possible after publication, submit two copies of the informational material described below, to the RO.

o
Regular bulletins and newsletters on Medicare directed to hospitals, SNFs, HHAs, and other components of the health care community.

o
Special communications on Medicare distributed to the audiences described above, including publications, literature, and check enclosures.

o
News releases and feature articles related to Medicare which are disseminated to general media or to professional publications.

Submit any issuances which concern the Medicare program.  Issuances containing information only about the intermediary's private business need not be submitted.

These materials form a current reference file of intermediary communications for the information and ready access of HCFA personnel.  This reference file gauges the extent and effectiveness of informational activities on a national and regional basis.  It points up aspects of the program which require clarification, together with different communication approaches to informational objectives.

2954.
DISTRIBUTION OF HCFA MANUALS, REGULATIONS, RULINGS, AND FORMS

You are responsible for timely distribution to providers of provider manuals and revisions. You also are to distribute copies of the Peer Review Organization (PRO) Manual and its revisions to hospitals.

The timely and adequate distribution of manuals and their revisions, regulations, rulings, and health insurance forms is an important area of your operations.  In performing this
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function, establish internal controls to insure that adequate supplies are received and, where appropriate, redistributed.  (See the Foreword to Part A3, for more definitive guidelines on the relationship of Rulings and Regulations to other program material.)

NOTE:
A single information copy of rulings is mailed to each intermediary.  Additional copies are not available from the Printing, Distribution and Property Management Branch (PDPMB), HCFA, but they may be purchased from the Superintendent of Documents, Government Printing Office, Washington, D.C. 20402.

Use the following guidelines in establishing controls.

A.
HCFA Manuals and Manual Revisions.--The PDPMB arranges for a simultaneous distribution of new manuals and all manual revisions to all intermediaries by parcel post or bill of lading.  (Shipments are never C.O.D.)

Manual revisions are released in numerical sequence.  Notify PDPMB when a lower numbered transmittal has not been received within 10 working days after receipt of the next higher numbered transmittal.  The PDPMB will assure that the appropriate distribution is made.  Notification of nonreceipt should be sent to:

Printing, Distribution and Property Management Branch

Division of General Services, OMB

Health Care Financing Administration

Room 577 East High Rise

6325 Security Blvd.

Baltimore, MD  21207

Manuals are periodically reprinted to incorporate all revision transmittals issued through the reprint date.  Revisions which have been incorporated into a manual reprint are generally no longer available.  Copies of the reprinted manuals are not automatically distributed and should not be ordered to replace other editions, since the reprinted manuals are the same as those regularly maintained through the incorporation of revision transmittals.

1.
Manual Allocation Criteria.--Provider manuals and the PRO Manual, together with their revisions, are distributed to Medicare intermediaries according to the 1 plus 20-percent rule. This means that you are allowed a total number of manuals not to exceed one times the number of providers served who require the manual plus 20 percent of that total for inhouse distribution or other discretionary use.

The Intermediary Manual parts are allocated as follows:

Part I........ 5 copies per intermediary

Part II......12 copies per intermediary

Part III......1 manual per intermediary per 15,000 claims processed in previous fiscal year

Part IV.....12 copies per intermediary

Your order of manuals is based upon this allocation formula, unless the number providers increases or an emergency situation exists. Requests for other manuals will be handled by the PDPMB on a case-by-case basis.

2-903.1
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2.
Role of Intermediary.--You are responsible for managing your supply of manuals and making provision for unanticipated needs, e.g., fire, flood.  Maintain current distribution listings of the individual needs of providers and distribute manuals and revisions according to this data.

3.
Role of Providers.--Medicare providers request and receive manuals and manual revisions through their servicing intermediary.  Once the manuals are in their possession, providers are expected to maintain them properly and instruct their employees that they are not to be removed when employees leave or retire.  Additional copies of HCFA manuals are available for purchase through the Superintendent of Documents, U.S. Government Printing Office and the National Technical Information Service of the U.S. Department of Commerce.

B.
HCFA Major Medicare Billing Forms and Manuals.--PDPMB sends an order form (HCFA-1961) to each intermediary every 6 months so that you may request a supply of forms and manuals sufficient to meet your anticipated needs.  Order forms (HCFA-1961) are supplied to you well in advance of the expiration of the prior 6-month period.

Establish and maintain a forms control usage record by provider.  This may be a separate record or may be included as part of other records.  It must include bill volume (by type of bill) and the number of each type of bill supplied to each provider for the past 12 to 18 months.  Review each provider requisition against this record to insure that the request reflects past provider billing experience.

Set up controls in a way that will allow noticing any aberrant misuse of forms.

Interim orders for forms and manuals will be accepted only when fully justi​fied.  Interim orders are costly and must be kept to a minimum.  Emergency interim requests for forms are limited to 10 cases from the HCFA warehouse.  Other interim orders (nonemergency) are also usually provided from the ware​house so the number of cases will be limited.  To keep interim orders for forms and manuals at a minimum, arrive at a realistic estimate of needed materials when ordering the usual 6-month supply.  Maintain an adequate supply of each form and manual without stockpiling.  Make periodic reviews to ensure that only up-to-date materials are maintained in stock.  When new forms and manuals are devised, PDPMB works with the originator of the form or manual to arrange for adequate distribution as quickly as possible.  Monitor the new form or manual and order an adequate supply on the next 6-month order.
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2955.  
RELEASE OF EVALUATION REPORTS ON CONTRACTOR PERFORMANCE

The contractual limitation cited in the first paragraph of §2957 also applies to the use of Annual Contract Evaluation Reports (ACER) and other evaluative and statistical reports issued by SSA regarding intermediary performance.  Accordingly, intermediaries may not use such material in promotional activities or, under ordinary circumstances, release such reports or portions thereof to the news media or other requesting parties.  Intermediaries should refer such requests to the servicing health insurance regional office which makes these reports available to the public.

Instances may occur, however, where allegations against a contractor are made by a State regulatory body, the press, consumer groups, etc., regarding spe​cific areas of contractor performance.  In these limited situations, a quick response to the allegation may be necessary by the contractor.  In these instances, contractors may release a copy of the entire ACER, or a complete copy of the applicable section in the ACER RO.  Contractors, however, are not to excerpt selected statements from the ACER.  The ACER, or portion of the ACER, released must be accompanied by the statement:  "It should be noted that this report covers a specific period and internal changes may have been made to affect (Name of Contractor) performance since (Period Covered by ACER)."  Contractors are to notify the servicing regional office in each instance where it has transmitted an ACER directly to a specific group.

2956.
INTERMEDIARY DISCLOSURE OF PRIOR CONSULTATION MATERIALS TO PROVIDERS OF MEDICAL SERVICES

Part A intermediaries (the Blue Cross Association and the commercial intermediaries) receive certain proposed instructions for their review and comments under the prior consultation provision of their contracts with the Secretary. These are proposed instructions and are subject to whatever changes may be appropriate after intermediaries and all other interested parties have commented.
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Such issuances are made to secure comments only and no administrative actions are warranted at the time material is released for prior consultation.  Prior consultation materials are not to be disclosed to parties that are external to program administration.  Intermediaries are therefore prohibited from releasing prior consultation material to providers and other suppliers of medical services as this practice can lead to erroneous presumptive actions by these providers.  Providers will receive completed instructions affecting their operation when they are published in the appropriate provider manuals.


Restrictions on Contractor Promotional Activity
2957.
INTERMEDIARY AND MEDICARE IDENTIFICATION ON WRITTEN COMMUNICATIONS

The Medicare contract states, "The intermediary shall not use its position as a Medicare contractor for purposes of furthering its private business interests or gain, nor shall the intermediary use any material or information it obtains from the Secretary or develops in performing its functions under this agreement to promote its private business interests."

This prohibition applies to all communication materials used in the performance of Medicare responsibilities, such as envelopes, letterheads, checks, vouchers, or forms and includes such auxiliary message devices as postmark advertise​ments, stamped or overprinted messages, computer print-outs, and similar "piggy-back" message techniques. A message or other communication device is considered promotional, regardless of intent, if, without any clear Medicare purpose, it refers to any aspect of the contractor's private business status, reputation, scope of services, or other competitive factor which might favor​ably dispose the recipient toward the contractor's non-Medicare business.

All Medicare communications sent by the intermediary should contain Medicare identification to clearly distinguish Medicare correspondence from the intermediary's private business correspondence, and to establish program identity with providers and beneficiaries.  The word "Medicare" should be at least as large as the intermediary's own organization identification, and in a location that gives it at least equal prominence.

Normally, only the name and address of the contractor should appear on the Medicare communication for intermediary identification purposes.  However, if it is the practice of the contractor, the communication may also include a company emblem, a picture of a building occupied by the company, or other symbolic representation which has become an integral part of the contractor's private business identification.

(See Part A Intermediary Manual-Part 1, §1412.1 for check specifications; and Part A Intermediary Manual-Part 3, §3701, for claims correspondence.)
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2958.
BENEFICIARY SERVICES

Centers for Medicare & Medicaid Services’ (CMS) goal is to continuously improve Medicare customer satisfaction through the delivery of high quality and cost-effective customer service.  CMS’ vision is for customer service to be responsive to the needs of diverse groups, a trusted source of accurate and relevant information, convenient and accessible assistance and courteous and professional.

Every member of your customer service team should be committed to providing the highest level of service to our primary customer, the Medicare beneficiary.  This commitment should be reflected in the manner in which you handle each beneficiary inquiry.  The following guidelines are designed to help contractors to ensure CMS’ goal and vision are met.
Each contractor should prioritize its work and meet standards for inquiry workloads in the following order of precedence:



1.  Beneficiary Telephone Inquiries;



2.  Written Inquiries; 



3.  Walk-In Inquiries; and 



4.  Beneficiary Outreach to Improve Medicare Customer Service (i.e., customer service plans).
A.
Telephone Inquiries.--The guidelines established below apply to all calls to telephone numbers established as beneficiary inquiry numbers.  To ensure all inquiries are handled as expeditiously as possible, inbound beneficiary inquiry numbers (and the lines) must be separate from provider inquiry numbers.  Providers cannot use numbers established for inquiries from beneficiaries.
1.
Availability of Telephone Service.--



a.
Service handled by Customer Service Representatives (CSRs).--



o
Hours of Operation.--Make CSR telephone service available to callers continuously during normal business hours, including lunch and breaks.  There are no required standard hours of operations; however, “the preferred” normal business hours for CSR telephone service are defined as 8:00 a.m. through 4:30 p.m. for all time zones of the geographical area serviced (within the continental United States), Monday through Friday.  Contractors should notify the Beneficiary Network Services (BNS) of their normal hours of operation for CSR service and provide advance notice of any deviation from these hours.  The BNS will notify CMS Regional and Central Offices of any changes to a call center’s hours of operations.  In any situation where CSRs are not available to service callers, CMS reserves the right to re-route call traffic within the network to ensure that callers receive the best possible service.




o
Federal Holiday Service.--On Federal holidays, in lieu of answering telephone inquiries, contractors may choose to perform other appropriate call center work, e.g., provide CSR training.  Contractors shall notify CMS via the BNS at the start of the fiscal year for any planned call center closures.  Changes to the schedule should be reported to BNS no later than 60 days in advance.  The BNS can be reached by calling 1-866-804-0685.




o
Call Center Staffing.--Call center staffing should be based on the pattern of incoming calls per hour and day of the week, ensuring that adequate coverage of incoming calls throughout each workday is maintained.



b.
Automated Services-Interactive Voice Response (IVR)--
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o
General Instructions.--Although the beneficiary should have the ability to transfer to and be connected directly with a CSR during normal call center operating hours, automated “self-help” tools, such as IVRs, may also be used to assist with inquiries.  IVR service is intended to assist beneficiaries in obtaining answers to various Medicare questions, including those listed below.  NOTE: IVRs should be updated to address areas of beneficiary confusion as determined by contractors’ inquiry analysis staff and CMS best practices.


1. Contractor hours of operation for CSR service;


2. General Medicare program information and publications (both should be referred to 1-800-Medicare); and 


3. General information about appeal rights and actions required of a beneficiary to exercise these rights.





o
IVR Call Flow.--Call centers that are using IVRs for beneficiary telephone inquiries must submit to CMS a call flow document that outlines their IVR scripts and call flow, clearly showing all beneficiary inquiry  transactions that they are performing through their IVR. Contractors must also indicate how they are authenticating the call when claims specific information is involved.  The contractors can deliver this document in Visio, Paintbrush, Word, or PowerPoint.  A copy should be sent to both the contractor’s regional office, Beneficiary Services Office.  If the contractor changes the IVR script or call flow, they must submit the revised document to these parties within two weeks of implementing the changes.


o
Transition to Network IVR.--CMS is transitioning to a network  IVR during FY 2003, i.e., CMS will begin using the FTS-2001 network to provide IVR services.  CMS will not purchase premise-based equipment, but will purchase IVR services that are available on the FTS-2001 contractor’s network contract.  As the transition takes place, services offered via the network IVR, such as those listed above, will be discontinued on the contractor’s premise-based equipment.  CMS will provide instructions at the appropriate time.  Even after the transition to the network IVR service, contractors are encouraged to continue providing claims status information on the premise-based IVRs.  CMS will work with contractors on a case-by- case basis to implement the network IVR once the schedule for transition is completed.  Once transition is completed the contractor shall modify their printed Medicare Summary Notice (MSN) to display only CMS’ branded 800 number, 1-800-Medicare (1-800-633-4227), based on instructions from CMS.  Transition to network IVRs for TDD callers will begin once all the voice traffic has been transitioned.  Once TDD transition is completed the contractor shall modify their printed MSNs to add CMS’ branded TDD 800 number, 1-877-486-2048.


o
Hours of Operation.--The IVR shall be available to beneficiaries from  6 a.m. to 10 p.m. in their local prevailing time, Monday through Friday; and from 6 a.m. to 6 p.m. on weekends and holidays (if the call center normally does not answer calls on holidays).  Waivers shall be granted as needed to allow for normal IVR and system maintenance.


o
IVR Operating Guide.--Contractors should print and distribute a readily understood IVR operating guide to Medicare beneficiaries upon request.

c.
Telephone Service for the Hearing Impaired.--Maintain and operate a telephone device teletypewriter (TTY) using an FTS 2001 toll free number.  Each call center should have its own FTS 2001 TTY number.


d.
Bilingual Services:--Maintain the ability to respond directly (via CSR and automated service) to telephone inquiries in both English and Spanish.


2. Toll Free Network Services.—
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a. Inbound Services--CMS will use the General Services Administration’s FTS 2001 contract for its toll-free network.  All inbound beneficiary telephone service, including TTY service, will be handled over the toll-free FTS network, with the designated long-distance contractor (currently WorldCom).  Any new toll-free numbers and the associated network circuits used to carry these calls will be acquired via the FTS 2001 network.


b. Beneficiary Network Services (BNS).--The BNS will coordinate problem resolution for beneficiary call centers dealing with FTS 2001 toll free network issues.  The BNS also acts as the single point of contact for both beneficiary and provider call centers in a disaster recovery situation. The BNS can be contacted at 1-866-804-0685 or via e-mail at bnsadmin@bah.com.


c.
Problem Reporting.--


o
Level 1 Problems:  The call center is responsible for resolving problems with call center and telecommunications equipment located on the premises, such as Private Branch Exchange (PBX), Automatic Call Distributor (ACD), and IVR equipment.  This includes problems with headsets, phones, computer hardware, and desktop.  Reporting, monitoring, and maintenance of their customer based premise equipment and Customer Service Assessment and Management System’s (CSAMS) self reported data.


o
Level 2 Problems:  Report all other problems with the FTS 2001 telephone network service to the BNS at 1-866-804-0685.


o
Change Requests:--All change requests regarding the FTS 2001 lines, (e.g., adding or removing channels or T-1 circuits, office moves, routing changes), must be processed through the BNS toll-free number.  The BNS can also be contacted at bnsadmin@bah.com for situations that are not time-critical.


d.
Inbound Service Costs:--CMS will pay for the rental of inbound T-1/PRI lines and all connect time charges for FTS-2001 toll-free service.  These costs will be paid centrally by CMS and only for these telephone service costs.  All other costs involved in providing telephone service (e.g., internal wiring, local telephone services and line charges) to Medicare beneficiaries will be born by the contractor.  Since these costs are not specifically identified in any cost reports, contractors must maintain records of all costs associated with providing telephone service to beneficiaries (e.g., costs for headsets) and provide this information upon request by CMS regional or central offices.



3.
Publication of Toll Free Numbers.--




a.
Directory Listings.--Contractors will not be responsible for the publication of their inbound 800 services in any telephone directory.  CMS will publish inbound 800 numbers in the appropriate directories.  No other listings are to be published by the contractor.


b.
Printing Toll Free Numbers on Beneficiary Notices.--Any toll-free Medicare beneficiary customer service number provided and paid for by CMS must be printed on all beneficiary notices, (MSNs, etc.) immediately upon activation.  Display this toll-free number prominently so the reader will know whom to contact regarding the notice.


4.
Call Handling Requirements.--

a.
Call Acknowledgement:--Program all systems related to inbound beneficiary calls to the center to acknowledge each call within 20 seconds (4 rings) before a CSR, IVR or ACD prompt is reached.  This measure must be substantiated and/or reported upon request by CMS.




b.
Providing “Hard Busy” Signals:--Contractor call centers shall only provide hard busy signals to the Federal Telephone System (FTS) network.  ACD or PBX system shall not accept 
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the call from the FTS network, thereby allowing the FTS network to provide the busy signal to the caller.  At no time, shall any software, gate, vector, application, IVR, and/or accept the call by providing answer back supervision to the FTS network and then providing the busy signal to the caller.  Providing a hard busy signal will keep the call in the FTS –2001 network and provide CMS with the opportunity to send the call to another site for answering if circumstances warrant.  The contractor should optimize their inbound toll-free circuits to ensure the proper ratio of circuits to existing FTEs.  Contact the BNS on 1-866-804-0685 for assistance with the optimization.


c. Queue Message:--Provide a recorded message that informs callers waiting in queue to speak with a CSR of any temporary delay before a CSR is available.  Use the message to inform the beneficiary to have certain information readily available (e.g., Medicare card or health insurance claim number) before speaking with the CRS.  The queue message should also be used to indicate non-peak time frames for callers to call back when the call center is less busy.


d. CSR Identification to Callers:--CSRs must identify themselves when answering a call, however the use of both first and last names in the greeting is optional.  In order to provide a unique identity for each CSR for accountability purposes, where a number of CSRs have the same first name, it is suggested that the CSRs also use the initial of their surname.  If the caller specifically requests that a CSR identify himself/herself, the CSR should provide both first and last name.  Where the personal safety of the CSR is an issue, call center management should permit the CSR to use an alias.  This alias must be known for remote monitoring purposes.  CSRs should also follow local procedures for escalating calls to supervisors or managers in situations where warranted.



e.
Sign-in Policy.--Establish and follow a standard CSR sign-in policy in order for CMS to ensure that data collected for telephone performance measurement are consistent from contractor to contractor.  The sign-in policy will include the following:


                           o   CSRs available to answer telephone inquiries will sign-in to the telephone system to begin data collection;


                           o    CSRs should sign-off the telephone system for breaks, lunch, training, and when performing any other non-telephone inquiry workload.  (Note: If the telephone system supports an additional CSR work-state or category that accumulates this non-telephone inquiry performance data so that it can be separated and not have any impact on the measurements CMS wants to collect, this work-state or category may be utilized in lieu of CSRs signing-off the system; and


                           o   CSRs should sign-off the telephone system at the end of their workday.


                f.  Service Level.--Each month, answer no less than 85 percent of all callers who choose to speak with a CSR within the first 60 seconds of their delivery to the queuing system.


        g.  Initial Call Resolution.--Handle no less than 80 percent of calls to completion during the initial contact with a CSR.  A call is considered resolved during the initial contact if it does not require a return call by a CSR. 


                h.  Productivity.--Answer a minimum of 1100 calls per each CSR full time equivalent (FTE) position per month for Non-Medicare Customer Service Center (MCSC) call centers and 1000 calls per month per CSR FTE for MCSC calls centers.

                i.  
Quality Call Monitoring.--


                    
    o      Frequency of Monitoring.—Monitor an average of three calls per  CSR per month.  In centers where CSRs answer both beneficiary and provider calls, monitor a total of three calls, including at least one of each type, during the month. Any deviation from this requirement must be requested and justified to the CMS regional office in order to determine if a waiver is warranted.
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                            o      Performance Standards for Quality.--


1. Of all calls monitored each month, the number of CSRs scoring as “Pass” for Adherence to Privacy Act should be no less than 85 percent.


2. Of all calls monitored each month, the percent of CSRs scoring as “Meets Expectation” or higher should be no less than 90 percent for Customer Skills Assessment.


                                               3.  Of all calls monitored each month, the percent of CSRs scoring as “Meets Expectation” or higher should be no less than 85 percent for Knowledge Skills Assessment



           j.    Equipment Requirements.--


                            o      To ensure that inquiries receive accurate and timely handling, contractors must provide the following equipment: 


                                               1.   On-line access to a computer terminal for each CSR responsible for claims-related inquiries to retrieve information on specific claims.  Locate the computer terminal so that representatives can research data without leaving their seats;


                                               2.   An outgoing line for callbacks; and


3. A supervisory console for monitoring CSRs.





o      Any contractor call center purchases or developmental costs for hardware, software or other telecommunications technology that equal or exceed $10,000 must first be approved by CMS.  Contractors shall submit all such requests to the servicing CMS regional office (RO) for review.  The RO shall forward all recommendations for approval to CMS central office for a final decision.


5. Customer Service Assessment and Management System (CSAMS) Reporting Requirements.--CSAMS is an interactive Web-based software tool used by CMS to collect and display Call Center Telephone Performance data.  Each call center site must enter required telephone customer service data elements into CSAMS between the 1st and 10th of each month for the prior month.  To change data after the 10th of the month, users must inform CMS central office via CSAMS at csams@cms.hhs.gov.  Definitions, calculations and additional information for each of the required telephone customer service data elements as well as associated standards are posted on the CMS’ telephone customer service Web site at https://bizapps.cms.hhs.gov/csams.


                   a.
Definition of Call Center for CSAMS.--All contractors must ensure that monthly CSAMS data are being reported by individual call centers and that the data are not being consolidated.  CMS wants telephone performance data reported at the lowest possible physical location in order to address performance concerns.  A call center is defined as a location where a group of CSRs are answering similar type calls (A, B, DMERC, A&B, MCSC, or some breakout or consolidation of these calls).  The physical location could be in the same room, building, or complex but not in a separate geographic location, city, state, etc.


                   b.   Data To Be Reported Monthly.--Capture and report the following data each month:


                            o    Number of Attempts.—This is the total number of calls offered to the beneficiary call center via the FTS Toll-Free during the month.  This should be taken from reports produced by FTS Toll-Free service provider.  The current provider is WorldCom and the reports are available at their Web site, https://customercenter.worldcom.com/.

	Rev. 422
	2-906.5

	2958 (Cont.)
	ADMINISTRATIVE GUIDES
	03-03


                            o        Number of Failed Attempts.--This represents the number of calls unable to access the call center via the toll-free line.  This data should also be taken from reports produced by FTS Toll-Free service provider.


                            o      Call Abandonment Rate.--This is the percentage of beneficiary calls that abandon from the ACD queue.  This should be reported as calls abandoned up to and including 60 seconds.

                            o        Average Speed of Answer.--This is the amount of time that all calls waited in queue before being connected to a CSR.  It includes ringing, delay recorder(s), and music.  This time begins when the caller enters the CSR queue and includes both calls delayed and those answered immediately.


                            o    Total Sign-in Time (TSIT).--This is the amount of time the CSRs were available to answer telephone inquiries.  This time includes the time that CSRs were plugged-in, logged-in, handling calls, making outgoing calls, in the after call workstate or in an available state.


                            o      Number of Workdays.--This is the number of calendar days for the month that the call center is open and answering telephone inquiries.  For reporting purposes, a call center is considered open for the entire day even if the call center was closed for a portion of the day and/or not able to answer telephone inquiries for a portion of the day.


                            o    Total Talk Time.--This is the total amount of time that all CSRs were connected to callers and includes any time the caller is placed on hold by the CSR during the conversation.


                            o     Available time.--Available time is the amount of time that CSRs were signed-in on the telephone system waiting for a call to be delivered (i.e., the CSR is not handling calls, making outgoing calls, or in the After Call Work (ACW) state).


          

    o
    ACW.--This includes the time that CSRs need to complete any administrative work associated with a call after the customer disconnects.


                            o       Status of Calls Not Resolved at First Contact.--Report as follows:


                                     1.   Number of callbacks required.  This number is based on calls received for the calendar month and represents the number requiring a callback as of the last workday of the month.


                                     2.   Number of callbacks closed within five workdays.  This number is based on calls received for the calendar month and represents the number closed within five workdays even if a callback is closed within the first five workdays of the following month.  For call centers that have transitioned to the Next Generation Desktop (NGD), the collection of this data point will be automated and will be based on seven calendar days rather than five workdays.



                    o       IVR Handle Rate.--Report data needed to calculate the IVR handle rate.

This includes: 


                                     1.   The number of calls offered to the IVR; and


                                     2.   The number of calls handled by the IVR as defined by CMS. 


                            o     Calls in CSR queue.--This is the total number of calls delivered to the CSR queue.

o       Calls Answered by CSRs.--This represents the total number of calls answered by all CSRs for the month from the CSR queue.
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                   o        Calls Answered <= 60 Seconds.--This represents the total number  of calls answered by all CSRs within 60 seconds from the CSR queue.



                   o   Quality Call Monitoring (QCM)-Number of CSRs Available for Monitoring.—This is the number of CSRs (not FTEs) that take calls on a regular basis, both full-time and part-time CSRs.  This number is obtained from the QCM Database.


                            o       QCM-Number of Completed Scorecards.--This number is obtained from the QCM Database.


                            o       QCM-Customer Skills Assessment.--This is the percent of calls monitored that scored greater than or equal to Meets Expectations.  This number is obtained from the QCM Database. 


                            o      QCM-Knowledge Skills Assessment.--This is the percent of calls monitored that scored greater than or equal to Meets Expectations.  This number is obtained from the QCM Database.  


                            o       QCM-Privacy Act.--This is the percentage of calls that scored as pass.  This number is obtained from the QCM Database.
        6.
 CSR Qualifications.--Fully trained CSRs to respond to beneficiary questions, whether of a substantive nature, a procedural nature, or both.  To ensure that these services are provided, CSRs should have the following qualifications:


                  o       Good telephone communications skills;


                  o       Good keyboard computer skills;
                  o       Sensitivity for special concerns of the Medicare beneficiaries;


                  o       Ability to handle different situations that may arise; and


                  o       Experience in Medicare claims processing and review procedures.


Prior customer service experience in positions where the above skills are utilized, e.g., claims representative or telephone operator, is desired.


        7.     CSR Training.--Contractors will provide training for all new CSR hires and training updates as necessary for existing personnel.  This training should enable the CSRs to answer the full range of customer service inquiries.  The training, at a minimum, should include:


                  o
   Medicare policy and procedures;


                  o
   Use of the Medicare Carriers Manual (MCM);


                  o
   Customer service skills, including special needs of the Medicare population;


                  o       Telephone techniques; and


                  o
    The use of a computer terminal.


Contractors must have a training evaluation process in place to certify successful performance before the trainee independently handles inquiries.


Contractors are required to implement standardized CSR training materials, including job aids, for 
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all CSRs on duty and those hired in the future upon receipt from CMS.  The development of the materials will be done by CMS and it is not expected that there will be any costs to the contractors to use these training materials.  Standardized training materials and other training information will be posted to the following Web site: http://www.cms.hhs.gov/callcenter, under the Call Center Learning Resources portion.  Contractors should check this Web site monthly for updated training materials.  Contractors may supplement the standard materials with their own materials as long as there is no contradiction of policy or procedures.


To facilitate consistency in training and ability to share training materials across call centers, CMS has developed guidelines and standard training material formats for print and Web-based training materials.  The guidelines and a simple format can be found at www.cms.hhs.gov/callcenters under Call Center Learning Resources.


The above-mentioned Web site also contains frequently asked questions and answers for call center management and inquiry staff.  This information is to be used in responding to beneficiary inquiries. As CMS develops additional questions and answers, they will continue to be posted on this site and all call center managers will be notified directly through e-mail.  If the call center manager would like to designate another individual to receive their e-mail notifications, they may unsubscribe and provide another name and e-mail address.

        8.       Quality Call Monitoring (QCM).--


                             a.     Process and Tools.--Monitor, measure and report the quality of service continuously by utilizing the CMS-developed QCM process.  Monitor all CSRs throughout the quarter, using a sampling routine.  The sampling routine must ensure that all CSRs are monitored at the beginning, middle and end of each month (ensuring that assessments are distributed throughout the week), and during morning and afternoon hours.  Record all monitored calls on the standard scorecard, using the QCM chart as a guideline.  Copies of the scorecard and chart may be obtained at the telephone customer service Web site at http://www.cms.hhs.gov/callcenters.  Use only the official versions of the scorecard and chart that are posted on the Web site.  The QCM reporting tools and format, also posted on the Web site, must be used to collect monitoring results which will be reported monthly in CSAMS.  Train every CSR and auditor on the scorecard and chart and ensure that each person has a copy of the chart for reference.  If there is more than one auditor, rotate the CSR monitoring assignments regularly among the auditors.  Analyze individual CSR data frequently to identify areas needing improvement, document and implement corrective action plans.  Also analyze QCM data to determine where training is indicated, whether at the individual, team, or call center level and provide such training.

                             b.
Frequency of Monitoring.--


                                        o        Experienced CSRs.--Monitor an average of three  calls per CSR per month.  In centers where CSRs answer both beneficiary and provider calls, monitor a total of three calls, including at least one of each type, during the month.  Any deviation from this requirement must be requested and justified to the CMS regional office in order to determine if a waiver is warranted.


                                        o      New CSRs.--Contractors are encouraged to heavily monitor CSR trainees that have just completed classroom instruction before they begin to handle calls independently.  Scores for these trainees may be excluded from CSAMS reporting on QCM performance for a period up to one month following the end of formal classroom training.






c.       Type.--Monitor the calls in one or more of the following ways: 

LIVE remote; LIVE side by side (shadow); or taped.


                             d.       Giving Feedback to CSRs.--Complete the scorecard in its entirety and give written feedback to the CSR within two working days for calls monitored LIVE or seven  
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working days for taped calls.  Coach and assist the CSR to improve in areas detected during monitoring.


                             e.     Calibration.--Participate in all national and regional QCM calibration sessions organized by CMS.  (Calibration is a process to help maintain fairness, objectivity and consistency in scoring calls by staff within one or more call centers or throughout CMS.  Instructions on how to conduct calibration are posted at the telephone customer service Web site.)  National sessions are held on the first Wednesday of February, May, August and November at 1:30 Eastern Standard Time.  Conduct regular calibration sessions within the call center or between multiple centers.  Monthly calibration sessions within the call centers are recommended.


                             f.
      Retention of Taped Calls.--Contractors that tape calls for QCM purposes will be required to maintain such tapes for an ongoing 90-day period during the year.  All tapes must be clearly identified by date and filed in a manner that will allow for easy selection of tapes for review.


                             g.    Remote Access.--The contractor will provide remote access to CMS personnel to one of the following : agent split/group, DNIS, trunk, or application.  This will allow CMS personnel to hear calls as they are occurring.  CMS will take reasonable measures to ensure the security of this access, (e.g., passwords will be controlled by one person, no passwords will be sent via e-mail, no one outside of CMS service will have access to the passwords, etc.).


        9.       Disclosure of Information (Adherence to the Privacy Act).--Contractors are to follow the guidelines for disclosure of information that are provided at www.cms.hhs.gov/callcenters, under Call Center Learning Resources, Job Aids.  CMS developed standardized training to assist Medicare contractors and CMS employees comply with disclosure guidelines for beneficiary-specific information via telephone.  This Privacy and Disclosure of Information Training is mandatory for employees of Medicare contractors, fiscal intermediaries, regional home health intermediaries, and durable medical equipment contractors who respond to, monitor, or train on beneficiary telephone inquiries.  This includes all current and future CSRs, managers, supervisors, CSR trainers, and quality assurance staff.  The Privacy and Disclosure of Information Training is computer-based training designed to be self-directed and self-paced.  Therefore, employees are encouraged to take this training at their workstations or in a designated space where computer workstations are available.  It is not necessary to conduct classroom training.  The lessons in the training module include many features designed to aid the CSRs in responding to beneficiary inquiries.  For example, a toolkit is provided that contains job aids, examples, CMS policy, and a glossary of relevant terminology and acronyms.  After training has been completed, the lessons can be accessed on an as needed basis.  NOTE:  A text version is available for users who require assistive devices.  Future updates to the training module, including the CSR toolkit, will be distributed as needed for clarification of content or as new regulations are issued.


10.       Fraud and Abuse.--If a caller indicates an item or service was not received or that the service provider is involved in some potential fraudulent activity, the complaint should be screened for billing errors or abuse before being sent to the Benefit Integrity Unit.  After screening has been performed, if abuse is suspected, the Medicare Review Unit would handle the complaint.  If fraud is suspected, the complaint should be forwarded to the Benefit Integrity Unit and the caller should be told the Benefit Integrity Unit will contact him/her about the complaint.  Ask the caller to provide the Benefit Integrity Unit with any documentation he/she may have that substantiates the allegation.  Give assurance that the matter will be investigated.


        11.    Next Generation Desktop (NGD).--CMS is developing a new Medicare Customer Service Center ( MCSC) NGD application to be deployed at Medicare contractor sites.  The new desktop will allow CSRs to answer written, telephone, and walk-in inquiries from both providers and beneficiaries.  The NGD application will enable CSRs to address, at a minimum, the same general Medicare and claims inquiries currently handled, but in a more user-friendly and efficient manner.  Listed below are the minimum personal computer (PC) requirements for the MCSC NGD
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for CSRs. (NOTE:  Contractors are required to capitalize and depreciate equipment valued at over $500.)


	
Minimum Requirements for an NGD Personal Computer 

	Processor:
	Pentium II 233MHz or comparable AMD or Cyrix

	Disk Space:
	10MB available

	Memory:
	64 MB (more recommended for running multiple applications simultaneously with the NGD)

	Operating System:
	One of the following 4 options:

· Windows 98 SE

· Window ME

· Windows NT Workstation 4.0 with Service Pak 6a

· Windows 2000

	Browser:
	Internet Explorer 5.5 Service Pack 2

	Monitor:
	15” (17” or larger is preferable) 

	Pointing Device:
	Mouse

	Network Interface
	Network Interface Card compatible with the call center LAN, which will ultimately allow workstation access to AGNS



Organizations that will be procuring new PCs because they currently do not have PCs or because they need to upgrade for reasons other than the new NGD application, may want to procure more current PC technology.  While the minimum PC requirements should be used to evaluate if existing desktops systems are adequate, the following suggested configurations provides guidance when   new hardware is purchased.


	Guidance for New PCs If and Only If Existing PCs Do Not Meet Minimum Requirements

	Processor:
	1.0 GHz Processor (Pentium, Celeron, or AMD)

	Disk Space:
	20 GB Hard Drive

	Memory:
	256 MB minimum

	Operating System:
	Windows 2000

	Browser:
	Internet Explorer 5.5 Service Pack 2

	Monitor:
	17” or larger

	Pointing Device
	Mouse with scroll

	Network Interface
	Network Interface Card compatible with the call center LAN, which will ultimately allow workstation access to AGNS



This hardware should provide good performance running the combination of applications expected of typical NGD users.


These applications include, but are not limited, to:


                                   o      Next Generation Desktop (using Internet Explorer); 

                                     

                                   o      Microsoft Word;


                                   o      Microsoft Outlook (or other email/calendar packages); and
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                    o 
   Adobe Acrobat Reader, Folio, other document viewing software.

Personal Computer Software.--


                                   o        Web browser (Internet Explorer 5.5, Service Pack 2); and 


                                   o        Microsoft Word 97 (or higher version) – Required only for generation of correspondence.


Contractors will be required to implement the new desktop application as it is rolled out.  CMS will provide additional information on roll-out dates and associated activities through normal operating channels and contractors will be given a minimum of 90 days advance notice of desktop implementation.  Contractors are responsible for providing the necessary support to implement the desktop.  These support activities will vary in scope from one contractor to another based on the various technologies and operational practices employed at each site.  Examples of support activities may include additional systems testing, connecting to contractor specific applications, pre and post deployment activities, training needs and other issues.  Contractors should include implementation and all associated costs for the CSR desktop in the Beneficiary Telephone Inquiries activity code (AC 13005).  Since Beneficiary Telephone Inquiries is the first priority, this implementation must be given priority over all other Beneficiary Inquiries activities (Written, Walk-In, CSP).



12.   Publication Requests.--If a CSR has Internet access, then all requests for CMS beneficiary –related Medicare publications and alternative CMS products should be ordered on-line at www.medicare.gov for callers.  The CSR is to use the Web site to place the order for the beneficiary. If a CSR does not have Internet access, then callers with such requests should be referred to www.medicare.gov for on-line ordering or to the 1-800-MEDICARE Help line at 1-800-633-4227. Contractors should retain a minimum number of CMS publications for outreach/education efforts or for unique or extenuating circumstances, e.g., an outreach event or and event when you have a quest speaker.  Contractors will maintain their in-house developed materials and products.


       13.    Call Center User Group (CCUG).--Call centers are required to participate in the monthly CCUG calls.  The CCUG sessions provide a forum for CMS to discuss new and ongoing projects related to telephone customer service, for contractors to surface issues for CMS resolution, and call centers to share best practices in telephone customer service delivery.  The CCUG is held the third Wednesday of each month at 2:00 p.m. Eastern Time.  The call center manager or a designated representative must participate at a minimum.


      14.     Performance Improvements.--As needed, develop a corrective action plan to resolve deficient performance by staff in the call center, and maintain results on file for CMS  review.



B.
Written Inquiries.--



1.    Guidelines for Handling Written Inquiries.--Stamp all written inquiries with the date of receipt in the corporate mailroom and control them until you send final answers.

     

     In addition:

                        o
Answer inquiries timely;
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   o
Do not send handwritten responses;


                 o
Contractors must include a contact's name and telephone number in the response;


                 o
The majority of  Medicare contractors currently retain all written inquiries on site.  Some contractors house files at a remote location during the year due to cost and space constraints.  Those contractors housing written inquiries off site must notify CMS within 6 weeks of the final BPR date of the exact address/location of their off site written inquiries.  This information should be sent electronically to the servicing RO Beneficiary Branch Chief.  This notification is necessary in the event an onsite CPE review is conducted.  Contractors are required to allow CMS access to all written inquiries stored off site within one day of notification to the contractor so that cases can be retrieved timely;


All written inquiries, whether maintained on site or off site, must be clearly identified and filed in a manner that will allow for easy selection for the CPE review.  Identification data must be kept that will allow electronic production of a sequential listing of the universe of written inquiries.



         o
Consider written appeal requests as valid if all requirements for filing are met.  These requests need not be submitted on the prescribed forms in order to be considered valid.  If appeal requests are valid, they are not to be considered written inquiries for workload reporting; 

                         o
Keep responses in a format from which reproduction is possible; and


         o    The CMS Alpha Representation must be on all responses, except for e-mail responses.

                2.
        Guidelines for High Quality Written Responses to Inquiries.--Contractors must have a correspondence Quality Control Program (containing written policies and procedures) that is designed to improve the quality of written responses.  In addition, contractors must perform a continuous quality review of outgoing letters, computer notices, and responses to requests for appeal of an initial determination.  This review consists of the following elements:




  a.
Accuracy.--Content is correct with regard to Medicare policy and your data.  Overall, the information broadened the inquirer's understanding of the issues which prompted the inquiry.

                         b.
Responsiveness.--The response addresses the inquirer's concerns and states an appropriate action to be taken.

                         c.      Clarity.--Letters have good grammatical construction, sentences are of varying length, and paragraphs generally contain no more than five sentences.  Use CMS-provided model language and guidelines, where appropriate.  All written inquiries are to be processed using a font size of 12, and a font style of Universal or Times New Roman, or another similar style for ease of reading by the beneficiary.

Contractors must make sure that responses to beneficiary correspondence are clear; language must be below the 8th grade reading level, unless it is clear that the incoming request contains language written at a higher level.  Contractors may use a software package to verify that responses to beneficiary inquiries are written at the appropriate reading level.  Whenever possible, written replies should contain grammar comparable to the level noted in the incoming inquiry.


                 d.
Timeliness.--Substantive action is taken and an interim or final response is sent within 45  calendar days from receipt of the inquiry.  In instances where a final response cannot be sent within 45 calendar days (e.g., inquiry must be referred to a specialized unit for response), send an interim response acknowledging receipt of the inquiry and the reason for any delay.
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If you are responsible for handling both Part A and Part B claims, inquiries requiring response from both of these areas share the same timeframe for response (i.e., the 45-day period starts on the same day for both responses).  Ensure that the inquiry is provided to both responding units as quickly as possible.  The response to these inquiries may be combined, or separate, depending on which procedure is most efficient for your conditions.  If you respond separately, each response must refer to the fact that the other area of inquiry will be responded to separately.  Every contractor will have the flexibility to respond to beneficiary written inquiries by phone within 45 calendar days.  A report of contact should be developed for tracking purposes.  The report of contact should include the following information: 


                o
Beneficiaries name and address;




o
Telephone number;




o
Beneficiaries HICN;




o
Date of contact;




o
Internal inquiry control number;




o
Subject;




o
Summary of discussion;




o
Status;

                        o
Action required (if any); and




o
The name of the customer service representative who handled the inquiry.

Upon request, send the beneficiary a copy of the report of contact that results from the telephone response.  The report of contact should be retained in the same manner and time frame as the current process for written responses.  Use your discretion when identifying which written inquiries (i.e., beneficiary correspondence that represent simple questions) can be responded to by phone.  Use the correspondence which includes the requestor's telephone number or use a requestor's telephone number from internal records if more appropriate for telephone responses.  If you cannot reach the requestor by phone, do not leave a message for the beneficiary to return the call.  A written response should be developed within 45 calendar days from the incoming inquiry.


                e.
Tone.--Tone is the touch that brings communication to a personal level and removes the appearance that a machine-produced response was used.  Appraise all responses, including computer-generated letters and form letters, for tone to make them user-friendly and comprehensible by the reader.

                        f.     E-mail Inquiries.--Any e-mail inquiry received can be responded to by e-mail, with the exception shown below.  Since e-mail represents official correspondence with the public, it is paramount that contractors use sound e-mail practices and proper etiquette when communicating electronically.  However, ensure that e-mail responses utilize the same guidelines that pertain to written inquiries (i.e., timeliness, accuracy, clarity, tone, comprehension,).  Exception:  Responses that are personal in nature (contain financial information, HICN, etc.) cannot be answered by e-mail.

        C.    Walk-In Inquiries.--

               1.
General.--Contractors should not actively publicize the walk-in function.  However, 
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give individuals making personal visits to you the same high level of service you would give through phone contact.  The interviewer must have the same records available as a telephone service representative to answer any questions regarding general program policy or specific claims-related issues.

If a beneficiary inquires about a denied or reduced claim, give him/her the same careful attention given during a "hearing," i.e., the opportunity to understand the decision made and an explanation of any additional information which may be submitted when a review is sought.  Make the same careful recording of the facts as for a telephone response, if it appears further contact or a review will be required.



2.
Guidelines for High Quality Walk-In Service.--

                       o
After contact with a receptionist, the inquirer may meet with a service representative;

                       o
Waiting room accommodations must provide seating; 

                       o
Inquiries must be completed during the initial interview to the extent possible; 


               o       Current Medicare publications must be available to the beneficiary; and

                       o       Contractors must maintain a log or record of walk-in inquiries during the year.

        D.      Surveys.--CMS requires periodic surveys of customer service operations to be completed by  each contractor within the time frames and areas indicated on the specific notice.  Examples include call center technology surveys, staffing profiles, training needs, etc.
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2959.
PROVIDER SERVICES

The Centers for Medicare & Medicaid Service’s (CMS) goal is to continuously improve the Medicare customer satisfaction through the delivery of high quality and cost-effective customer service.  Every member of your customer service team should be committed to providing the highest level of service to our partner, the Medicare provider.  This commitment should be reflected in the manner in which you handle each provider inquiry.  The following guidelines are designed to help you ensure that the CMS high standards of service are met.

A.
Written Inquiries.--

1. Requirements for Handling Written Inquiries.--

ο
Date Stamping: Stamp all written inquiries with the date of receipt in the corporate mailroom and control them until you send final answers.



o
Timeliness: Substantive action is taken and an interim or final response is sent within 45 calendar days from receipt of the inquiry.  In instances where a final response cannot be sent within 45 calendar days (e.g., inquiry must be referred to a specialized unit for response), send an interim response acknowledging receipt of the inquiry and the reason for any delay.


If you are responsible for handling both Part A and Part B claims, inquiries requiring response from both of these areas share the same timeframe for response (i.e., the 45 day period starts on the same day for both responses).


Ensure that the inquiry is provided to both responding units as quickly as possible.  The response to these inquiries may be combined, or separate, depending on which procedure is the most efficient for your conditions.  If you respond separately, each response must refer to the fact that the other area of inquiry will be responded to separately.


Every contractor will have the flexibility to respond to provider written inquiries by phone within 45 calendar days.  A report of contact should be developed for tracking purposes.  The report of contact should include the following information: provider’s name and address, telephone number, provider number, date of contact, internal inquiry control number, subject, summary of discussion, status action required (if any) and the name of the customer service representative who handled the inquiry. Upon request, send the provider a copy of the report of contact that results from the telephone response.  The report of contact should be retained in the same manner and time frame as the current process for written responses.  Use your discretion when identifying which written inquiries (i.e., provider correspondence that represents simple questions) can be responded to by phone.  Use the correspondence, which includes the requestor’s telephone number or use a requestor’s telephone number from internal records if more appropriate for telephone responses.  If you cannot reach the requestor by phone, do not leave a message for the provider to return the call.  A written response should be developed within 45 calendar days from the incoming inquiry if the matter cannot be resolved by phone.


o
Typewritten Responses: All responses must be typewritten using a font size of 12 and a font style of Universal or Times New Roman or another similar style for ease of reading by the provider.


o
Contact Information: Include a contact's name and telephone number in the response.


o
Appeal Requests: Forward all valid appeals requests to your appeals unit for handling.
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o
CMS Alpha Representation: Include the official CMS alpha representation on all responses.



o
Reproduction: Keep responses in a format from which reproduction is possible.


2. Requirements for Responding to Written Inquiries.-- Establish and implement a written plan to strengthen the quality of your written responses.  Your plan should include an internal review process and activities to ensure that the quality of your communications is continuously improving.  These responses should be reviewed and appraised based on the following requirements for written responses:




o
Accuracy: Content is correct with regard to Medicare policy and your data. Overall, the information broadened the writer's understanding of the issues that prompted the inquiry.

o
Responsiveness: The response addresses the writer's major concerns and states an appropriate action to be taken.

o
Clarity: Letters have good grammatical construction, sentences are of varying length (as a general rule, keep the average length of sentences to no more than 12-15 words), and paragraphs generally contain no more than five sentences.



o
 Tone: Tone is the touch that brings communication to a personal level and removes the appearance that a machine-produced response was used.  All responses, including computer – generated letters and form letters, should be user-friendly and understandable by the reader.

3. Written Inquiries Files.--


o
Some contractors house files at a remote location during the year due to costs and space
 constraints.  Those contractors must notify CMS within 6 weeks of the final BPR date of the exact address/location of their off site written inquiries.  This information should be sent electronically to the servicing RO Beneficiary Branch Chief.  In the event an onsite CPE review is conducted, contractors are required to allow CMS access to all written inquiries stored off site within one day of notification to the contractor.




o
All written inquiries, whether maintained on site or off site, must be clearly identified and filed in a manner that will allow easy selection for the CPE review.  Identification data must be kept that will allow electronic production of a sequential listing of the universe of written inquiries.


Effective FY 2003, all contractors will be expected to:



o
Involve clinicians as needed in developing responses to coverage/coding inquiries from providers.




o
Use clinicians in scoring the accuracy of responses to coverage/coding inquiries in their quality appraisal program.


B. E-mail Inquiries: Any e-mail inquiry received can be responded to by e-mail except those responses that are personal in nature (i.e., contain financial information, HIC #).  Since e-mail represents official correspondence with the public, it is paramount that contractors use sound e-mail practices and proper etiquette when communicating electronically.  Responses that are personal in nature (i.e., contain financial information, HIC#) cannot be answered by e-mail.  Ensure that all e-mail responses utilize the same guidelines that pertain to written inquiries (i.e., timeliness, accuracy, clarity, tone, comprehension).
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C.
Telephone Inquiries: The guidelines established below apply to all calls to telephone numbers established as general provider inquiry numbers.  These standards do not apply once the inquiries are forwarded to program experts within the contractor units (i.e., appeals, fraud, MSP) to resolve the inquiry.  To ensure all inquiries are handled as expeditiously as possible, inbound provider inquiry numbers (and the lines) must be separate from beneficiary inquiry numbers.  Providers should not use numbers established for inquiries from beneficiaries.

1. Telephone Service Requirements.--

o
Hours of Operation: Make live telephone service available to callers continuously during normal business hours--including break and lunch periods.   The minimal “normal business hours” for live telephone services are 9:00a.m. until 3:30p.m. for all time zones of the geographical area serviced, Monday through Friday.  Where contractors provide national coverage or where contractors serve areas outside of the continental United States, CMS will entertain a request for a waiver related to standard hours of operation.


o

IVR Hours of Operation: To the extent possible, the IVR shall be available to providers from 6:00a.m through 10:00p.m. in their local prevailing time, Monday through Friday, and from  6:00a.m. until 6:00p.m. on weekends.  Allowances may be made for normal claims processing system and mainframe availability, as well as normal IVR and system maintenance.  Contractors should identify what services can be provided to providers during the processing system unavailable time.


o

Delay Message:  Although the provider should have the ability to speak with a CSR during operating hours, if callers encounter a temporary delay before a CSR is available, a recorded message will inform them of the delay.  The message will also request that the provider have certain information readily available before speaking with the agent.  During peak volume periods, the message shall indicate the preferred time to call.


NOTE: Interactive Voice Response Units (IVR) should be programmed to provide callers with an after-hours message indicating normal business hours.  (It is not necessary to duplicate this message if the caller is informed of the normal business hours via the telephone system prior to being delivered to the IVRs.


o

Federal Holidays: At the beginning of each fiscal year, contractors will send CMS their list of call center holiday closures for the entire fiscal year.  This information should be sent to: ServiceReports@cms.hhs.gov.  On Federal holidays, in lieu of answering telephone inquiries, contractors may choose to perform other appropriate call center work (e.g., provide CSR training).


o

Call Center Staffing: Staffing should be based on the pattern of incoming calls per hour and day of the week ensuring that adequate coverage of incoming calls throughout the workday is maintained in accordance with call center standards.  Telephone service must not be interrupted in order to conduct CSR training.


o

CSR Identification to Callers: CSRs must identify themselves when answering a call, however the use of both first and last names in the greeting will by optional.  In order to provide a unique identity for each CSR for accountability purposes, where a number of CSRs have the same first name, it is suggested that the CSRs also use the initial of their surname.  If the caller specifically requests that a CSR identify himself/herself, the CSR should provide both first and last name.  Where the personal safety of the CSR is an issue, call center management should permit the CSR to use an alias.  This alias must be known for remote monitoring purposes.  CSRs should also follow local procedures for escalating calls to supervisors or managers in situations where warranted.


o

Performance Improvements: As needed, develop a corrective action plan to resolve deficient performance by staff in the call center, and maintain results on file for CMS review.
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Interactive Voice Response Units (IVR).--With automated tools being available for improving customer service while simultaneously managing cost, emphasis must be placed on developing and implementing self-service capabilities through the utilization of IVR.  The contractor should strive to use the IVRs based upon lessons learned and best practices throughout CMS and its partners.  All contractors are required to utilize an IVR that meets the following guidelines: 


o
Busy Signals: Call center customer premise equipment should not be configured/programmed to return “soft busies.”  Contractor call centers shall only provide “hard” busy signals to the FTS network.  At no time, shall any software, gate, vector, application, IVR, and/or ACD/PBX accept the call by providing answer back supervision to the FTS network and then providing a busy signal to the caller and/or dropping the call.  The contractor should optimize their inbound toll-free circuits to ensure the proper ratio of circuits to existing FTEs. 


o
IVR Content: The IVR should offer at least the following information:


o
Contractor hours of operations for inbound Medicare provider CSR service announced to callers after the hours of CSR availability and during peak times when a caller may be waiting on hold.


o
General Medicare program information.


o
Specific information regarding claims in process and claims completed.

o
A statement if additional evidence is needed to have a claim processed.



o
Information about appeal rights and actions required of a provider to exercise these rights.


o

IVR Call Flow: Call centers must submit to CMS a call flow document that outlines their IVR scripts and call flow, clearly showing all provider inquiry transactions that they are performing through the IVR.  Contractors must also indicate how they are authenticating the call when claim specific information is involved.  The contractors can deliver this document in Visio, Paintbrush, Word, or PowerPoint.  A copy should be sent to both the contractor’s Regional Office and the central Office at ServiceReports@cms.hhs.gov.  If the contractor changes the IVR script or call flow, they must submit a revised document to these parties within two (2) weeks of implementing the changes.

o

IVR Operating Guide: The contractors must have a readily understood IVR operating guide to distribute to providers upon request.


2. Toll-Free Telephone Service Costs.--CMS will use the General Service Administration’s Federal Telephone Service (FTS) 2001 contract for all inbound toll-free service.  Any new toll-free numbers and the associated network circuits used to carry these calls will be acquired via the FTS2001 network.  The costs associated with the installation and monthly fees for this toll-free service will be paid centrally by CMS and should not be considered by contractors in their budget requests.  However, Medicare contractors will still be responsible for all other internal telecommunications costs and devices such as agent consoles, handsets, internal wiring and equipment (ACD, IVR, PBX, etc.) and any local or outbound telephone services and line charges.  Since these costs are not specifically identified in any cost reports, contractors must maintain records for all costs associated with providing telephone service to providers (e.g., costs for headsets) and provide this information upon request by RO or CO.  Any toll-free Medicare provider customer service number provided and paid for by CMS must be printed on all provider notices and the contractor’s website immediately upon activation.  Display this toll-free number prominently so the reader will know whom to contact regarding the notice.
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4. Customer Service Representative (CSR) Standard Desktop.-- CMS is transitioning to the Medicare Customer Service Center Next Generation Desktop (MCSC NGD) FOR Medicare contractors.


Listed below are the minimum personal computer (PC) requirements for the MCSC NGD for CSRs. Contractors are reminded that they are required to capitalize and depreciate equipment valued at over $500.






Minimum Requirements for an NGD Personal Computer

	Processor:
	Pentium II 233MHz or comparable AMD or Cyrix

	Disk Space:
	10MB available

	Memory:
	64MB (more recommended for running multiple applications simultaneously with the NGD)

	Operating System:
	One of the following 4 options:

· Windows 98 SE

· Windows ME

· Windows NT Workstation 4.0 with Service Pak 6a

· Windows 2000

	Browser:
	Internet Explorer 5.5 Service Pack 2

	Monitor:
	15” (17” or larger is preferable)

	Pointing Device:
	Mouse

	Network Interface:
	Network Interface Card compatible with the call center LAN which will ultimately allow workstation access to AGNS



Organizations that will be procuring new PCs because they currently do not have PCs or because they need to upgrade for reasons other than the new NGD application, may want to procure more current PC technology.  While the minimum PC requirements should be used to evaluate if existing desktop systems are adequate, the following suggested configuration provides guidance when new hardware is purchased:


     Guidance for New PCs If and Only If Existing PCs Do Not Meet Minimum Requirements

	Processor:
	1.0 GHz Processor (Pentium, Celeron, or AMD)

	Disk Space:
	20 GB Hard drive

	Memory:
	256 MB (minimum)

	Operating System:
	Windows 2000

	Browser:
	Internet Explorer 5.5 Service Pack 2

	Monitor:
	17” or larger

	Pointing Device:
	Mouse with scroll

	Network Interface:
	Network Interface Card compatible with the call center LAN which will ultimately allow workstation access to AGNS


This hardware should provide good performance running the combination of applications expected of typical NGD users.  These applications include, but are not limited to:


o

Next Generation Desktop (using Internet Explorer)


o

Microsoft Word


o

Microsoft Outlook (or other email/calendar package)


o

Adobe Acrobat Reader, Folio, or other document viewing software
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Personal Computer Software:


o

Web browser (Internet Explorer 5.5 Service Pack 2)


o

Microsoft Word ’97 (or higher version) – required only for generation of correspondence


Contractors will be required to implement the new desktop application as it is rolled out.  CMS will provide additional information on rollout dates and associated activities through normal operating channels and contractors will be given a minimum of 90 days advance notice of desktop implementation.  Contractors are responsible for providing the necessary support to implement the desktop.  These support activities will vary in scope from one contractor to another based on the various technologies and operational practices employed at each site.  Examples of support activities may include additional systems testing, connecting to contractor specific applications, pre and post deployment activities, training needs and other issues.  Contractors should include implementation and all associated costs for the CSR desktop in the Provider Telephone Inquiries Activity Code 33001.


5. Inquiry Staff Qualifications.--

o
CSRs who answer telephone calls must be qualified to answer general questions 

about initial claims determinations, operation of the Medicare program, and appeal rights and procedures.  To ensure that these services are provided, CSRs should have the following qualifications:

o
Good keyboard computer skills; 

o
Good telephone communications skills;

o
Sensitivity for special concerns of the Medicare providers;

o
Flexibility to handle different situations that may arise; and

o
Knowledge of Medicare claims processing and review procedures.

o
Prior experience in positions where the above skills are used, e.g., claims representative or telephone operator, is desired, but not required.

o

Contractors will provide training for all new CSR hires and training updates as necessary for existing personnel.  This training should enable the CSRs to answer the full range of customer service inquiries.  The training at a minimum should include technical instructions on Medicare eligibility, coverage benefits, claims processing, Medicare systems and administration, customer service skills and telephone techniques, and the use of a computer terminal.  Contractors must have a training evaluation process in place to certify that the trainee is ready to independently handle questions.


o

During FY 2003, CMS will be developing testing and issuing standardized training processes and materials for provider telephone CSRs.  Upon receipt of these materials, contractors are required to implement these standardized CSR training materials, including job aids for all CSRs on duty and those hired in the future.  Since the development of these materials will be done by CMS, it is not expected that there will be any costs to the contractors to use these training materials.  Contractors may supplement the standard materials with their own materials as long as there is no contradiction of policy or procedures.
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· Send training representatives to 2-4 national train-the-trainer conferences provided by CMS.  You should be prepared to send at least one customer service/provider education representative to these training sessions to represent areas of provider education/customer service, payment, claims processing, billing, and medical review.  You should expect training sessions to run from 2-4 days.  This representative will be responsible for training additional contractor customer service staff.  These staff members should also be prepared to develop training programs for Medicare providers and suppliers on the various initiatives.


· Call Center User Group (CCUG) Call: Call centers are required to participate in the monthly CCUG calls.  The CCUG is held the third Wednesday of each month at 2:00 Eastern time.  The CCUG sessions provide a forum for CMS to discuss new and ongoing projects related to telephone customer service, for contractors to surface issues for CMS resolution, and call centers to share best practices in telephone customer service delivery.  The call center manager or a designated representative must participate ate a minimum.


6. Customer Service Assessments and Management System (CSAMS).--CSAMS is an interactive Web-based software tool used by CMS to collect and display Call Center Telephone Performance data.  Use the following guidelines for the appropriate CSAMS reporting:


· Monthly Reports: Each call center site must enter required telephone customer service data elements into CSAMS between the 1st and 10th of each month for the prior month.  To correct or change data after the10th of the month, users must inform CMS central office via CSAMS at csams@cms.hhs.gov.  All specified information must be captured and reported to CMS on a monthly basis via the CSAMS.  This information may be captured manually, if necessary, to calculate each required field.  


· Call Center Definition for CSAMS: All contractors must ensure that monthly CSAMS data are being reported by individual call center and that the data are not being consolidated. CMS wants telephone data grouped at the lowest level possible physical location in order to address performance concerns.  A call center is defined as a location where a group of CSRs are answering similar type calls (A, B, DMERC, A&B, MCSC or some breakout/consolidation of these calls).  The physical location could be in the same room, building, or complex but not in a separate geographic location, city, state, etc.



· CSRs Sign-in Policy: Establish and follow a standard CSR sign-in policy in order for CMS to ensure data collected for telephone performance measurement is consistent from contractor to contractor.  This policy will include the following:


· CSRs available to answer telephone inquiries will sign-in to the telephone system to begin data collection.


· CSRs should sign-off the telephone system for breaks, lunches, training, and when performing any other non-telephone inquiry workload.  (Note: If the telephone system supports an additional CSR work-state or category that accumulates this non-telephone inquiry performance data so that it can be separated and not be utilized in lieu of CSRs signing off the system.)


· CSRs should sign-off the telephone system at the end of their workday.


· Call Handling Reporting Requirements for CSAMS:


○
Contractors must track and report “Total Sign-in Time” (TSIT).  Total sign-in time is the amount of time that CSRs were available to answer telephone inquiries.  This time includes that CSRs were plugged-in, logged-in, handling calls, making outgoing calls, in the after call work state or in an available state.
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Contractors must track and report “Available Time.”  Available time is the amount of time that CSRs were signed-in on the telephone system waiting for a call to be delivered (i.e., the CSR is not handling calls, making outgoing calls, or in the After Call Work {ACW} state).


· Contractors must track and report “Number of Workdays”.  Number of workdays is the number of calendar days for the month that the call center is open and processing telephone inquiries.  For reporting purposes, a call center is considered open for the entire day even though the call center may have been closed or not able to process telephone inquiries for a portion of the day.


· Contractors must track “Call Acknowledgement Rate”.  Call acknowledgement rate is the time it takes a system to acknowledge a call before an agent, IVR, or automated call distributor (ACD) prompt is reached.  This measure is not be required to be reported but must be substantiated when requested.

· Contractors must track and report “Service Level Indicator”.  For callers choosing to talk with a CSR, calls shall be answered within a specified time of their delivery to the queuing system.  This rate should be reported to CMS monthly.


· Contractors must track and report “Initial Call Resolution”.  A call is considered resolved during the initial contact if it does not require a return call by the CSR.


· Contractors must track and report “Number of Attempts”.  Report the monthly total FTS toll-free calls offered to the provider call center during the month, defined as the number of calls that reach the call center’s telephone system, which can be split up according to trunk lines in instances where a call center is taking calls for Part A, B and other non-CMS calls.  This should be taken from reports produced by FTS Toll-free service provider.  The current provider is WorldCom and the reports are available at their Web site, http://customercenter.worldcom.com.


· Contractors must track and report “Call Abandonment Rate”.  Call abandonment rate is the percentage of provider calls that abandon their call from the ACD queue up to and including 60 seconds.

· Contractors must track and report “Average Speed of Answer”.  Average speed of answer is the amount of time that all calls waited in queue before being connected to a CSR. This time begins when the caller enters the queue (it includes ringing, delay recorder(s), and music.


· Contractors must track and report “Average Talk Time”.  Average talk time is any time the caller is placed on hold by the CSR.

· Contractors must track and report “Productivity”.  Productivity is the average number of calls handled per CSR.


· Contractors must track and report “After Call Work”.  After call work (ACW) is the time that the CSR needs to complete all administrative work associated with call activity after the customer disconnects.

· Contractors must track and report “Call back Report”.  Call back is the number of calls not resolved at first contact.  Those calls should be reported as follows:

· Callbacks required: This number is based on calls received for the calendar month and represents the number requiring a callback as of the last workday of the month.

· Callbacks closed within 5 workdays: This number is based on calls received for the calendar month and represents the number of inquiries closed within five workdays even if a
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callback is closed within the first five workdays of the following month.  For call centers that have transitioned to the Next generation desktop (NGD), the collection of this data point will be automated and will be based on seven calendar days rather than five workdays.


· IVR Handle Rate:  Contractors should report the IVR handle rate.  This is the number of calls delivered to the IVR where providers received the information they required from the automated system.


7. Quality Call Monitoring Process.--Contractors must monitor, measure and report the quality of service continuously by employing CMS’ quality call monitoring (QCM) process.  Copies of the official scorecard and chart may be obtained at the telephone customer service Web site at http://www.cms.hhs.gov/callcenters/qcm.asp.  Use only the official version of the scorecard posted at the Web site.


· QCM Sampling Method: Monitor CSRs throughout the month using a sampling routine.  The sampling routine must ensure that CSRs are monitored at the beginning, middle, and end of the month (ensuring that assessments are distributed throughout the week and during morning and afternoon hours).  Monitor the calls in any combination of the following ways: live remote, live side-by-side (shadow), or taped.  For taped calls CMS requires contractors to maintain such tapes for an on-going 90-days period during the year.  All tapes must be clearly identified by date and filed in a manner that will allow for easy selection of tapes for review.  Where possible, rotate auditors regularly among the CSRs.


· Calibration Calls:  Participate in national and regional calibration sessions in organized by CMS.  Calibration is a process to help maintain fairness, objectivity, and consistency in scoring calls by staff within one or more call centers or throughout CMS.  Instructions on how to conduct calibration are posted at the telephone customer service Web site.  National sessions are held on the first Wednesday of February, May, August, and November at 1:30 Eastern time.  Contractor call centers with more than one quality assurance analyst should conduct regular calibration sessions.


· Scorecard: Record all monitored calls on the standard scorecard, using the QCM chart as a guideline.  Train every CSR and auditor on the scorecard and chart and ensure that each person has a copy of the chart available for reference.


· Feedback to CSR: Complete the scorecard in its entirety and give feedback to the CSR in a timely fashion, coaching and assisting the CSR to improve in areas detected during monitoring.  Feedback on monitored calls shall be given to within two business days for live monitored calls and within seven business days for recorded calls.


8. QCM Reporting Requirements for CSAMS.--Contractors are encouraged to heavily monitor CSR trainees that have just completed classroom instruction before they begin to handle calls without assistance of a “mentor.”  Scores for these trainees may be excluded from CSAMS reporting for a period up to one month following the end of formal classroom training.


· QCM-Number of CSRs available for monitoring: Contractors must track and report the number of CSRs (not FTEs) that take calls on a regular basis, both full-time and part-time.  This number is obtained from the QCM Database.


· QCM-Number of completed scorecards: Contractors must track and report the number of completed scorecards for the month.  This number is obtained from the QCM Database.


· QCM-Customer Skills Assessment: Contractors must track and report the percent of calls monitored that scored greater than or equal to Meets expectations.  This number is obtained from the QCM Database.
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QCM-Knowledge Skills Assessment: Contractors must track and report the percent of calls monitored that scored greater than or equal to Meets Expectations.  This number is obtained form the QCM Database.


· QCM-Privacy Act: Contractors must track and report the percentage of calls that scored as pass.  This number is obtained from the QCM Database.



9.
Calls Regarding Claims.--When a telephone representative receives an inquiry from a provider about a claim, first, verify the provider’s name, identification number.  Any information regarding the claim, including why the claim was reduced or denied, may then be discussed with the caller.

10. Calls Regarding Fraud and Abuse.--If a caller indicates an item or service was not received, or that a beneficiary or another  provider is involved in some potential fraudulent activity, the complaint should be screened for billing errors or abuse before being sent to the Benefit Integrity Unit.  After screening has been performed, if abuse is suspected, the Medical Review Unit would handle the referral.  If fraud is suspected, the complaint should be forwarded to the Benefit Integrity Unit and the caller should be told the Benefit Integrity Unit will contact him/her about the complaint. Ask the caller to provide the Benefit Integrity Unit with any documentation he/she may have that substantiates the allegation.  Give assurance that the matter will be investigated.

11. Equipment Requirements.--To ensure that inquiries receive accurate and timely handling, provide the following equipment:

· On-line access to a computer terminal for each telephone representative responsible for claims-related inquiries to retrieve information on specific claims.  Locate the computer terminal so that representatives can research data without leaving their seats;

· An outgoing line for call-backs; and a supervisor's console for monitoring telephone representatives' accuracy, responsiveness, clarity, and tone.

Any contractor call center upgrades or initiatives for purchases or developmental costs of hardware, software, or other telecommunications technology that equal or exceed $10,000 must first be approved by CMS.  Contractors shall submit all such requests to the servicing CMS Regional Office (RO) for review.  The RO shall forward all recommendations for approval to CMS central office for a final decision.

12. Publicizing Provider Toll Free Lines.--Effective with the publication of these instructions, contractors will not be responsible for  publishing their provider inbound 800 numbers in local telephone directories.  CMS will publish provider inbound 800 numbers in the appropriate directories.  No other listings are to be published by the contractor.


However, contractors must publicize the toll-free service to the providers they serve in other normal business ways.  An announcement about the availability of the service should be prominently displayed and maintained on contractor’s Medicare Web site.  Toll-free numbers should also be displayed on all provider education materials.  Finally, the toll-free numbers should be publicized at all scheduled provider conferences, meetings and workshops.


D.
Processes for Line Changes, Troubleshooting and Disaster Recovery.--

1. Ordering more lines, changing configurations, or disconnecting lines.--The ongoing management of the entire provider toll free system requires a process for making changes, which may be initiated by either contractor or CMS.  All change requests associated with the
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FTS2001 network (e.g., adding or removing channels or Tis, office moves, routing changes), must be processed through SAIC, our Provider Telecommunications Technical Support Contractor.

CMS-initiated changes (i.e., adding lines, removing lines, reconfiguring trunk groups) will be based upon an analysis of CSAMS data and traffic reports.

In requesting changes to the phone environment, the contractor should follow the process outlined below:

· You will provide an analysis of their current telephone environment including a detailed traffic report specific to the service being requested that shows the need for changes to their phone system (i.e., additional lines, trunk group reconfiguration).  This information should be gathered at the contractor site through the contractor’s switch reporting as well as through WorldCom Customer Center (previously Interact).

· Based on technical merit and availability of funds, CO will review the recommendation and make a determination.

· In cases where the request is approved, CO will forward approved requests to the designated agency representative (DAR) for order issuance.

1. Troubleshooting.-- To ensure that provider toll free service is available and clear, CMS established the Provider Incident Reporting & Response System (PIRRS).  The PIRRS establishes a standard, incident response and resolution system for Medicare contractors who are troubleshooting problems and processing required changes for the toll free provider lines.

CMS has assembled a multi-functional team, consisting of both GSA FTS support and CMS personnel; to quickly and effectively resolve reported problems.  To report and monitor a problem, follow these steps:

Troubleshooting Steps

Step 1 - Isolate the problem and determine whether it is caused by internal customer premise equipment or the toll-free network service:

	Internal Problem
	Toll-Free Network Service Problem

	Your local telecommunications personnel should resolve, but report per steps below.
	Report the problem to WorldCom by calling

1-888-387-7821


Step 2 – Involve CMS’s Technical Support Contractor (TSC), if needed to answer technical questions or to facilitate discussions with the GSA FTS provider service.

Step 3 – File an incident report with the TSC for major interruptions of service.  The TSC will notify CMS staff.  Major interruption of service is defined as any incident with a trouble ticket opened for more than 24 hours or a total loss of service.

Step 4 - Utilize WorldCom Customer Service to review documentation, track trouble tickets status, or close a trouble ticket online.

Step 5 - File a monthly report with CMS about interruption of service - including both those of WorldCom and in-house origins and send a copy to your RO.  This information should be sent to: ServiceReport@cms.hhs.gov.
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2. Disaster Recovery.-- When a call center is faced with a situation that results in a major disruption of service, it is imperative that the call center take the necessary action to ensure that callers are made aware of the situation.

This service is intended to supplement your existing disaster recovery or contingency plans.  Whenever possible, the call center is responsible for activating its own emergency messages or re-routing calls.  However, when this is not possible and providers are unable to reach the call center switch, the call center must contact the Beneficiary Network Services Center (BNS) and request that they initiate a pre-scripted disaster recovery message based in the FTS 2001 network.  Once the problem is resolved, the call center must also contact the BNS to de-activate the FTS 2001 network disaster messages.

For provider call centers, note that the BNS should only be contacted for the disaster situations and will manage only these types of requests.  The single point of contact was designed to streamline the process for shared call centers and avoid making two calls in an emergency situation.  The BNS will contact and update the provider TSC when a provider call center disaster situation occurs.  For all other FTS 2001 support requests, provider call centers should follow their normal procedures.
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Procurement of Medicare Supplies and Equipment

Through General Services Administration (GSA)

Federal Supply Sources
2960.
REQUIREMENTS FOR USING GSA SUPPLY SOURCES

A letter of authorization to use GSA supply sources has been granted by the HIRO to each intermediary that expects total annual Medicare expenditures of $500 or more for supplies, equipment, and services.  The $500 is not limited to GSA purchases or leases; however, the items procured through GSA supply sources must be intended solely for Medicare use.

In addition to the above requirements, you must:

l.
Adhere to pertinent GSA requirements when employing its services.

2.
Make purchases only within the budget approved by the Bureau of Health Insurance.

3.
Pay bills promptly on receipt of billing.

4.
Maintain documentation for audit purposes including, as a minimum, duplicate copies of orders placed with GSA contractors and records of payments made for supplies or services delivered.

2960.l
Documentation File When Commercial Source Is Used Instead of GSA.--The authorization to use GSA supply sources does not obligate you to make Medicare purchases through GSA supply sources.  However, you should decide whether the Government's best interest will be served by using a GSA supply source or by purchasing directly from a commercial source.  When there is a choice and the commercial source is used, document your records to show the reasons the commercial source was selected over GSA.

2960.2
Intermediary Certification on the Order.--Each order that you submit to GSA must contain the following statement:

"This order is placed in behalf of the Department of Health, Education, and Welfare, in furtherance of our contract to administer title XVIII of the Social Security Act, as amended, pursuant to written authorization dated           .  Said purchased or leased equipment and supplies shall be used solely in the performance of this contract and will be purchased or leased using funds available within the contractor's budget as approved by the Secretary.  In the event of any inconsistency between the terms and conditions of this order and those of the General Services Administration Supply Sources, the latter will prevail."
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2960.3
FEDSTRIP Used in Connection With Authorization.--

A.
In order to use GSA's supply sources, you must obtain the six digit FEDSTRIP address code.

l.
If you have previously been assigned such a code, include it on your letter of authorization and forward a copy of the authorization to the GSA Federal Supply Service, Order Processing and Control Division, FFC, Washington, D. C., 20406, Attention:  Chief, Operations Branch, Telephone:  703-557-l740.

Failure to comply with this instruction may result in cancellation of your current FEDSTRIP code.

2.
If you have not been assigned a code, request one in writing and forward the request to the GSA Federal Supply Service, as indicated above, along with a copy of your letter of authorization.

B.
Once the FEDSTRIP code has been assigned, the customer service director in the GSA region serving your area can assist in obtaining a GSA plate for admission to the GSA self-service stores.

296l.
PURCHASING AND CONTROLLING SUPPLIES AND EQUIPMENT.

A.
GSA Supply Catalogs and Related Publications.--Federal Supply Service (FSS) publications including GSA Supply Catalogs and other printed materials used within the GSA supply system are available to authorized users without charge.  The GSA Form 457 (FSS Publications Mailing List Application) is used to order publications, request quantity increases or decreases, and report address changes or cancellations to GSA's Centralized Mailing List Service (GMLS), Region 8.  Forms may be obtained by writing to:  General Services Mailing List Service, Building 4l, Denver Federal Center, Denver, Colorado 80225, Telephone - 303-234-4l95.
B.
Conditions of Purchase.--You are subject to the terms and conditions described in the Federal Supply Schedules and other appropriate GSA issuances.  The Department of Health, Education, and Welfare is not liable for any defective supplies or equipment, or for late deliveries. Title to any equipment purchased through GSA supply sources remains with you.  The authority to use GSA sources is not transferable or assignable.

Use of GSA supply sources does not abrogate the contractual requirements of prior approval.  Where your contract calls for prior written approval by the Secretary, such approval must be obtained before a GSA purchase or rental is initiated.
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C.
Depreciation and Control of Equipment.--Except for minor items of equipment up to a unit cost of $200 per item, you must depreciate all items and equipment having a useful life of more than l year.  This rule applies to purchases from GSA and in such situations, the cost of equipment may not be charged off as an expense in the year of purchase.  (See Part A-Part l, §ll20.)

In addition, purchases are subject to the same systems of inventory control, accountability, and disposal that currently exist for Medicare purchases from commercial sources.

D.
Questions on Procurement Procedures.--Direct questions on specific GSA procurement procedures to the appropriate GSA Customer Services Director (CSD) or the appropriate servicing GSA regional office.  Information on the CSD's and GSA regional offices providing information and assistance in purchasing through GSA supply sources are set forth in the GSA Supply Catalogs and in sections l-5.9ff. of the Federal Procurement Regulations.  See Exhibits l and 2 for the location, addresses and telephone numbers of the GSA regional offices.

Any questions concerning the letter of authorization procedure should be addressed to the Health Care Financing Administration, Agreements Section, BHI, 208 East Building, Baltimore, Maryland 2l235, Telephone:  FTS:  8-934-9700.

2962.
TERMINATION OF AUTHORIZATION TO USE GSA SOURCES.

This authorization shall be automatically terminated, without further written notification to the contractor, upon termination of its contractual obligations to administer title XVIII of the Social Security Act, as amended or in any event, not later than the last day of the current term under the contractor's cost-reimbursement contract.  Where contracts are renewed or as new contractors come into the program, new letters of authorization will issue, which will be effective until termination, or until the last day of the then current term of the contractor's agreement.
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EXHIBIT I

GSA Regional Offices
REGION I




REGION VI
General Services Administration, FSS

General Services Administration

John W. McCormick



l500 East Bannister Road

Post Office and Courthouse


Kansas City, Missouri  64l3l

Post Office Box 2l44



*CSD Phone 8l6-962-7699

Boston, Massachusetts  02l09

*CSD Phone 6l7-223-26l8

REGION II




REGION VII
General Services Administration

General Services Administration

26 Federal Plaza



8l9 Taylor Street

New York, New York  l0007

Fort Worth, Texas  76l02

*CSD Phone 2l2-264-8204


*CSD Phone 8l7-334-3692

REGION III




REGION VIII
General Services Administration

General Services Administration

General Services Regional   


Denver Federal Center

Office Building




Building 4l

7th and D Streets, S. W.      


Denver, Colorado  80225

Washington, D. C.  20407   


*CSD Phone 303-234-2249

*CSD Phone 202-472-l445

REGION IV




REGION IX
General Services Administration

General Services Administration

l776 Peachtree Street, N. W.


525 Market Street

Atlanta, Georgia  30309      


San Francisco, California  94l05

*CSD Phone 404-257-4655


*CSD Phone 4l5-556-6376

REGION V




REGION X
General Services Administration

General Services Administration

230 South Dearborn Street


GSA-Federal Supply Service

Chicago, Illinois  60604      


GSA Center

*CSD Phone 3l2-353-55ll   


Auburn, Washington  98002

*CSD Phone 206-396-553l

*The initials "CSD" stand for the customer service director for the GSA regional office, as indicated.
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2963
EFFECTIVE DATE

A.
General--The Foreword of Part 3 of this manual describes the various types of manual issuances requiring effective dates, e.g., new policy.  This section describes the establishment of the dates themselves and the use of electronic mailbox communications to provide additional lead time for implementing instructions.

Most instructions have prospective effective dates.  (If you are already pursuing the policy or procedure conveyed in the new instructions the effective date of the new instruction will not be a factor in your operations since you will continue as before.)  Prospective dates are set in consideration of what you must do to implement the instruction and how long it will take to do it. Time is built into the date to allow for minor to major system changes and any other in-house adjustments required.  There may be occasions, however, when other considerations--such as the dates in law or regulations--must be taken into account in setting the effective date of an instruction.

In estimating how long it should take you to gear-up, HCFA recognizes that you receive electronically copies of issuances several weeks before the printed copies arrive.  (§2964.)  To implement the procedure by the effective date it is often necessary to start preparing internal instructions based upon the electronically communicated copy.

B.
Effective Date Categories.--There are three categories used with effective dates:

1.
30 Days.--The effective date of most instructions is 30 days from the day the issuance is placed in your electronic mailbox.

2.
Prospective (Other Than 30 Days).--Generally, more than 30 days is given if a significant systems change is involved.  Consideration is given to the complexity of the change and the number of operational levels impacted.  There are also occasions when less than 30 days is sufficient.  The effective date will appropriately also reflect this fact.

3.
Retroactive Dates.--When it is necessary to release an issuance with a retroactive effective date, an explanation is included on the transmittal page telling you how to handle claims processed prior to receipt of the instruction.
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2964.
ELECTRONIC MAILBOX COMMUNICATIONS

To enable you to have as much lead time as possible to implement general instructions, they are sent to you electronically at the same time they are moving forward to the printer.  Instructions are communicated to your electronic mailbox on the HCFA Data Center and are accessible using an appropriately equipped personal computer (PC), Hayes modem, Formscan/Multimate Exchange Software (communications), and Multimate Word Processing software.  (Refer to the Formscan Multimate Exchange documentation for operating procedures.)

Use the following numbers to access your electronic mailbox on the HCFA Data Center:

o
1-800-472-8700 (toll free WATs number)

o
1-301-594-8709 (commercial)

A.
Electronic Copies of  Manual Issuances
1.
Daily Note to Contractors.--Electronic manual issuances are stored in the HCFA Data Center after the paper copy has been released for printing.  A note to all contractors is stored daily in each electronic mailbox indicating the manual issuances that are available and the necessary retrieval titles to down-load manual issuances to the PC.

The note also contains the corresponding transmittal pages of the manual issuances summarizing the content of the instructions.  Retrieve the note daily.

2.
Effective Dates of Electronic Copy.--Electronic copies of manual issuances are official HCFA documents and give you additional lead time for implementing instructions.  There will often be sufficient time to carry out the instructions by the effective date only if you start your implementation activities upon receipt of the electronic copy.  The electronic copy, including the effective date, is identical to the printed copy.

3.
Retrieval of General Instruction.--Since the effective date is based on the electronic transmission date, it is usually to your advantage to retrieve the instruction on a daily basis.  After a review of the daily note and transmittal page(s) you will probably be able to decide what type of in-house activity is required and if you want to retrieve the entire manual issuance from the HCFA Data Center.  However there may also be occasions when it would be more convenient to postpone document retrieval.  If you decide that the changes required will have minimal in-house impact, you may elect not to retrieve the document and await the arrival of the printed copy.
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4.
Priority Instructions.--Instructions requiring immediate attention (e.g., implementing statutory amendments by the legislative effective dates) must be retrieved daily from the electronic mailbox.  Priority instructions are highlighted on the daily note and the entire issuance follows.  This eliminates the additional step of accessing the HCFA Data Center to retrieve particular manual instructions.  The RO will inform you when a priority instruction is stored in the mailbox.

B.
Electronic Mailbox System Support
1.
HCFA Regional Office (RO) Coordinator.--The RO coordinator acts as a systems support liaison between contractors and HCFA Central Office (CO).  The coordinators supply the following support:

o
Aid in technical problem solving or refers problems to appropriate staff in CO.

o
Aid in training the users in the procedural knowledge required in accessing the electronic mailbox.

2.
HCFA Central Office Action Desk.--The Action Desk provides technical assistance for transmission problems, line errors, or any computer system related errors.




ACTION DESK NUMBER:  1-301-594-4797
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2965
PROVIDER COMMUNICATIONS – PROVIDER EDUCATION AND TRAINING


Sections 1816 (a) and 1842 (a)(3) of the Social Security Act (the Act) require that contractors serve as a channel of communication for information to and from providers.  The fundamental goal of the CMS’s Provider Communications (PCOM) program (formerly Provider Education and Training, PET) is to give those who provide service to beneficiaries the information they need to understand the Medicare program so that, in the end, they manage Medicare related matters appropriately and bill correctly.


PCOM uses mass media, such as print, Internet, satellite networks, and other technologies, face-to-face instruction, and presentations in classrooms and other settings, to meet the needs of Medicare providers for timely, accurate, and understandable Medicare information.


PCOM is directed at educating providers and their staffs about fundamental Medicare programs and policies, new Medicare initiatives, and significant changes to the Medicare program.  These efforts are aimed at reducing the number of provider inquiries and claim submission errors.  Unlike Local Provider Education and Training (LPET), PCOM, for the most part, is not targeted to individual providers or limited and confined problems or errors.  PCOM is instead designed to be broader in nature so as to meet the basic informational needs of Medicare providers, plus have a unique focus upon training and consulting for new Medicare providers as well.  The scope of PCOM is to identify and address issues that are of concern to the broad provider audience.



A.
Provider Communications – Program Elements.--You are required to implement the basic requirements for PCOM stated herein.  You are also required to meet budget and performance requirements (BPRs) for this program issued each fiscal year that provide additional guidance on the program.


Report your costs and workload data for the PCOM program according to the prescribed CAFM activity codes.




1.
Provider Service Plan (PSP).--Contractors are required to prepare and submit a PSP annually.  The PSP must address your overall plans for implementing the provider communications program in the forthcoming fiscal year.  The PSP outlines the strategies, projected activities, efforts, and approaches that will be used during the year to support provider communications.  The PSP must address and support all the activities stated herein as well as all required activities stated in the yearly BPRs for this program.


The Plan must include how the following elements of the PCOM program, described hereafter, will be met, and note, when appropriate, how many events, occurrences or other happenings are planned or anticipated for these elements (e.g., the number of workshops, seminars, speeches, frequency of bulletins, number distributed, number of partnerships with external entities, number of times list-serv(s) used, etc.):


· Provider Inquiry Analysis,

· Provider Data Analysis,

· Seminars/Workshops/Educational Events,

· Provider Communications Advisory Group, 

· Bulletins/Newsletters,

· New Technologies/Electronic Media, and

· Promoting Beneficiary Use of Preventive Benefits Through Provider Education Activities.


A draft or preliminary PSP should be sent at the time you submit your annual budget request to your Regional Office (RO) PSP coordinator or contact for review.  A final PSP should be sent by
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October 31, to your RO PSP coordinator and to CMS central office (CO).  Plans sent to CO should be addressed to: CMS, Center for Medicare Management, Division of Contractor Provider Communications, Mailstop C4-10-07, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.  Provide the name, phone number and mailing address of your PSP coordinator with your PSP.




2.
Provider Inquiry Analysis.--Contractors must maintain a provider inquiry analysis program that will produce a monthly list of the most frequently asked questions (FAQs) and areas of concern/confusion for providers.  Use an organized, consistent, systematic and reproducible process to generate your most frequently asked questions.  Describe this process in your PSP.  Outreach and educational efforts must be developed and implemented to address the needs of providers as identified by this program.




3.
Provider Data Analysis.--Contractors must maintain a provider data analysis program that will produce a monthly list of the most frequent, collective claims submission errors from all providers.  Claims submission errors result in rejected, denied, or incorrectly paid claims.  Outreach and educational efforts must be developed and implemented to address the needs of providers as identified by this program.




4.
Provider Communications Advisory Group.--Contractors must support and maintain a PCOM Advisory Group (formerly referred to as the PET Advisory Group).  This group should generally convene quarterly, but at a minimum, meet three times per year, and will provide advice and recommendations to you on provider communications matters.





a.
Purpose of PCOM Advisory Groups.--The primary function of the PCOM Advisory Group is to assist you in the creation, implementation and review of your provider education strategies and efforts.  The PCOM Advisory Group provides input and feedback on training topics, provider education materials, and dates and locations of provider education workshops and events.  The group also identifies salient provider education issues, and recommends effective means of information dissemination to all appropriate providers and their staff.  The PCOM Advisory Group should be used as a provider education consultant resource, and not as an approval or sanctioning authority.


While it remains allowable for you to use PCOM Advisory Groups to provide updates and facilitate discussion on current issues, the focus of the group meetings should remain centered on the development and implementation of effective provider communication materials and strategies.





b.
Composition of PCOM Advisory Group.--You should strive to maintain professional and geographic diversity within your PCOM advisory groups.  You should attempt to include representatives of various provider specialties you service including state and local trade and professional associations, practicing providers or staff members they deem appropriate, and representatives of billing organizations.  Providers from different geographic areas, as well as from urban and rural locales, should be represented in any PCOM Advisory Group.  Consider inviting representatives of Quality Improvement Organizations (QIOs) from your area to participate in PCOM Advisory Group meetings.


You should consider having more than one PCOM Advisory Group when the breadth of your geographic service area, or range of the providers you service, diminishes the practicality and effectiveness of having a single PCOM Advisory Group.  For further guidance on this issue, you should contact your regional office PCOM or provider education and training (PET) Coordinator.





c.
Contractor Role.--You should maintain the PCOM Advisory Group.  While group members should be solicited for agenda topics, it is not permissible for Medicare contractors to allow outside organizations to operate the PCOM Advisory Group.  After soliciting suggestions from the provider community, you should select the appropriate individuals and organizations to be included in the group.  The main point of contact for all PCOM Advisory Group communication 
	2-910.2d
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should be within your PCOM, PET or similar department.  At a minimum, you are responsible for recruiting potential members, setting-up and arranging all meetings, handling meeting logistics, producing and distributing an agenda, completing and distributing minutes, and keeping adequate records of the advisory group’s proceedings.


Medicare contractors having more than one kind of Medicare contract (e.g., intermediary, Part B carrier, DMERC, rural home health intermediary, etc.) are required to have separate PCOM advisory groups for each kind of Medicare contract.  It is also impermissible for contractors having geographic proximity or overlap with one another to share a PCOM Advisory Group.  Each contractor must have its own separate group.  Contractors shall not reimburse or charge a fee to group members for membership or for costs associated with serving on a PCOM Advisory Group.  Contractors are required to notify their CMS regional office PET or PCOM coordinator of the schedule and location of PCOM Advisory Group meetings.


You are expected to consider the suggestions and recommendations of the PCOM Advisory Group, and implement or enact them if you deem them reasonable, practicable, and within your provider communications program requirements and budget constraints.  After consideration, you must explain to the group your reasons for not implementing or adopting any group suggestions or recommendations.





d.
Meeting Specifics.--Contractors may hold PCOM Advisory Groups in-person or via teleconferencing.  CMS recommends you hold at least one meeting per calendar year with group members in-person.  Teleconferencing should be made available to Advisory Group members who cannot be present for any meeting.  You should also have a specific area on your contractor Web site that allows providers to access information about the PCOM Advisory Group (minutes from meetings, list of organizations or entities comprising the PCOM Advisory Group, an e-mail address for a contact point and for further information on the PCOM Advisory Group, etc.).  This area of your Web site should be operational by March 31, 2003.  Notify your PCOM Advisory Group members that information about their participation on the Advisory Group may be on your Web site.  Consult with your CMS regional office PET or PCOM coordinator if a member has objections, and on ways to mitigate them.


Meeting agendas, which include discussion topics garnered from solicitation of group members, should be distributed to all members of the group and the CMS regional office PET or PCOM coordinator at least 2 business days prior to any meeting.  After each meeting, minutes should be disseminated within 7 business days to all group members and others who request them.





e.
Relationship to Other Contractor Advisory Groups.--PCOM advisory groups operate independently from other existing contractor advisory committees.  While a PCOM Advisory Group may, at its discretion, share information with other advisory groups, the PCOM Advisory Group does not need the approval, authorization or input from any other entity for its advice, recommendations, or issuances.  While an individual PCOM Advisory Group member can be a member of another contractor advisory committee, the majority of PCOM Advisory Group members should not be current members of any other contractor advisory group.

For more information or specific guidance on any of the above issues, contact your regional office PET or PCOM coordinator.




5.
Bulletins/Newsletters.--Print and distribute regular provider bulletins/newsletters, at least quarterly, which contain program and billing information.  When feasible and cost-effective, stop sending regular bulletins to providers with no billing activity in the previous 12 months.  Newly created bulletins/newsletters must be posted on your Web site.  All printed bulletins/newsletters must have either a header or footer in boldface type within the first three pages that states the following: "This Bulletin Should Be Shared With All Health Care Practitioners and Managerial Members of the Provider Staff.  Bulletins Are Available at No Cost from Our Web Site [Insert Contractor Web Site Address]."
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Encourage providers to obtain electronic copies of bulletins/newsletters and other notices through your Web site.  If providers are interested in obtaining additional paper copies on a regular basis, contractors are permitted to charge a fee for this.  The subscription fee should be “fair and reasonable” and based on the cost of producing and mailing the publication.  A charge may also be assessed to any provider who requests additional single paper copies.




6.
Seminars/Workshops/Teleconferences.--Hold seminars, workshops, classes, or other face-to-face meetings, to educate and train providers about the Medicare program and billing issues.  Whenever feasible, activities should be coordinated with other regional Medicare Contractors, including quality improvement organizations (QIOs), other carriers and intermediaries, State Health Insurance Assistance Programs (SHIPs), and End Stage Renal Disease (ESRD) networks as well as interested groups, organizations, and CMS partners in your service area.  Develop, and implement whenever practicable, effectiveness measures for each education and training activity.  This includes, but is not limited to, customer satisfaction survey instruments, pre- and post-testing at workshops and seminars, and other feedback mechanisms.


Whenever feasible, hold teleconferences to address and resolve inquires from providers as a method to reach a broad audience.  If facilities permit, you should host Medicare Learning Network (MLN) satellite broadcasts for providers in your service area.




7.
New Technologies/Electronic Media.--Contractors must use new technologies and electronic media as an efficient, timely and cost-effective means of disseminating Medicare provider information to the audiences they serve.





a.
Provider Education Web Site.--Maintain a Web site that is dedicated to furnishing providers with timely, accessible, and understandable Medicare program information.  To reduce costs, Web sites should fit into existing infrastructure and use existing resource technologies whenever possible.


This Web site must comply with "Contractor Website Standards and Guidelines” posted at http//cms.hhs.gov/about/web/contractors.asp and must be compatible with multiple browsers. Periodically review the “Web site Standards and Guidelines” to determine your continued compliance.  During the first three months of each calendar year, send a signed and dated statement to your RO PCOM or PET Coordinator attesting to whether your Web site continues to comply with these guidelines and whether it is compatible with multiple browsers.  The person in your organization who has authority over the Web site should sign the attestation statement.


Your Provider Outreach Web site must contain the following:


· All newly created provider bulletins/newsletters;

· A schedule of upcoming events (e.g., seminars, workshops, fairs.);

· Ability to register for seminars and other events via the Web site;

· Search engine functionality;

· Features that permit providers to download and save copies of bulletins, training materials, schedules of upcoming events, and other items;

· A “What’s New” or similarly titled section that contains newsworthy and important information that is of an immediate or time sensitive nature to Medicare providers;

· E-mail based support/help/customer service;

· A listing of FAQs/areas of concern updated quarterly as evidenced through your inquiry analysis program; and
· Information for providers on how to submit claims electronically.

Your Provider Outreach Web site must link to:


· The Medicare program Web site at: http://cms.hhs.gov;
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· The MLN at:http://cms.hhs.gov/medlearn;

· The site for downloading CMS publications at http://cms.hhs.gov/publications/;

· The site for downloading CMS manuals and transmittals at http://cms.hhs.gov/manuals/transmittals/; and 

· Other CMS Medicare contractors, partners, QIOs, and other sites that may be useful to providers.


Directed Web Site/Bulletin Article--Contractors often receive instructions from CMS to print a provider education article or other information in their provider bulletin or newsletter and also place it on their Web site.  Unless specifically directed otherwise, locate the article or information from CMS on the “What’s New” or similarly titled section of your provider education Web site.  Unless specifically directed otherwise, the article or information should be put on your Web site as soon as possible after receipt, and should remain on your Web site for two months, or until the bulletin or newsletter in which it is appearing is put on your Web site, whichever is later.


Use of Current Procedural Terminology--Web sites must adhere to requirements stated in PM AB-01-182 and its successors regarding the use of current procedural terminology (CPT) codes and descriptions.  During the first 3 months of each calendar year, determine whether your Web site complies with requirements stated in PM AB-01-182.  A signed and dated attestation statement should be sent to your RO PSP or PET Coordinator.  The person in your organization who has authority over the Web site should sign the attestation statement.





b.
Electronic Mailing List/List-serv.--Maintain at least one electronic mailing list, or list-serv, to notify registrants via e-mail of important, time-sensitive Medicare program information, upcoming provider communications events, and other announcements necessitating immediate attention.  At a minimum, use your electronic mailing lists to notify registrants of the availability of bulletins/newsletters or other important information on your Web site.  Providers should be able to join your electronic mailing lists via your provider education Web site.  Subscribers to your electronic mailing lists should also be able to initiate de-listing themselves via your Web site. Post notices on your Web sites and in bulletins/newsletters that encourage subscription to the electronic mailing lists.  Your electronic mailing lists should be capable of accommodating all your providers.  It is recommended your electronic mailing list(s) be constructed for only one-way communication, i.e., from you to subscribers.  You are encouraged to offer multiple electronic mailing lists to accommodate the various providers you serve.


You are required to protect your electronic mailing list(s) addresses from unauthorized access or inappropriate usage.  Your electronic mailing lists, or any portions or information contained therein, should not be shared, sold or in any way transferred to any other organization or entity.  In special or unique circumstances where such a transference or sharing of list-serv information to another organization or entity is deemed to be in the best interests of CMS or the Medicare program, you must first obtain express written permission of your CMS regional office PCOM or PSP Coordinator.


Maintain records of your electronic mailing list usage.  These records should include when your electronic mailing list(s) were used, text of the messages sent, the number of subscribers transmitted to per usage, and the author of the message.  Records should be kept for one year from the date of usage.




8.
Training of Providers in Electronic Claims Submission.--Conduct training for provider staff in electronic claims submission.  This may include, but is not limited to, activities listed in Productivity Investments; use of Medicare billing and PC-Print software; use of available Medicare Electronic Data Interchange (EDI) transactions; use of new or updated Medicare software released during the year; and use of newly introduced EDI standards and/or functions or changes to existing standards or functions.
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NOTE:
There are multiple sources of provider training requirements associated with EDI functions.  The PCOM function covers providers in group settings rather than contact with individuals.  PCOM covers newsletters, classes or outreach to groups of providers and their staff on Medicare coverage, billing and benefits of EDI.  PCOM does not include instruction related to connectivity for individual providers or the resolution of connectivity problems.




9.
Provider Education and Beneficiary Use of Preventive Benefits.--Through your provider education activities promote beneficiary use of preventive benefits as specified in the Balanced Budget Act of 1997, the Balanced Budget and Reconciliation Act of 1999, and the Benefits Improvement and Protection Act of 2000.  These benefits include screening mammography and screening for colorectal, cervical and prostate cancer.




10.
Internal Development of Provider Issues.--Hold periodic meetings with staff in appropriate areas of your organization (including personnel responsible for medical review, EDI/systems, appeals, and program integrity) to ensure that inquiries and issues made known by providers to these other areas in your organization are communicated and shared with provider education staff.  Mechanisms to resolve these issues should be discussed.  Minutes of the meetings should be kept and filed.




11.
Training of Provider Education Staff.--Implement a developmental plan for training new provider education personnel, and periodically assessing the training needs of existing provider education staff.  The plan, which must be written and available to your provider education staff, should include schedules, course or instruction vehicle descriptions, and satisfaction criteria.  Training materials such as workbooks, manuals, and policy guidelines should always be readily available to your provider education staff.



B.
Provider Communications – Program Administration



1.
PSP Quarterly Activity Report.--You are required to develop and submit PSP Quarterly Activity Reports (QAR) that summarize and recount your provider education and training activities for the previous quarter year.  Use your annual PSP, the Budget and Performance Requirements and the provider communications program requirements herein to help formulate your QAR.


Reports must be submitted 30 days after the end of every quarter in the fiscal year.  The deadlines for submitting the quarterly reports are as follows:



First quarter – January 31


Second quarter – April 30


Third quarter – July 31


Fourth quarter – October 31


Send your QAR reports, either in hardcopy or electronically, to your RO PCOM or PSP coordinator, and to the CMS CO Provider Communications Regional Consortium staff under which you fall.  (The e-mail address of the CO Consortium Liaison can be obtained from your RO PSP coordinator.)  Request an acknowledgement from the CMS recipient for any electronically submitted report.  Hardcopy QAR reports sent to CO should be addressed to: CMS, Center for Medicare Management, Division of Contractor Provider Communications, Mailstop C4-10-07, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.  Provide the name, phone number, and mailing address of the PSP coordinator for your organization on your QAR reports.





a.
Format and Content of QAR.--Report on your provider communications activities using the following headings: 


1. INQUIRY AND DATA ANALYSIS 
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2. PCOM ADVISORY GROUP/ PARTICIPATION IN RECOMMENDED EDUCATIONAL ACTIVITIES/FORUMS 


3. BULLETINS/NEWSLETTERS


4. SEMINARS/WORKSHOPS/TELECONFERENCES


5. NEW TECHNOLOGIES/ELECTRONIC MEDIA


6. INTERNAL STAFF DEVELOPMENT/PLAN TO STRENGTHEN THE QUALITY OF WRITTEN COMMUNICATION


7.
OTHER ACTIVITIES


Use the following in formatting your QAR reports:


Cover Page


The cover page should contain the following information:

· Contractor Name/Type

· Contractor Number

· Reporting period (1st, 2nd, 3rd, or 4th quarter)

· PSP Coordinators’ Name/Phone Number/E-mail address

· Date Submitted

· Geographic Service Area (State)/Regional Office Affiliation



Provider Communication Activities 1 – 7


ACTIVITY: 1

INQUIRY AND DATA ANALYSIS 

Specific Format Requirement:

Word Table or Spreadsheet


Spreadsheet Headings 

· Top Ten Inquiries and Claim Submission Errors (table heading)

· I (Inquiry)/CSE (Claim Submission Error)

· Provider Specialty (optional field)
· Number received

· Action/Resolution


Example:


TOP TEN INQUIRIES AND CLAIMS SUBMISSION ERRORS (CSE) 


	TOP Ten Inquiries and CSE’s
	I /CSE
	Provider Specialty
	Number Received 
	Action taken/Resolution

(if applicable)
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Instructions for Completing Each Field:


1.
Top Ten Inquiries and Claim Submission Errors 
List the top 10 provider inquiries or frequently asked questions and the top 10 claim submission errors.  This should include the top ten inquiries, and the top 10 ten claim submission errors, for a total of twenty entries in this column.


2.
Inquiry/Claim Submission Errors
Identify the entry as either an inquiry (I), or a claim submission error (CSE).


3.
Provider Specialty
List the provider specialty, if known.  This is an optional field.


4.
Number of inquiries or claim submission errors
Record the number for inquiries or claim submission errors received during the reporting period.


5.
Action taken /Resolution
Indicate the provider communications or other action taken or soon to be taken.  Indicate any resolution to the issue, if applicable.


ACTIVITY: 2

PROVIDER COMMUNICATIONS ADVISORY GROUP/PARTICIPATION IN RECOMMENDED EDUCATIONAL ACTIVITIES/FORUMS


Specific Format Requirement:

Word Table or Spreadsheet


Spreadsheet Headings:

· PCOM Advisory Group/Related Activities (table heading)
· Activity

· Frequency

· Date

· Attachments

· Comments


Example:


PCOM ADVISORY GROUP/RELATED ACTIVITIES


	Activity
	Frequency
	Date
	Attachments

(Yes/No)
	COMMENTS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Instructions For Completing Each Field:


1.
Identification of Activity
Indicate the type of activity including those that resulted from recommendations of the advisory group (i.e., PCOM Advisory Group, Workshop, Seminar, Speech, other)


2.
Frequency

Frequency means how often the event was held, (e.g., continuously, weekly, monthly, quarterly, annually)
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3.
Date

Indicate the specific date on which the activity occurred.


4.
Attachments (Yes or No)
Indicate whether or not the attachment(s) (i.e., agenda, membership listing, minutes, action items, etc.) associated with the event/meeting, are included in the report.

4.
Attachments (Yes or No)


Indicate whether or not the attachment(s) (e.g., agenda, membership listing, minutes, action items) associated with the event/meeting, are included in the report.


5.
Comments
List any appropriate comments related to a subcategory.



ACTIVITY: 3

ISSUE REGULAR BULLETINS/NEWSLETTERS 



Specific Format Requirement:

Word Table or Spreadsheet


Spreadsheet Headings:
· Bulletins/Newsletters (table heading)

· Date Mailed

· Number of Hard Copies Mailed

· Major Topics Covered


Example:


BULLETINS/NEWSLETTERS


	Bulletin/

Newsletter
	Date Mailed
	Number of Hard Copies Mailed
	Major Topics Covered

	
	
	
	

	
	
	
	



Instructions For Completing Each Field:


1. Bulletin/Newsletter

Give the name of the bulletin/newsletter


2.
Date Mailed

Give the date the newsletter/bulletin was mailed.


3.
Number of Hard Copies Mailed

Indicate the number of paper copies mailed.


4.
Major Topic Areas Covered
List 3-4 major topic areas covered.
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ACTIVITY: 4

SEMINARS/WORKSHOPS/TELECONFERENCES


Specific Format Requirement:


Word Document or Spreadsheet  


Spreadsheet Headings:


· Seminars/Workshops/Teleconferences (table heading)

· Date

· Location

· Event Type

· Topic

· Target Audience

· Number of Participants

· Materials Distributed

Example:


SEMINARS/WORKSHOPS/TELECONFERENCES


	Date
	Location
	Event Type
	Topic
	Target

Audience
	Number of Participants
	Materials Distributed

	
	
	
	
	
	
	




Instructions For Completing Each Field:


1. Date

Indicate the date of the activity.


2. Location

Indicate the location of the activity.


3. Event Type 

Indicate the type of event based on the codes below:

S=Seminar

C=Convention (or annual meeting)

W=Workshop

P=Presentation

E=Educational Forum

O=Other


4. Topic

Indicate the topic(s) of the training.


5. Target Audience

Indicate the audience(s) based on the codes below:

P=Physician

PB=Other Part B provider

H=Hospital

A=Ancillary

PA=Other Part A provider
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D=DME

S=Supplier

PR=General provider

PM=Practice/Office Manager and staff

BM=Billing Manager and staff

O=Other


6. Number of Participants

Indicate the number of participants in the event.


7. Materials Distributed

Indicate the material(s) distributed (i.e., Fact Sheet, Manual, video, CD-ROM, etc.).



ACTIVITY: 5

NEW TECHNOLOGIES/ELECTRONIC MEDIA


Internet Web Site 

Indicate fully: Provider Web Site Address: __________


Specific Format Requirement:


Word document and two Tables/Narrative 


Example 1



TABLE 5A– WEB SITE BASIC REQUIREMENTS


	CRITERIA
	YES
	NO

	Web site
	
	

	Newly created bulletins/newsletters
	
	

	Schedule of upcoming events
	
	

	Automated registration
	
	

	Area designated for Medicare Learning Network
	
	

	Quarterly listing of Frequently Asked Questions
	
	

	Search engine functionality
	
	

	E-mail based support
	
	

	CPT Code information
	
	

	Ability to link to other sites
	
	

	Information for providers for electronic claims submission
	
	




Instructions For Completing Each Field:


1.
Yes

Check “Yes” if the criterion has been met.


2.
No

Check “No” if the criterion has not been met.
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Example 2:

TABLE 5B - ELECTRONIC MEDIA USAGE


	COMPONENT
	
	

	Bulletin/Newsletter
	Date Bltn./Nwsltr. Posted to Web
	

	Issue number/identification
	
	

	
	
	

	
	
	

	CMS Furnished Article/Information
	Date Artcl./Info. Posted to Web
	

	Article Title/Description of Information
	
	

	
	
	

	
	
	

	
	
	

	List-serv (Electronic Mailing List) Usage
	Date Used
	Subject

	 List-serv name/description
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Table Components:

Electronic Media Usage (table heading)

Bulletin/Newsletter

Date Bltn./Nwsltr. Posted to Web

CMS Furnished Article/Information

Date Artcl/Info. Posted to Web

List-serv (Electronic Mailing List) Usage

Date Used

Subject


Instructions For Completing Each Field:


1.
Bulletin/Newsletter

Identify the issue (edition month, season or number) of your bulletin or newsletter.


2. Date Bltn./Nwsltr. Posted to Web
Indicate the date your bulletin/newsletter was first posted and available on your Web site


3.
CMS Furnished Article/Information

Identify specific CMS furnished provider targeted article or information for posting to your Web site


4.
Date Artcl./Info. Posted to Web


Indicate the date the CMS furnished article or information was posted on your Web site


5.
List-serv (Electronic Mailing List) Usage


Identify the name or designation of your list-serv(s) (electronic mailing lists)


6.
Date Used

Indicate the date(s) you used your list-serv(s)
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7.
Subject



Identify the subject(s) of each list-serv transmission



ACTIVITY: 6

INTERNAL DEVELOPMENT OF PROVIDER ISSUES 

Specific Format Requirement:


Word Document or Spreadsheet/Narrative


Example:


INTERNAL DEVELOPMENT of PROVIDER ISSUES


	Internal Component


	Frequency of Meetings
	Date(s)
	Comments

	Medical Review
	
	
	

	Fraud
	
	
	

	Customer Service
	
	
	

	DME
	
	
	

	Reimbursement
	
	
	

	Provider Records/Enrollment
	
	
	

	Provider Relations 
	
	
	

	Communications
	
	
	

	Other
	
	
	



Spreadsheet Headings 


· Internal Development of Provider Issues (table heading)
· Internal Component
· Frequency of Meetings

· Date(s)
· Comments

Instructions For Completing Each Field:


1.
Frequency of Meetings

Indicate the frequency with which your provider education staff meet with each of the individual areas to learn of issues or questions communicated by providers.  Use NA (not applicable) if the organizational component is not appropriate to your organization


2.
Date(s)
Indicate the date of the meeting(s).


3.
Comments

Indicate the provider issues discussed or other information you feel is relevant.
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OTHER ACTIVITIES: 7


Specific Format Requirement:

Narrative


Instructions:


Use this section to discuss any additional highlights for the quarter.  Feel free to mention any areas of significance not previously noted.  This should also include the following:





1.
Any noteworthy activities, efforts, enhancements or changes to your provider/supplier education program including your provider Web site that should be brought to CMS’s attention;




2.
Any activities or issues you have coordinated with the DMERC during the quarter;


3.
Mechanisms used to actively solicit feedback related to the Medicare program;


4.
Provider/supplier education activities or efforts used to promote utilization of preventive benefits; and

5.
Mechanisms developed and/or implemented to measure the effectiveness of your educational and training activities.  This may include customer satisfaction survey instruments, findings from administering these surveys, and results from pre and post-testing at workshops and seminars.




2.
Charging Fees to Providers for Medicare Education and Training Activities.--You may assess fees or charges for provider education activities in accordance with the guidelines stated herein.  Provider education and training activities are separated into two cost categories: (1) no charge and (2) fair and reasonable cost.  The cost of conducting these activities, or any fees you assess, must conform to the requirements provided below.  These cost categorizations distinguish provider education efforts considered to be statutorily mandated (provided at no-charge to providers), and those considered to be enhanced or supplemental.


a. No Charge -- Statutorily Required Training.--


· Activities and training materials designed to educate providers in Medicare enrollment, coverage, reimbursement and billing requirements.  The number of sessions and the scope of this training should be based on recommendations from business partners including, but not limited to, the Provider Communications (PCOM) Advisory Committee, and fit within your program management resources.


· Training and materials on statutorily mandated or significant Medicare program changes, (e.g., hospital outpatient prospective payment system, home health, inpatient rehabilitation, SNF PPS and consolidated billing, and ambulance).  CMS will give you advance notice on this training (including any needed follow-up training) and the availability of additional funding.


· Participation in conferences sponsored by other Medicare contractors and government agencies that are based upon recommendations from the PET Advisory Committee.


b. Fair and Reasonable Cost--Discretionary Activities:--

· Individualized training requested by a provider.  This may include the cost of travel, 
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materials, accommodations, staff preparation, follow-up activities, and a fee for expenses to attend the event and make the presentation.


· Training videos, audiotapes, specialized brochures, pamphlets, and manuals developed by contractors (except for materials included in no-charge-statutorily required training).


· Presentations and training at non-Medicare contractor sponsored conferences, trade shows, conventions, annual meetings, etc.  If you receive a request from a group such as a national, regional or state association or medical industry body to make a presentation at an event, you can charge the association or group a fee for travel expenses to attend the event.   This fee may include the cost for materials, meeting rooms (if you are required to incur that cost), accommodations, travel, staff preparation, handouts, follow up activities, and other incidentals.  The travel fee must be fair and reasonable, and based on the cost you incurred for providing the service or activity.  You must confer with your regional office PCOM or PET coordinator about the costs associated with providing the training to ensure that the costs are reasonable.


NOTE:
You may accept nominal speakers fees, or recognition gifts such as pens engraved with the host logo, coffee mugs, plaques, flowers, etc.  However, you are not permitted to accept and use substantive gifts or donations associated with participation in education and training activities absent specific authority.


· Reference manuals, guides, workbooks, and other resource materials developed by the contractor designed to supplement or provide easy reference to formal Medicare provider manuals and instructions.


Revenues collected from these discretionary activities must be used only to cover the cost of these activities and may not be used to supplement your other Medicare contractor activities.





c.
Facilities, Food and Beverages and Provider Communications.--Holding provider education and training events for both statutorily required and discretionary activities at alternate locations (other than at your own offices or buildings) may often reduce provider time and travel costs associated with attending these events.  When such an opportunity exists, you may recover the costs incurred for meeting rooms, auditoriums and other facilities and equipment through a fee to participants.  This fee or charge should be fair and reasonable and within the means of likely participants.


It is also recognized that many contractual agreements with hotels or other meeting site locations stipulate that food and beverages be purchased as a condition of furnishing a meeting or training room.  In addition, light refreshments and food may be desirable to facilitate the training and/or for the convenience of the trainees or participants.  If light refreshments and food are provided, a fee that covers this cost and is charged to participants must be fair and reasonable, and based on the costs incurred by you.  Providing food and beverages that exceed these guidelines are prohibited.


Keep records per event of the costs incurred and all fees charged to, and collected from, registrants.  The total of fees or charges for any event should not exceed by more than 10 per cent the actual costs you incurred for the event.  If it does, you should refund the entire excess amount collected to all the registrants who paid a fee for that event.  For example, you charge participants a $50 registration fee for an event that cost you $10,000 (e.g., light refreshments, meeting facility, and equipment rental), 250 individuals pay to attend and you collect $12,500.  Since the amount collected exceeded more than 10 per cent of the costs ($1,000), the entire excess amount collected ($2,500) is disbursed back to all paying registrants.





d.
Refunds/Credits.--In order to secure sites you may need for future provider training events, you may have to make commitments under which you will incur contractual expenses for training accommodations and services.  Full or partial refunds/credits to providers who
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register for an event, and cancel before the event, or do not attend the event, should be made within the context of these contractual arrangements.  If training is scheduled and you cancel the event, a full refund must be made to registrants.  If there are questions concerning the implementation of this policy in a given case, contact your RO PCOM coordinator.





e.
Bulletins/Newsletters.--Unless otherwise established, you must furnish free of charge one paper copy of your regular bulletin/newsletter which contains program and billing information to providers.  If providers are interested in obtaining additional paper copies on a regular basis, you are permitted to charge a fee for this.  The fee for this subscription should be “fair and reasonable” and based on the cost of producing and mailing the publication.  A separate charge may also be assessed to any provider who periodically requests additional single paper copies.




f.
Mixed Training Events.--In situations where provider education and training activities involve both statutorily required training and discretionary training, the contractor must allocate the proportional costs between the activities.  That is, the proportional share of the cost of a function allocated to statutorily required training is equal to the percentage of time related to this training.  For example, if it costs $1,000 to arrange and conduct a mixed training session, with 25 percent of the session related to statutorily required training, then the proportional cost allocation for the training would be .25 x $1,000 = $250 for statutorily required training and .75 x $1,000 = $750 for discretionary training activities.




g.
Recording of Training Events.--Entities not employed by CMS, or under contractual arrangement with you, are not permitted to videotape or otherwise record your training events for profit-making purposes.




3.
Provider Information and Education Materials and Resource Directory.--





a.
Dating of Materials.--Provider education and training materials you produce (pamphlets, brochures, work books, reference manuals, CDs, etc.) must bear the month and year they were produced or re-issued.


b.
Provider Information and Education Materials Resource Directory.--The Provider Information and Education Resource Directory is comprised of provider education materials developed by Medicare contractors.  The materials, which include brochures, manuals, work and reference books, fact sheets, videos, audio tapes, CDs, etc., are used to convey Medicare program, policy and billing information to professional health care providers and others associated with the health services about industry.  The purpose of the Directory is to facilitate the sharing of provider information and education tools among Medicare contractors, and would, therefore, help reduce the cost of development of these materials.


Unless previously submitted, send one copy of any provider information and education material of note you have developed or used within the last two years to the address below.  This material should be suitable to be used or copied in whole or in part by other Medicare contractors.

NOTE:

All materials developed by Medicare contractors using CMS funding as the principal source for its development are considered the property of CMS, and must be made available to CMS upon request.

Submit materials that address subjects primarily on a national, rather than a regional or local basis.  Do not send materials containing information predominately tailored to local or regional audiences that have little national application such as unique letters, event notices, or complete provider bulletins or newsletters.  Individual bulletin or newsletter articles focusing on subjects of nationwide interest can be sent.  Include the name, address, telephone number and e-mail address of a contact person for each piece.
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Send these materials to:
CMS






Division of Provider Information Planning and Development, C4-11-27






7500 Security Boulevard, 

Baltimore, MD 21244-1850

Attn: Resource Directory


Send one copy of all appropriate provider education and information materials (excluding bulletins/newsletters) developed in the future, to the address above.  Also, send any significantly revised or updated versions of material previously submitted.


If you reproduce or use material, in whole or in part, originally developed by another Medicare contractor, that contractor should be acknowledged either within the material, or on its cover, case or container.  In the case of printed text material, this acknowledgement should appear on the inside back page or cover.
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	SYSTEMS SECURITY
	2972


2972. SYSTEMS SECURITY AUTHORITY

Sections 2972-2976 and all associated exhibits and appendices have been deleted and moved to the Systems Security Manual which can be found at the following Internet address:  www.hcfa.gov/pubforms/progman.htm. From the Medicare/Medicaid Manuals table of contents, select Pub. 84.
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