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2225.
PROCEDURE FOR SUSPENDING INTERIM PAYMENTS.

A.
General.--In accordance with regulations (42 CFR §§405.370ff.), suspend payments which would otherwise be authorized to providers when needed to protect the program against financial loss and;

o
You have determined that the provider has been overpaid under title XVIII of the Act; or
o
You have reliable evidence, although additional evidence may be needed for a determination, that an overpayment exists or that the interim payments to be made may not be correct.

Suspension of interim payments is undertaken as a supplemental recovery procedure to an approved extended repayment schedule.  (See §§ 2223 and 2224.)  The suspension of interim payments may be partial (for example, a percentage of payments suspended) or complete.  Notify the provider of your intent to suspend and of the projected date for suspension by means of demand letters.  (See § 2222, Exhibits l-5.)

B.
Requirements for Suspension.--For cases other than those listed in the exceptions, comply with the following conditions to suspend interim payments:

o
Notify the provider in writing of your intention to suspend payments, in whole or in part; and 

o
Give the provider an opportunity to submit a statement (including any evidence) as to why the suspension should not be put into effect.  Inform the provider it has l5 days following the date of the notification to submit such a statement.

NOTE:
The regulations (42 CFR § 405.37l(a)) provide that a shorter period may be imposed for good cause; however, do not do this without the prior knowledge and concurrence of the RO.  Extend the time period within which evidence must be submitted if the provider can show good cause for doing so.  If the provider expresses dissatisfaction with the impending suspension and there is reason to believe there may be a basis for the provider to challenge the finding of overpayment, give the provider an opportunity to make its argument.

EXCEPTIONS:
The requirements need not be met prior to the imposition of a suspension of interim payments where: 

o 
You have reliable evidence that the circumstances giving rise to the need for suspension involve fraud or willful misrepresentation; 

o
You, after furnishing a provider a Notice of Amount of Program Reimbursement,
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suspend payment to recover, or aid in the recovery of, any overpayment identified in the determination to have been made to the provider; or 

o
The provider has failed to submit evidence requested which is needed to determine the amounts due the provider.

C.
Amount to be Suspended.--In determining the exact percentage of reduction of interim payments, evaluate each case individually.  (For hospitals and SNFs which furnish both Part A and Part B services, you may find it advisable to reduce the Part A payment without changing the Part B inpatient and outpatient payment.)  The minimum reduction is 20 percent, but consider the amount of overpayment and any other factors which might indicate that a higher percentage would be appropriate.

D.
Submission of Evidence.--When the provider protests a proposed suspension, evaluate it together with any other relevant materials, and determine whether or not the facts justify a suspension.

Give the provider written notice of this determination.  Where suspension is to go into effect, include specific findings on the conditions upon which the suspension is based and an explanation of the decision.  (See §2222.)  Where applicable, the notice may be included within one of the demand letters.

Where the suspension is put into effect on the basis of reliable evidence of overpayment but without an overpayment determination having been made, obtain the additional evidence needed to determine whether an overpayment exists or whether full interim payments may be resumed.  Inform the provider immediately of the determination and adjust or rescind the suspension, as appropriate.  Forward a copy of the determination to the RO.

E.
Effective Date of Suspension Where Aggregate Overpayments Are Involved.--Where aggregate overpayments (see §222l) form the basis for suspension, the effective date of the suspension is specified in §§2229-223l for each type of case.

F.
Notification to the RO.--Where you expect to suspend payment without notice to the provider, notify the RO in advance of the suspension.  Always consult the RO prior to a suspension when you are uncertain whether suspension should be applied.  See Part 3, §§3950ff. in fraud cases.
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G.
Duration of Suspension.--The suspension remains in effect until:

o
The overpayment is liquidated; 

o
You enter into an agreement with the provider for liquidation of the overpayment; or

o
On the basis of subsequently acquired evidence, or otherwise, you determine that there is no overpayment.

EXCEPTION:  Where you determine that continuation of the suspension would cause irreparable harm to the provider, you may after obtaining financial documentation from the provider in support of its allegations of hardship and with the concurrence of the RO, adjust the suspension. This adjustment can be achieved by reducing the percentage of the payment suspended, or by lifting it for a predetermined amount of time.  The arrangement to be worked out with the provider is at your discretion.  Many factors may affect the exercise of this discretion, the financial status, willingness to cooperate, past record in repayment of overpayments and rate of utilization by beneficiaries.  

However, these provisions do not apply where you have evidence that the circumstances giving rise to the suspension involve fraud or serious misrepresentation.

2225.l
Disposition of Funds Withheld During Suspension.--If, after reducing or suspending interim payments for late cost report filing, the cost report is filed reflecting monies owed the program, offset the amount withheld against the amount of the overpayment reflected on the cost report.  If the delinquent cost report reflects an underpayment, offset this amount, as well as the amount withheld for late filing, against any overpayment balances, including prior cost reporting years.  If a repayment plan has been established for recovery of a prior year's overpayment, withholdings are offset against the outstanding balance, reducing the number of months for recovery.

2225.2
Failure to Timely File a Form HCFA-9l.--

o
Form HCFA-9l (Hospital Interim Rate Change Report) collects hospital data that serves in computing interim rates.  Hospitals receiving reimbursement under the PIP method must complete this form for each fiscal quarter.
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You should receive Form HCFA-9l from the hospital 30 days after the ending date of the fiscal quarter.  Hospitals receiving interim payments under the percentage of charges, or the per diem method submit this form to you whenever they request a change (increase, decrease, or different method of reimbursement) in their interim rate.

o
The information to enter on Form HCFA-9l is the minimum information needed to perform the quarterly evaluation of PIP payments required by 42 CFR §413.64(h)(6) and to determine whether an increase in interim rate is appropriate under 42 CFR §413.64(c)(4). The information to be entered on the HCFA-9l is the minimum information needed to review requests for changes in interim rates or for quarterly PIP reviews. Unless the information is supplied, deny requested interim rate increases because of the lack of appropriate information.  Convert PIP reimbursement to conventional interim payments for providers that do not furnish the information.

o
Where a provider files a delinquent Form HCFA-9l subsequent to being removed from PIP, do not reinstate PIP.  Regulations 42 CFR §413.64(h)(2) specifically direct you to begin the PIP method only after you find it administratively feasible.  You are not bound to reimburse a provider under PIP when it makes it administratively difficult.  In addition, 42 CFR §413.64(h)(4) provides that your approval of a provider's request for reimbursement under PIP is conditioned upon your judgement.  

o
Form HCFA-92 (Computation of Interim Rates) is available for calculating the interim rates of hospital reimbursement.  However, its use is not mandatory.

2-223.3
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2226.
WITHHOLDING THE FEDERAL SHARE OF PAYMENTS TO RECOVER

MEDICARE OR MEDICAID OVERPAYMENTS--GENERAL

Institutions and persons furnish health care services under both the Medicare and Medicaid programs, and are reimbursed according to the rules applicable to each program. Overpayments may occur in either program; at times resulting in a situation where an institution or person that provides services owes a repayment to one program while being reimbursed from the other.  

2226.1  
Withholding the Federal Share of Medicaid Payments to Recover Medicare Overpayments--Section 1914 of title XIX and 42 CFR §447.30 provide for HCFA to withhold the Federal share of Medicaid payments with respect to Medicaid providers that have, or previously had, a Medicare provider agreement under §1866 when: 

o
They have received an overpayment of title XVIII funds, and efforts to collect it have been unsuccessful; or 

o
Efforts to secure from the provider the necessary data and information to determine the amount, if any, of the overpayment have been unsuccessful (i.e., a deemed overpayment because the provider failed to file a cost report).  

HCFA may order the State to withhold the Federal share of Medicaid payments of a provider to recover Medicare overpayments plus accrued interest.  

Establish whether or not a provider is subject to these procedures.  (See §§2229-2231.3 for specific cases where withholding of title XIX payments may be undertaken.)  Be sure the provider is participating in title XIX program prior to referring the case to the RO.  Refer only those cases that you are unable to collect through established procedures.  The RO resolves questions with respect to the provider's status in the Medicaid program. 

Section 1914(a) of the Act permits, rather than requires, the Secretary to withhold the Federal share of Medicaid payments to recover Medicare overpayments.  To allow flexibility in the administration of this provision, the ROs routinely determine whether it would be cost effective to withhold the Federal share.  If they determine that it is not feasible, they notify you citing the reason.
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The provider may appeal your overpayment determination.  The appeal procedures, however, do not delay the withholding of the Federal share of payments due the Medicaid provider.

If a provider is subject to the procedures for withholding the Federal share of Medicaid payments to recover the Medicare overpayment and the provider has not met the conditions in the third demand letter (see Exhibit 3), send copies of all pertinent material to the RO with a recommendation to initiate withholding action.  Specifically, include in the case referral request to withhold the Federal share of Medicaid payments:

o
Copies of the cost report; 

o
The Notice of Program Reimbursement (if available); 

o
Invoices or other documentation of the amount(s) due;

o
Cost reporting period(s) involved;

o
Complete identification of the responsible officials and owners of the provider institution for each cost reporting period for which there is an outstanding overpayment;

o
All correspondence concerning the overpayment; and

o
A summary of your contacts with the provider.

To implement the withholding action, the RO notifies the provider and the SA responsible for the State's title XIX expenditures.  Withholding payment becomes effective no fewer than 60 days after the day on which the agency and the provider receive notice of withholding.  The withholding of Federal payments under title XIX remains in effect until notice is received by the title XIX SA through the RO that: 

o
The overpayment has been refunded, 

o
Satisfactory arrangements have been made for repayment, or 

o
There is no overpayment based upon new evidence or a subsequent audit.

When the withholding of Federal payments under title XIX is no longer necessary, it will be lifted and the provider again receives Federal title XIX payments for Medicaid services rendered.

Notify the RO immediately if the provider submits an acceptable cost report or makes satisfactory arrangements for the repayment of the overpayment.  Include the date the delinquent cost report was filed or satisfactory arrangements for the repayment were made.  Because the withholding process is a lengthy one, the RO can revoke a withholding before its effective date if the provider submits a satisfactory cost report or if it makes satisfactory arrangements for repayment.
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The RO monitors the collection and advises you when the overpayment is recovered.  If an excess amount is withheld, it advises you to restore any excess.   

2226.2
Withholding Medicare Payments to Recover Medicaid Overpayments.--Section 1885 of title XVIII of the Act and 42 CFR §405.375 provide for HCFA to withhold Medicare payments under both Part A and B to recover Medicaid overpayments that a Medicaid agency has been unable to collect.

The RO determines if withholding the Medicare payments due the overpaid Medicaid institution is appropriate.  Where it determines that withholding the Medicare payments is proper, it advises you to.

Withhold the Medicare payments to the institution by the lesser of:

o
The amount of the Medicare payments to which the institution would otherwise be entitled; 

o
The total Medicaid overpayment. 

Terminate the withholding action if the Medicaid overpayment is recovered or the RO advises you to do so.

Submit to the RO, at least monthly until the overpayment is recovered, the amount of Medicare payments withheld.  If no claims are received in any month, inform the RO that no payments were withheld.

The Medicaid agency established procedures to assure the return to the institution or person amounts withheld that are ultimately determined to be in excess of the Medicaid overpayments.  Establish internal procedures to account for the Medicare amounts withheld under this section.

2227.
REFERRAL TO RO OF POTENTIALLY UNCOLLECTIBLE PROVIDER OVER-PAYMENTS

When referral is necessary, send the following information:

o
The responsible debtors (see §2228.A.2), including names and home addresses, and any other information you  consider useful;
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o
The amount of the overpayment;

o
The provider's cost period ending date(s) in relation to the overpayment (cost report filed and cost report overdue cases only);

o
The cause of the overpayment;

o
A detailed report of any contact (or attempted contact) with the provider in connection with the overpayment and any reduction or suspension of payment made to date, including your evaluation of the provider's reasons for failing to comply with the repayment schedule;

o
The provider's Medicare utilization rate; and 

o
Whether or not the provider is participating in the Medicaid program.

The RO determines whether additional contacts with the provider will be necessary. Where the RO determines that further efforts would be fruitless or where RO contact is unsuccessful, the RO will request you to prepare the case file for referral to the Department of Justice (DJ).  Refer the case to the RO within 15 days of the RO's request.

If changes occur, inform the RO at once.

2228.
REFERRAL TO THE DEPARTMENT OF JUSTICE (DJ)

When all attempts to recover an overpayment, (see §§ 2229-2231) are unsuccessful and the RO determines that further recovery efforts would be unprofitable, it requests you to prepare the case file for referral to the DJ.  The documentation to provide includes specific information.

A.
General.--The DJ requires the submittal of a Claims Collection Litigation Report (CCLR) for overpayment litigation of claims.  The CCLR is a checklist of all administrative collection actions required under the jointly issued GAO and DJ regulations, 4 CFR Part 102, for referred cases.  Each case you submit must contain a CCLR.  Supply the following data and material to the RO in quadruplicate.
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l.
Index.--For each piece of correspondence, show the date of the correspondence, to whom it was addressed, and the name and title of the author.  All correspondence must contain the author's signature.  For all items beginning with subsection 5, index and file all documents related to each cost reporting period in chronological order with the most recent document at the front of the file--each cost report period forms a unit.  Each item appears in the following sequence (Items 2-6 ). The file includes these items when available.

2.
Identity of Debtor.--A  complete identification of the responsible officials and owners for each cost reporting period for which there is an overpayment.  Include the name, home address, social security number (where available), and credit data (commercial credit information).  Include the employer's identification number.  Where the facility has changed ownership, furnish a copy of the sales or lease agreement so that a determination can be made concerning the effective date of change, and the buyer's or the lessee's responsibility for repayment of the overpayment.  Show:

a.
Single Proprietorship.--The name, home address, credit data and social security number (where available) of the owner and his spouse.  If the owner is deceased, indicate the name and address of the executor or administrator of the estate.

b.
Partnership.--The name, home address, credit data and social security number (where available) of each general partner and spouse.  Indicate the extent of each partner's liability, if available.  Where feasible, a copy of the partnership agreement.  If one or more partners are deceased, indicate the name and address of the executor or administrator of the estate. 

c.
Corporation.--The name, home address, credit data and social security number (where available) of each officer, stockholder, and director.  The type of corporation (proprietary or nonproprietary), the State of incorporation and the date thereof, the name and address of the resident agent, the name and address of the provider's legal representative (if applicable), and the names of any and all related companies.  Where a change of ownership has occurred or the corporation is defunct, refer the case to your legal counsel requesting a legal opinion to show the identity of the liable debtor(s).  
2-224
Rev. 378 

07-90
PAYMENTS TO PROVIDERS
2228(Cont.)

d.
Bankrupt Provider (Federal proceeding).--In addition:

o
The name and address of the trustee in bankruptcy if one has been

appointed, or whether the debtor is in possession (acting in its own behalf) in the proceeding; and 

o
The court of jurisdiction and the case docket number.

e.
Receivership Provider (State proceeding).--In addition:

o
The name and address of the receiver in receivership; and 

o
The court of jurisdiction and the equity number.

3.
Identification of Overpayment(s).--The overpayment for each cost reporting period clearly identify.  Show not only the total overpayment but each individual part, as in the case of an audit or program review, multiple overpayments have occurred.  Show any partial payments made by the debtor and clearly identify between principal and interest.  Base the documentation to support the overpayment determination, (e.g., copies of the cost reports and audits behind their own tab).

4.
Refund Requests.--Include a copy of the demand letter(s) to the provider.  Include a copy of the postal service registry of the first demand letter and its receipt.  Notify all responsible officials and owners of the provider as outlined in Subsection A2.  Where demand letters were returned by the postal service, document other attempts to secure the address of the debtor(s).

5.
Recovery Efforts.--The following are required:

o
Your internal communications relative to recovery efforts;

o
Detailed reports of all conferences held with the provider relative to the

overpayment; and 

o
A detailed narrative of the current situation with an evaluation of the cause of 

the incorrect payment, including setoff against any payments which may have been due the provider.


6.
Provider's Ability to Refund.--Include your evaluation of the provider's ability to pay. 

Include an examination of a statement showing assets and liabilities and other relevant financial documents.  Include:

o
A copy of a commercial credit report;

o
Corporate financial statement;
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o
Statement by the debtor showing assets and liabilities;

o
Income and expenses (signed by the debtor under penalty of perjury);

o
Any other financial data necessary including the age and health of the debtor, potential future income, and the possibility that the debtor concealed or improperly transferred assets.

B.
Documentation of Referred Overpayments.--In addition:

l.
Cost Report Information Required.--The documentation required differs when a cost report is filed and when a cost report is overdue.

a.
Cost Report Filed.--If a cost report has been filed, copies of the following are required:

o
All correspondence relative to tentative and final settlement and the determination of the overpayment;

o
Documents indicating the status of any appeal (request for hearing, notice of hearing, hearing decision);

o
Audit adjustment report.  (Major adjustments annotated); 

o
Audited cost report;

o
Date audit completed;

o
Unaudited cost report;

o
Notice of intent to suspend interim payments, provider's reply, and your determination; and 

o
Schedule of monies withheld by you, by category:

-
Carry-over beneficiary claims (terminated providers);

-
Emergency claims (emergency providers only); and

-
Beneficiary claim payments listed by reporting period in which the services were rendered.

b.
Cost Report Not Filed.--Where a cost report has not been filed, assemble information relative to each reporting period.  File documentation for each unit with the most currently dated item on top.  This file consists of, but is not limited to:

2-224.2
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o
All correspondence, including your internal communications relative to the demand for cost reports, offers of assistance, extension of filing date, etc;

o
Schedule of interim payments by reporting period (including periodic interim payments), in the format of a payment register or transaction register;

o
Notice of intent to suspend interim payments, the provider's reply, and your decision; and

o
Schedule of monies withheld by category:

-
Carry-over beneficiary claims (terminated providers);

-
Emergency claim (emergency providers only); and

-
Beneficiary claim payments listed by reporting period in which the services were rendered.

c.
Some Reports Filed.--Where the provider has filed some cost reports but has failed to file others,  include all items indicated  in subsections B-l in descending chronological order with the most current on top.

2.
Specific Non-Cost Report Information Required.--Two overpayment situations requiring further documentation are:

a.
Overpayment Resulting from Accelerated Payment on account.--Where the provider has an outstanding accelerated payment, the following documentation is required:

o
All correspondence, including your internal communications, relative to the computation of, and supporting documentation for, the accelerated payments on account;

o
The provider's request for the accelerated payments on account;

o
The RO's approval of the accelerated payment;

o
Notice of intent to suspend interim payments, the provider's reply, and your decision; and 

o
Schedule of monies withheld by you:

-
Carry-over beneficiary claims (terminated providers); and 
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-Beneficiary claim payments listed by reporting period in which the services were rendered.

b.
Overpayments Resulting from Excessive Utilization.--Where overpayments as a result of excessive utilization are discovered, document the following:

o
All correspondence, including your internal communications, relative to the development of the sample, explanation of the techniques used, projected statistical sample results, and medical review;

o
Provider's acceptance of the sampling techniques and the resulting overpayment determination;

o
Documents indicating status of the provider's appeal;

o
Notice of intent to suspend interim payments, the provider's reply, your decision; and

o
Schedule of monies withheld by category:

-
Carry-over beneficiary claims (terminated providers only);

-
Emergency claims (emergency providers only); and/or

-
Beneficiary claim payments listed by reporting period in which the services were rendered.

2228.l
Standard Transmittal for Overpayment Case Referral to the DJ.--Each overpayment case prepared for referral to the DJ must include an SSA-3080, Provider Overpayment Case Transmittal. Prepare the transmittal in triplicate.  Attach the original and one copy to the cover of the case before referral to the RO.  Retain a copy.

The transmittal identifies pertinent data relating to development of the overpayment. However, the information is not a substitute for the documentation and data required by § 2228.  To complete the transmittal, supply the following.

ITEM l.

Provider Identification.

A.
Name.--Name of indebted provider, including doing business as or also known as information.

2-224.4
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B.
Provider Number.--The assigned provider number.  Where there were different periods of ownership, but the same provider number was assigned to both, enter the letter "A" after the number to indicate the first ownership, the letter "B" to indicate the second ownership, etc.

C.
Address.--Current or most recent address of provider.

D.
Type of Ownership.--Indicate whether the provider ownership is a proprietorship, partnership, or a nonprofit or proprietary corporation.  Indicate if the indebted provider is a lessee.

ITEM 2.

Intermediary Identification.

A.
Name.--Your Name.

B.
Number.--Your identification number.

C.
Period.--Dates you serviced the provider.

ITEM 3.

Dates of Program Participation.

A.
Entered Program.--Date that Health Insurance Benefits Agreement, Form HCFA-l56l, became effective.

B.
Terminated Participation.--Date the provider terminated program participation.

ITEM 4.

Chain Organizations.

A.
Name of Chain.--If the provider is a member of a chain organization, enter the name of the chain.  A chain organization consists of a group of 2 or more health care facilities which individually can be owned, leased, or through any other device, controlled by one business entity.

B.
Employer Identification Number --(EIN) of chain organization.

ITEM 5.

Submission of Case.--Completed by the RO as indicated.

ITEM 6.

Ownership.--Answer questions "A" through "D," if applicable.  If answer to "B" is no, explain in Item l2.

ITEM 7.

Deceased Owner.--Complete only if the type of ownership was a proprietorship or partnership and the owner is deceased.

A.
Name of deceased owner.

B.
Date of death.

Rev. 378
2-224.5

2228.l (Cont.)
PAYMENTS TO PROVIDERS
07-90

C.
Whether or not the Medicare debt is in probate.

D.
Name and address of the executor or administrator.

ITEM 8.

Corporate Liquidation.--Answer applicable questions.

ITEM 9.

Credit Report.--Answer applicable questions.

ITEM l0.

Addresses of Owners.-- Answer applicable questions.

ITEM ll.

Overpayments.--

A.
Filed and Non-Filed Cost Reports.
l.
Period Ended.--The ending date of the cost reporting period.  (Example -March 3l, l989, show as 033l89.)

2.
Overpayment (Underpayment) Per Submitted Cost Report.--The amount shown on the initially filed cost report which is due the program.  If an amount is due the provider, show the amount in brackets.  If a cost report has not been filed, indicate the amount of interim payments paid or payable for the cost reporting period.  Interim payments paid or payable include amounts withheld and applied to overpayments.

3.
Date Filed (Required to be Filed).--The date you received the initial cost report if filed.  If a cost report has not been filed, indicate the date the cost report was due.  (Example - June 30, l989, show as 063089.)  If an extension for filing has been granted, use the extension due date.

4.
Desk Review (Final).--

a.
Date Review Finalized.--The date the desk review was finalized.

b.
Increase (Decrease) to Overpayment.--Difference between the amount due the program or provider on the original cost report and the desk review. (Example - Amount due the program on originally filed costs report $l0,000.  Amount due program after desk review $l5,000. Enter $5,000 in Item 4b.)  If a decrease, show in brackets.

c.
Retroactive Adjustment Payment to Intermediary (Provider).--Amount of the retroactive adjustment paid to the provider.  If the retroactive adjustment represents a payment from the provider, show in brackets.  Show the payments made to (by) provider both before and after desk review. 
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5.
Audit (Final).--

a.      Date Audit Finalized.--If an audit has been conducted, indicate the date the field audit was finalized.

b.      Increase (Decrease) to Overpayment.--The difference between the findings of a desk review and the audit.  (Example - Amount due after audit $l6,000. Amount due after desk review $l5,000.  Enter $l,000 in Item 5b.  If a decrease, show the amount in brackets.  If a desk review was not performed because an audit was made immediately upon receipt of the cost report, show the difference between the original cost report and the audited cost report.

c.      Amount Paid by Intermediary (Provider).--The amount you paid to the provider after audit.  If payment is received from provider, show the amount in brackets.

6.
Appeals Hearing.--

a.
Date of Your Decision.--The date of a hearing decision under 42 CFR 405.l809.

b.    Date of Decision by Provider Reimbursement Review Board.--The date of a hearing decision under 42 CFR 405.l835.

c.    Decrease to Overpayment.--The decrease to the amount shown on the Notice of Program Reimbursement as determined under 42 CFR 405.1803.  Show the amount in brackets.

B.      Current Financing Payments.--The amount of outstanding current financing deemed to be an overpayment.

C.   Accelerated Payments.--The amount of accelerated payments deemed to be an overpayment.  In Item l2, "Other Information," enter the date the statute of limitations bars the right to bring suit.

D.
Deductions from Overpayment.--

l.      Voluntary Payments from Provider.--The amount of voluntary payments made by the provider.  Do not include the amounts shown in subsection A, Items "4c and 5c."

2.     Interim Payments Withheld.--The amount of interim payments withheld used to reduce the indebtedness.

3.   Offset of Underpayment.--The amount of underpayment applied against the overpayment.  Explain the basis for the offset with the case file.
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E.     Total Indebtedness (Underpayment).--The final amount due the Government or the provider after audit and/or appeal.  If an underpayment, show the amount in brackets. This amount should agree with the documentation contained in the case file.

F.     Date Statute Expires.--The date the statute of limitation bars the collection of the overpayment as determined under 28 U.S.C. 2415..

ITEM l2.
   Other Information.--Explain any item in detail if necessary.  If the case is related to another overpayment case through common ownership, indicate the name, address, and provider number of the related provider.
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2228.2
Communication on Cases Sent to RO for DJ Referral.--If you receive any funds, bills for current services, cost report (where one had not been filed), compromise offers, etc., after sending the case for referral to DJ, notify the RO.  You will be advised by the RO as to how to respond to the provider's actions.

When a case is referred to the DJ, the RO notifies you.  Take no further collection actions except for setoff amounts that may become available.  Forward any communications received from the provider to the RO.

2228.3
Cases Referred to DJ for Possible Litigation.--After a provider overpayment case has been referred to DJ, do not contact or negotiate with the provider, unless authorized to do so by the DJ or the U.S. Attorney handling the case.  Submit all requests for negotiation to the RO.  

To avoid extensive legal proceedings and costs by both parties, compromise offers may be made by the provider or the DJ.  If the DJ contacts the RO with such a request, the RO forwards the information to you for provider notification.  If the provider offers a compromise, notify the RO and submit the following information:

o
Relevant documentation relating to the offer to compromise including, but not limited to, the name, title, and position of the party making the offer, the amount of the compromise offer to settle or otherwise dispose of the overpayment, and the financial standing of the debtors; and 

o
Recommendations of the U. S. Attorney, if any.

Forward the offer of compromise to the HCFA Claims Collection Officer (CCO) through the RO and Division of Overpayment Prevention (DOP).  

In most cases, the U.S. Attorney assigned the Medicare overpayment case will not be fully familiar with Medicare procedures, laws, regulations, or reimbursement.  You may be requested to provide technical information to supplement the U. S. Attorney's knowledge. As cases are readied for litigation, the RO may contact you for assistance in documenting the administrative record, e.g., a list of your potential witnesses and technical advisors.

2229.
RECOVERY OF OVERPAYMENTS DUE TO A PATTERN OF FURNISHING EXCESSIVE OR NONCOVERED SERVICES.

You may receive information that a provider has been furnishing excessive services not medically reasonable and necessary or otherwise noncovered, and has been billing for them.  Start an investigation; there is no need to wait for the filing of a cost report.
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A.
Investigating a Pattern of Furnishing Excessive or Noncovered Services.--The purpose of such an investigation is to determine:

o
Whether the alleged practice involves something more than isolated instances of unnecessary or noncovered services.  If only isolated instances are involved, follow Part 3, §§3707-3714.2.

o
Whether there is any indication of fraud in the claims filed by the provider. If you suspect that fraud could be involved, follow Part 3, §§4000ff.; and/or

o
The amount of the overpayment (§222l) where recovery is not precluded by the rules on waivers of overpayment (Part 3 §§3707 and 3708.l) or administrative finality (Part 3, §§3799ff.).


B.
Use of Statistical Sampling to Determine Overpayments.--A case-by-case review may require a significant diversion of staff.  The cost of determining case-by-case the amount of an overpayment could be prohibitively high.  An alternative to case-by-case review is a statistical sampling procedure involving the selection and examination of a sample carefully readjudicated. (See Program Integrity Manual, Chapter 3, Section 6 - Postpayment Review of Claims, for guidelines on use of sampling.)  From the findings, estimate the overpayment to the provider or supplier.  Sampling greatly reduces the staff requirements in estimating the overpaid amount and reduces the cost involved.  
1.
Sampling is Appropriate.--For an overpayment determination if the following criteria are met:

o
There is evidence that a provider has been billing for excessive services not medically reasonable and necessary;

o
The factors involved indicate that an objective sample can be drawn; and
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o
The factors involved indicate that 100 percent review of the claims will result in a cost disproportionate to the amount that can probably be recovered, or such a review is otherwise impracticable.

2.
Sampling Not Appropriate.--Where the total claims are small.  Do not substitute sampling for readjudication of individual claims.

C.
Recoupment of the Overpayment.--Once you establish the overpayment, inform the provider.  Discuss how the determination was made.  If a sample of claims was used, give an explanation concerning the basis for determining the amount of the overpayment. Include a list of beneficiaries.  (Notification of beneficiaries identified in the sample is handled in accordance with Part 3, §3710.3.)  Sampling does not deprive individuals and providers of the right to be notified of determinations on their claims.

42 CFR 405.702 does not imply that determinations as to the amount due a provider must be made individually.   It requires that where a decision is made in a particular case, the individual must be informed.  Therefore, notify all individuals whose cases were reviewed and revised, of the revised decision.

Individuals not included in the sample do not have appeal rights.

Following such discussion, send a written notice to the provider.  Include any changes agreed upon, confirming the discussion.  This notice serves as the first demand letter. (See §2222A for the requirements of the demand letters, and check Column A of Exhibit 1 for items to include.)

Provide a full explanation of the pattern or practice which resulted in the overpayment and the basis for the amount determined to be an overpayment.  As this can result from error or ignorance, consider the  first request as an educational contact as well as the first demand letter.

Include an explanation of the waiver of liability provision (§1879 of the Act), giving the reasons why that provision could apply.  If you determine that the provider did not know, and could not reasonably have been expected to know that the services were not reasonable and necessary, or were merely for custodial care, the provider might be entitled to waiver of liability.  (See Part 3, §3708.) Include a discussion of the provider's appeal rights under §1879(d) of the Act.  (See §2222C) for appropriate language.)
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The use of sampling does not deprive a provider of its right to bill beneficiaries who knew or should have known, that they were receiving noncovered services.  A beneficiary is presumed not to have had such knowledge unless he or she was notified in writing by the provider, by you, or the PRO. (See Part 3, §3440 with respect to establishing when a beneficiary is on notice of noncoverage.)  This effectively serves to resolve most limitation of liability questions in the beneficiary's favor.  However, a provider wishing to bill individual beneficiaries not included in the sample can identify those individuals who were informed previously that they were receiving noncovered services by asking you or the PRO whether it sent a notice to the individual.  (The provider presumably did not give notice to the beneficiary that the services were not covered because, if it had, it is unlikely that it would have billed Medicare for the services.)

Sampling does not deprive a provider of its rights to challenge the sample, nor of its rights to due process.  Sampling is a presumption of validity as to the amount of an overpayment which may be used as the basis for recoupment.  The burden shifts to the provider.  The provider may attack the sample's statistical validity, or the correctness of the determination in specific cases, including waiver of liability where medical necessity or custodial care is at issue.  In either case, give the provider an opportunity to demonstrate that the overpayment determination is wrong.  If individual cases within the sample are determined to be erroneous, modify the amount of the overpayment projected to the universe.  If the statistical basis upon which the projection was based is successfully challenged, correct the overpayment determination. 

The statute and regulations provide a means by which the provider may challenge an overpayment determination.  Denials made through sampling based upon medical necessity or custodial care, the provider may assert the same appeal rights that an individual has under the statute when the individual does not exercise his right to appeal.  Under Part A, these include an opportunity for reconsideration, an oral evidentiary hearing by an ALJ, AC Review, and finally judicial review if the amount in controversy is $1,000 or more.  In cases which do not involve medical necessity or custodial care, 42 CFR 405.370, et seq. set the applicable procedures through which current payments may be suspended and recouped or offset to recover an overpayment.  Give the provider notice as to the basis for the overpayment and an opportunity to respond before you suspend current reimbursement. (See §2225 for suspension of interim payments.)

If the first letter does not produce a satisfactory response, continue with the second and third demand letters.
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Follow guides in Column A of Exhibits 2 and 3.  Note that the second demand letter serves as notification of suspension of all further interim payments, and must be sent l5 days after the first letter.  Be certain that the requirements for suspension (see §2225) are met before applying suspension.  Advise the provider that action to withhold its Federal share of Medicaid payments will be initiated.  (See § 2226.1.)

Where the provider acknowledges the existence of an overpayment, expresses a cooperative interest in repayment, and changes (or agrees to change) its method of providing services to eliminate the practices leading to the overpayment, interim payments may be continued after appropriate adjustment.  (See § 2225G.)

Design any schedule of setoff or repayment to provide complete recovery as soon as possible.  (See §§ 2223 and 2225.)  If, however, the provider demonstrates that prompt repayment will create extraordinary financial hardship, the period for recoupment may be extended.  (See § 2224.)

If the provider terminates participation prior to recovery of the overpayment, continue efforts to recoup the overpayment by sending the first and second demand letters.  Notify the RO for additional collection action and possible litigation, as appropriate.  (See §§ 2222, 2226.1, and 2227.)

2229.l  
Utilization of Information on Excessive and Other Noncovered Services.--You may receive information that a provider has been billing for services not medically reasonable and necessary or for other noncovered services; yet, because of the rules on reopenings and revisions in Part 3, §§3799ff., reopening may be precluded.  This is not a reason for not developing the facts to determine the possible existence of a pattern of furnishing services which are not reasonable and necessary, or questionable billing practices.  Even though the particular claims cannot be reopened, use the overall findings, if indicative of a need for improvements in billing, provider understanding, or other aspect of the claims process, to improve the quality of the provider's claims input.

Use the results of audits, sample reviews, or surveys as a basis for eliminating the factors that led to the provision of excessive services for noncovered services and billings.  Even though recovery of past overpayments is precluded, the effort involved in discovering the questionable practice(s) and taking remedial measures is recompensed through prevention of future overpayments.
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2230.
RECOVERY OF OVERPAYMENTS, DUE TO OTHER CAUSES, WHERE A COST REPORT IS FILED.

2230.l
Provider is Participating in Medicare and Medicaid.--When the provider files a cost report indicating that an overpayment has occurred, you should receive full refund with the report.  Where it does not remit the overpayment in full, send the first demand letter notifying it that interim payments will be reduced or suspended in 15 days if repayment arrangements are not made.  When an overpayment is determined upon desk review or field audit, send the first demand letter immediately.  The Notice of Program Reimbursement need not occur prior to the mailing of demand letters, although there may be cases where it occurs first.  (However, if the determination of program reimbursement would change the facts as stated in prior demand letters, include in the NPR an explanation of the revised overpayment amount.)

Where the NPR (see §§ 2605 and 2606) results in the first demand letter, the two may be sent simultaneously.  The demand letter may be sent as a separate document or incorporated into the NPR. Where a NPR has been sent, see § 2225B, exceptions, for notification of suspension of interim payment.

If the provider does not respond within 30 days after the date of the first demand letter, send a second demand letter notifying it of the further adjustment of interim payments. (If payments have not been completely suspended, state that interim payments will be completely suspended in 30 days if repayment arrangements are not made.)  If appropriate, advise the provider that action to withhold its Federal share of Medicaid payments will be initiated.  (See § 2226.1.) If a satisfactory arrangement still cannot be worked out, send a third demand letter 30 days after the date of the second.  Include notification of the suspension of all interim payments.  (See § 2225 to determine if requirements for suspension are met.) Additionally, advise the provider, if applicable, that action to withhold its Federal share of Medicaid payments has been requested.

Attempt to make personal (or telephone contact) with the provider, 7 days after sending the second demand letter to encourage either a lump-sum refund or a request for an extended repayment schedule. (See §§ 2223, 2224, 2225.)  Document each contact.  If this contact is not productive and no response is received from the provider within 30 days of the third demand letter, refer the case to the RO.  (See §§ 2226.1 and 2227.)

2230.2
Provider is No Longer Participating in Medicare and Not Participating in Medicaid.--If you discover an overpayment upon the filing of a cost report, or on determination of program reimbursement, with respect to a provider no longer participating in Medicare, immediately contact the former provider to obtain a refund in a lump-sum, if it has not been made.
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Send the first demand letter.  (See § 2222 and Column E of Exhibits l-3.) (See § 2230.l for an explanation of the procedures of sending the first demand letter and NPR).

Send second and third demand letters at 30-day intervals if there is no response from the former provider.  If the third letter does not generate a response within 30 days, refer the case to the RO. (See § 2227.)  If the provider agrees to repayment during this process, establish a repayment schedule. (See § 2223.) Any extension requested must be dealt with in accordance with § 2224.

2230.3
Provider is No Longer Participating in Medicare But Is Participating in Medicaid.--If you discover an overpayment upon the filing of a cost report, or on determination of the amount of program reimbursement for a former Medicare provider that is still participating in Medicaid, immediately contact the provider, using the first demand letter (see §2222 and Column G of Exhibits l-3) to obtain repayment.  Section 2230.l in regard to the Notice of Amount of Program Reimbursement also applies.  If a lump-sum refund cannot be obtained, work out a repayment schedule not to exceed l2 months from the date of the first demand letter.  Any extension beyond l2 months must be approved by the RO.  (See § 2224,)

If there has been no response from the provider within 30 days, send a second demand letter, notifying the provider that its Medicare overpayment will be referred to the HCFA RO for withholding of the provider's Federal share of Medicaid payments if repayment arrangements are not made within 15 days of the date of this notice.

If, at the end of the l5-day period, the provider has not met the conditions in the second demand letter, send copies of all pertinent material to the RO with a recommendation to initiate withholding action.  (See §2226.1.) Include:

o
Copies of the cost report;

o
The Notice of Program Reimbursement (if available); 

o
Invoices or other documentation of the amount(s) due;

o
Cost reporting period(s) involved; and

o
All correspondence concerning the overpayment, including a summary of the contacts with the provider. 

Send the third demand letter 30 days following the second where the provider has not responded, even though the procedures for withholding the Federal share of payments in title XIX have been initiated, so that if the RO's recoupment efforts and withholding of Medicaid funds are not effective, the case will be ready for referral to the DJ.
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223l.

RECOVERY OF OVERPAYMENT DUE TO OVERDUE COST REPORT.

2231.1
Provider is Participating in Medicare and Medicaid.--

A.
General.--For a participating provider, the cost report required for each cost report period is due on or before the last day of the third month following the end of that particular cost report period.  (See Part 1, §24l3 of the Provider Reimbursement Manual.) To ensure the timely receipt of the cost report, remind a provider of the time limitation for filing by use of a reminder letter.  (See Exhibit 9.)  Send a reminder letter when a provider fails to file a cost report by the last day of the second month following the end of the cost report period.  Inform the provider that the interim payment will be adjusted (reduced or suspended) if the report is not received on or before the last day of the third month.  State that the provider may request a 30-day extension of the due date (i.e., the provider would have 4 months after the end of the cost report period to file) based upon extenuating circumstances.  Upon receipt of such a request, determine whether or not the circumstances warrant an extension.  If the determination is negative, explain the decision to the provider.  If the determination is positive, and the RO has not delegated the granting of extensions for filing cost reports to you, send your recommendation, with the request for extension, to the RO. If the RO agrees with the recommendation, it will grant you permission to make the final approval on the extension request.  When an extension is approved, tell the provider that the extension is not automatic and may not be requested repeatedly as a grace period.

If no cost report has been filed by the first day after the due date  (including extensions), send the first demand letter in § 2222A.  Check Column B of Exhibit l for guidance as to specific items to include.

If the provider does not respond within 30 days, send the second demand letter.  If appropriate, advise the provider that action to withhold its Federal share of Medicaid payments has been requested.  (See §2226.1)

Make a personal (or telephone) contact with the provider 7 days after mailing the second demand letter.  Determine any problems the provider might be having in preparing the cost report, and if, and when, the provider expects to complete and submit it.  Document the provider's response.

2-225.3
Rev. 378

07-90
PAYMENTS TO PROVIDERS
 2231.3

If the provider does not respond, send the third demand letter.  Urge the provider to respond within 2l days to avoid RO or DJ involvement.  If no response is received within 30 days of the third demand letter, notify the RO.  (See §§2226 and 2227.)

B.
Interim Payment Has Been Suspended or Reduced.--When a provider's interim payment has been reduced or suspended (see §2225), process bills submitted to the point of payment in the normal manner.  Compute the reimbursement amount shown on the billing form on the basis of the interim rate currently in effect, reduced by the determined percentage of reduction for suspension (see § 2225C) and pay on that basis (unless all payments have been suspended).  Only the amount actually to be paid to the provider may be withdrawn through the letter of credit.  Establish internal procedures to account for the amounts withheld as a result of the interim payment reduction.

C.
Cost Report is Received During Reduction or Suspension Period.--After the overdue cost report is received and desk reviewed (and assuming no overpayment), compute a new interim payment as required by Part 1, §2406.5 of the Provider Reimbursement Manual (Interim Payments After Initial Reporting Period).  Use the new interim payment and make a lump-sum adjustment for the difference between the amount paid the provider during the reduced or suspended payment period and the amount due for services computed at the revised rate.

223l.2  
Provider is No Longer Participating in Medicare and Not Participating in Medicaid.--Where the provider's Medicare agreement has terminated, you must receive the cost report within 45 days after the date of termination.  If the cost report is not received timely, immediately send the first demand letter.   (Requirements for the demand letters in this situation are in § 2222 and Column D of Exhibits l-3.) The second and third demand letters follow at 30-day intervals if no response is received.  If the third demand letter does not generate a response, refer the case to the RO.  (See §2227).

223l.3
Provider is No Longer Participating in Medicare But is Participating in Medicaid: One or More Cost Reports Not Filed.--Where a provider's agreement under title XVIII has terminated and one or more cost reports have not been submitted within 45 days after the date of termination, send the first demand letter.  Requirements for this letter are in §2222 and Column F of Exhibit l.  Because this case involves not only a terminated provider but a provider which has failed to meet the basic obligation (submission of a cost report) for the period when it did participate, the first demand letter provides notice that initiation of the procedure for withholding the Federal share of Medicaid payments will begin in l5 days if you do not receive the cost report.
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When the l5-day period expires without a satisfactory response from the former provider, refer the case to the RO for initiation of the withholding process.  (See §2226.1.) Include:

o
Copies of correspondence requesting the cost report;

o
A summary of contacts with the provider; 

o
The results of attempts to obtain the report(s);

o
Cost reporting period(s) involved; and 

o
The amount of interim payments paid during the period(s).

Simultaneously, continue sending demand letters to the provider.  (Section 2222 and Column F of Exhibits 2 and 3 explain the requirements for the second and third demand letters, to be sent at 30-day intervals where the provider has not responded even though the procedures for withholding the Federal share of Medicaid payments have been initiated.)  This must be done so that if RO recoupment efforts and the withholding of Medicaid payments are not effective, the case will be ready for referral to the DJ.  The second and third demand letters advise the provider of action taken to withhold its Federal share of Medicaid payments.
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EXHIBIT 9


(INTERMEDIARY NAME AND ADDRESS)

George Wilson, President

Old Lake Shore Nursing Home

Anytown, State ZIP Code

March 1, l9XX

Dear Mr. Wilson:

We would like to remind you of the obligation of each Medicare provider to submit a cost report at the close of its cost report period.  Section 24l3 of the Provider Reimbursement Manual explains that this report is due at the intermediary's office on or before the last day of the third month following the end of that period.

Since you have elected the calendar year as your accounting cycle for this purpose, March 31 is the last day available for the timely submission of your cost report.  We must inform you that if the cost report is not received by the deadline, we will impose a suspension of the nursing home's current interim payment (see 42 CFR §405.371 for further information).  This suspension would be effective April l.

If we can be of any assistance to you in the process of completing and submitting the cost report, please contact us.  For example, you may request a 30-day extension of the filing time (if granted this would prevent the reduction of the interim rate) if you feel it is necessary.  You should know that this extension is not automatically granted, but is available where extenuating circumstances warrant an extension.


Sincerely,


(name and title)

(This example pertains to a case where the cost report is due, and the provider is still participating in the Medicare program--see §223l.l.)
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2235.
RECOVERY OF OVERPAYMENTS WHEN A PROVIDER CHANGES ITS INTERMEDIARY

When a provider changes intermediary, the outgoing intermediary remains responsible for the recovery of all program overpayments made during the time it serviced the provider. This includes the referral of a potentially uncollectible overpayment to the RO.  The outgoing intermediary must submit information to the RO on the outstanding overpayment amounts and collection efforts (including any collection efforts of the incoming intermediary) attributable to the overpayment on a quarterly basis as required under the Provider Overpayment Reporting System.  (See §§2250ff.)

2235.l
Action by Outgoing Intermediary.--

A.
Notification to Incoming Intermediary.--When the outgoing intermediary is notified by the RO that the provider's request for a change of intermediary has been approved, notify the incoming intermediary in writing of all outstanding program overpayments.  Include:

o
The cost reporting period;

o
The date the overpayment was determined; 

o
Explanation of the type of overpayment, e.g., cost report overpayment




--desk review, cost report overpayment--audit; and 

o
The current status of collection action.

The outgoing intermediary sends copy of the letter to the RO.

NOTE:
If more than one RO is involved in servicing an intermediary (i.e., chain operations), the outgoing intermediary sends a copy to the appropriate ROs.

B.
Notice of Intent to Suspend Interim Payments.--Where the outgoing intermediary has exhausted the collection actions required by §§2222ff., and is unable to collect the overpayment, it notifies the provider, in accordance with §2225, that suspension of interim payments will be effected by the incoming intermediary.  The outgoing intermediary is responsible for assuring that all of the requirements in §2225 are met before suspension is effected.  Send a copy of the notification letter to the RO and the incoming intermediary.

C.
Notification to the Incoming Intermediary to Suspend Interim Payments.--If the provider does not respond to the written notification of intent to suspend interim payments within the time period specified in the written notification, the outgoing intermediary notifies the incoming intermediary to suspend payments.  The incoming intermediary does not suspend interim payments until receipt of the instruction from the outgoing intermediary.  Send a copy of this notification to the RO.

2-226
Rev. 378

07-90
PAYMENTS TO PROVIDERS
2235.4

Where suspension of interim payments is in effect when the provider's change of intermediary is approved, the outgoing intermediary notifies the incoming intermediary to continue the suspension. Send a copy of the notification to the RO.

2235.2
Reduction of Outstanding Overpayment.--Any actions taken by the incoming intermediary which reduce or eliminate the overpayment made by the outgoing intermediary is communicated, in writing, to the outgoing intermediary within 5 working days after the month in which the actions occurred.  In addition, unless the provider indicates to the contrary, any collections or payment are applied first to the earliest overpayment.  Send a copy of the communication to the RO.  See Part l, §l4l4, regarding the treatment of collections for letter-of-credit purposes.

2235.3
Extended Repayment Schedules.--Either the incoming or outgoing intermediary may negotiate an extended repayment schedule.  The need for an extended repayment schedule must be documented in accordance with §§2223ff.  The intermediary that negotiates the repayment schedule notifies the other about the terms.  Referral to the RO with recommendations is required where the schedule exceeds l2 months.  (See §2224.) Where the schedule is for l2 months.  Where the schedule is for 12 months or less, notify the RO but recommendations are not required.  Payments under the repayment schedule should be made to the intermediary that negotiated the repayment schedule.

Where an extended repayment schedule is in effect at a change of intermediaries, and the provider later requests a revision in the terms of the existing repayment, either the incoming or outgoing intermediary may renegotiate the repayment schedule depending upon which receives the provider's request.  The need for a revision of the existing repayment schedule must be documented in accordance with §§2224ff.  The intermediary that renegotiates the repayment schedule notifies the other and the RO about the revised repayment schedule and collects the required payments.  Collections received by the incoming intermediary pursuant to a repayment schedule negotiated by it are reported to the outgoing intermediary and RO within 5 working days after the month in which the collections were received.

2235.4
Recovery of Overpayment Due to Overdue Cost Report.--Where HCFA approves a change of intermediary, the change is effective on the first day following the close of the fiscal year in which the provider gave timely notice.  (See §2808.)

A.
Reminder Letter.--The outgoing intermediary is responsible for effecting final settlement for the cost report periods during which it serviced the provider.  It issues the reminder letter required under §223l.l to ensure the timely receipt of the cost report.
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B.
First Demand Letter.--If no cost report has been filed by the first day after the due date of the cost report (including extensions), the outgoing intermediary sends the first demand letter in § 2222, Exhibit l, Column B.  Send copies of the reminder letter and the first demand letter to the RO and incoming intermediary.  Upon receipt of its copy of the letter, the incoming intermediary suspends the interim payment.

C.
Second Demand Letter.--If the provider does not respond within 15 days, the outgoing intermediary sends the second demand letter notifying the provider that interim payments are further suspended.  Send copies of the letter to the RO and the incoming intermediary.  Upon receipt of its copy of the letter, the incoming intermediary suspends interim payments.

D.
Third Demand Letter.--The outgoing intermediary is responsible for personal contact with the provider, issuing the third demand letter, and notifying the RO (§223l.l).

E.
Receipt of Delinquent Cost Report.--If the delinquent cost report is sent to the incoming intermediary, it sends the cost report to the outgoing intermediary to make the final settlement.  (See § 20l3.)

After the outgoing intermediary has completed its review of the delinquent cost report, it notifies the incoming intermediary whether the cost report is acceptable, and the final settlement.  The incoming intermediary, in accordance with §§2225.l and 223l.lC, disposes of funds withheld during the suspension of interim payments.

2235.5
Incoming Intermediary Unable to Recover Overpayment.--Where the incoming intermediary has exhausted its collection action and the RO has determined that further recovery effort would be unprofitable (see §2227), the RO requests the outgoing and incoming intermediaries to prepare a case file for referral to the DJ.  The outgoing and incoming intermediary document all transactions during the time each served as the servicing intermediary relevant to the overpayment determination and collection actions. (See §2228.)  The completion of the transmittal required under §2228.l, including the submission of a current credit report, is the responsibility of the outgoing intermediary.  Contact the incoming intermediary for current information required to complete the transmittal such as current address of debtors, or whether any changes in ownership took place since the provider changed intermediaries.  Each intermediary refers the case to the RO within 20 days of the RO's request for such referral.
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If changes occur in the status of the overpayment, e.g., claim payments withheld, either the outgoing or the incoming intermediary, as appropriate, promptly informs the RO.

2235.6
Provider Terminated Participation with Overpayments Outstanding.--When a provider, which has changed intermediaries, terminates participation and has outstanding overpayments made by the outgoing intermediary, it is the responsibility of the incoming intermediary to recommend that the RO initiate action to determine if suspension of Federal financial participation in title XIX payments is appropriate.  The RO notifies the outgoing intermediary of the provider's termination and requests the outgoing intermediary to establish whether the former provider is subject to the provisions of §2226 with respect to overpayments made to it.  The implementation of the procedures for suspension of title XIX payments in §2226 is the responsibility of the outgoing intermediary.
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