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3311.
APPEALS

Where the beneficiary does not agree with the determination that the claim was not filed timely or with the assignment to him of the responsibility for the late filing, the usual appeal rights are available to him, i.e., reconsidera​tion, hearing (if the amount in controversy equals $l00 or more), etc.  (See §§3780ff.)  Where the provider is protesting the denial of payment or the assignment of responsibility, no formal channels of appeal are available.  How​ever, the intermediary may, at the request of the provider, informally review its initial determination.


Time Limits--Part B Charge Claims
3312.
TIME LIMIT FOR FILING PART B REASONABLE CHARGE CLAIMS

For Medicare payment to be made for a claim for physician and other Part B services reimbursable on a reasonable charge basis (including those services for which the charge is related to cost) the claim must be filed no later than the end of the calendar year following the year in which the service was furn​ished, except for services furnished in the last 3 months of a year, where the time limit is December 31 of the second year following the year in which the services were rendered.  This time limit was effective with claims filed after March 1968.  (See §§3305.2 and 3305.3 for effect of Federal nonworkdays and rules applicable to claims received in the mail.)

EXAMPLE:
An enrollee received laboratory tests at a nonparticipating hospital in August 1975. The claim for reimbursement for such services must be billed on or before December 31, 1976.  If the tests were performed in October 1975, the claim must be filed on or before December 31, 1977.

3312.1
Extension of Time Limit Due to Administrative Error.--Consideration of possible extension of the time limit on Part B reasonable charge claims will be initiated only if there is a basis for belief that the claimant (the enrollee or his representative or assignee) has been prevented from timely fil​ing by an administrative error; for example, he states that official misinformation caused the late filing, or the social security office calls to the intermediary's attention a situation in which such error has caused late filing.

Where administrative error (that is, misrepresentation, delay, mistake, or other action of SSA or its intermediaries or carriers) causes the failure of the beneficiary of the providers, physicians, and suppliers to file a claim for payment within the time limit specified in §3312, the same evidence require​ments and development procedures apply as set forth in §3307.3.
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3312.2
Definition of a Part B Reasonable Charge Claim.--For purposes of this time limit, a claim is any writing submitted by or on behalf of a claimant, which indicates a desire to claim payment from the Medicare program for medical services of a specified nature to an identified enrollee.  For example, a note from the enrollee's spouse or a bill for ancillary services in a nonparticipat​ing hosital could constitute a claim for payment.

If such a claim is mailed or delivered to SSA or to any carrier or intermediary within the time limit, the claim is filed timely provided the necessary claims information (e.g., SSA-1490 and itemized bill in the case of an enrollee-filed claim, SSA-1483 in the case of a nonparticipating hospital-filed claim) is submitted within the time limit or, if later, within 6 months after the month in which the claimant is advised to furnish it.

3312.3
Time Limit Where Provider Has Billed Improperly for Professional Component.--In some cases, a hospital or other provider may have incorrectly billed for a Part B professional component as a provider expense.  For example, a physician's services were erroneously considered entirely administrative in nature and the error was not discovered until the final cost settlement.  Where the claim which included the physician services was filed within the time limit, it establishes protective filing for a subsequent perfection of a Part B claim.  Such claims will be considered filed as of the date the incorrect billing was submitted to the intermediary provided the usual claims information (e.g., the SSA-1554 in the case of hospital-filed claim) is submitted within 6 months after the month in which the notice was sent that payment for the patient care services were disallowed.

The perfected claim may be filed by the physician on the basis of assignment, or by the hospital (where the hospital has a contractual arrangement to bill and receive payment for the physician's services) or may be filed by the patient on the basis of an itemized bill. The carrier and intermediary should make their own arrangements regarding exchange of information and submission of the delayed claims.  When there are claims for more than one patient or more than one claim for a single patient it is preferable that they be submitted as a group.

A provider claim filed within the Part B time limit will not establish a filing date for the related professional component where such component was recognized and not included in the provider bill, e.g., no claim was filed for the profes​sional component as a nonprovider expense because the physician and hospital could not agree on the exact amount of the component charge or who would bill for it.
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3312.5
Responsibility When Claim Not Filed Timely.--When the time limit has expired on services payable on a reasonable charge basis, there is no requirement that a billing be filed.  However, when a person (or organization) accepts assignment within the time limit but fails to submit a timely claim, he/she is barred by the terms of the assignment from collecting from the patient or others amounts in excess of the deductible and coinsurance for the services involved.


Restrictions on Provider Conditions for Admission
3313.
WAIVER OF HEALTH INSURANCE BENEFITS AS CONDITION OF ADMISSION

It is not permissible for a provider to require as a condition of admission or treatment that a patient agree to waive his/her right to have provider services paid for under Medicare. Requiring such a waiver is inconsistent with the provider's contract with HCFA, and the waiver is not binding on the patient.  Each participating provider agrees not to charge an individual (except for specified deductible and coinsurance amounts) for services for which such individual is entitled to have payment made or for which he/she would be so entitled if the provider complied with the procedural and other requirements of the program.  Further, under this provision, the provider must refund any amounts incorrectly collected.

Where a patient who has signed a waiver nevertheless requests payment under the health insurance program, the provider must bill the intermediary for the services and refund any payments made by the patient or on his/her behalf in excess of the permissible charges.

3314.
RULES GOVERNING CHARGES TO BENEFICIARIES


A.
General.--Under a provider's participation agreement, it may charge a beneficiary only applicable deductible and coinsurance amounts and for noncovered services.  Additional restrictions and requirements covered by or based on the provider agreement regarding what a provider may collect or seek to collect from a beneficiary (or any party acting on the beneficiary's behalf) are set forth below.  The provider must refund amounts incorrectly collected.


B.
Requirements and Requests for Deposits and Other Payments.--A provider may not require as a condition for admission, continued care, or other provision of services, nor may the provider request or accept a deposit or other payment from a Medicare beneficiary except as follows: 


o
A provider may request and accept payment for a Part A deductible and coinsurance amount on or after the day to which it applies and payment for a Part B deductible and coinsurance amount at the time of or after the provision of the service to which it applies.


o
A provider may require, request, and accept a deposit or other payment for services if it is clear that the services are not covered by Medicare.  See subsection C for the effect of a beneficiary request for submission of a demand bill by an SNF.  See subsection D for beneficiary request for submission of a demand bill (or similar request for a coverage determination) by other types of providers. See subsection E for charges for personal comfort and convenience services.
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C.
Effect of SNF Submission of Demand Bill.--If an SNF believes that a beneficiary requires only a noncovered level of care beginning with admission or at some point thereafter, it gives the beneficiary proper notice to that effect.  If the beneficiary disagrees and asks the SNF to submit a demand bill to you, the SNF may not require, request, or accept a deposit or other payment from the beneficiary for the services until you make an initial determination that the services are not covered.  


EXCEPTION:

An SNF may request and accept payment for a potential Part A coinsurance amount on or after the day to which the coinsurance applies if the services are found to be covered.


If the SNF believes that the services are noncovered for reasons other than the level of care required to be furnished by the SNF (e.g., the 3-day prior hospitalization requirement is not met, the beneficiary is not admitted to the SNF within 30 days (or longer period, if appropriate) of discharge from the hospital, or SNF benefits are exhausted), the SNF must still submit a demand bill upon request.  The SNF may require, request, and accept a deposit or other payment from the beneficiary for the services (in line with its usual practice for private pay patients) while your determination is pending.


D.
Effect of Submission of Demand Bill by Provider Other Than SNF.--If a provider other than an SNF believes that the beneficiary requires only a noncovered level of care beginning with admission, start of care, or some point thereafter, it gives the beneficiary proper notice to that effect. If the beneficiary disagrees and asks the provider to submit a demand bill or requests PRO review, as appropriate, the provider may generally require, request, and accept a deposit or other payment from the beneficiary for services (in line with its usual practice for private pay patients) while the intermediary or PRO determination is pending.  The provider must make a refund if the services are found to be covered.


EXCEPTION:

If a hospital, with the concurrence of the attending physician, determines that a beneficiary who was admitted for a covered stay no longer requires inpatient hospital services, it issues a notice to this effect to the beneficiary.  If the beneficiary disagrees with the determination and while still in the hospital makes a request for review to the PRO, by phone or in writing, by noon of the first workday after receiving the hospital notice of noncoverage, the beneficiary may be charged beginning noon of the day after the day the beneficiary receives the PRO's determination of noncoverage.  This provision is described in further detail in the PRO Manual.


If a provider believes that the required services are noncovered for reasons other than the level of care required, the provider must still submit a demand bill on request but may charge the beneficiary for services while the intermediary determination is pending.  However, see §3610.1G for restrictions on PPS hospital charges for preentitlement and postexhaustion of benefits days.  


E.
Charges for Noncovered Services.--A provider may charge a beneficiary for noncovered personal comfort and convenience items (e.g., rental of a television set or the customary charge differential for a private room which is not medically necessary) if the beneficiary requests these items and services with knowledge of the charges.  Also, a provider may require an advance deposit from the beneficiary for the noncovered items and services requested by the beneficiary if this is its practice with non-Medicare patients.  The provider may not, however, require a beneficiary to request such noncovered items and services as a condition for admission or continued care.
3-76.2
Rev. 1610

02-99
REQUIREMENTS FOR PAYMENT
3314 (Cont.)

F.
Other Restrictions and Requirements.--Medicare regulations include several other special limitations that are covered by or based on the provider agreement:

o
A provider may not evict or threaten to evict a beneficiary for inability to pay a deductible or coinsurance amount applying under Medicare;

o
A provider may not charge a beneficiary for agreeing to admit or readmit him/her as of some specified future date for inpatient services which are or may be covered under Medicare (as distinguished from charging for holding a bed for him/her at his/her request as is permissible); and 

o
A provider may not charge a beneficiary who is receiving inpatient hospital care which is or may be covered by Medicare for failure to remain in the facility for a certain period of time or for failure to give advance notice of departure.

If the provider requires the execution of an admission contract by the beneficiary (or by another person acting on behalf of the beneficiary), make sure that the terms of the contract are consistent with this section.

G.
Compliance.--Providers must conform to the restrictions and requirements of this section or face termination of their provider participation agreements.

Initiate investigations based on beneficiary complaints or other indications of violations.  The HCFA regional offices (ROs) may refer beneficiary complaints to you for investigation.  You are entitled to examine and copy provider billing and other records relevant to your investigation.  (Failure of the provider to cooperate may afford a basis for a presumptive finding against the provider.)  Make reports to the RO on the results of your investigation.

Improper charges to beneficiaries under the above restrictions and requirements constitute violations of the provider agreement under §1866(a)(1) of the Act.  If one or more violations are established, the RO asks the provider to advise the RO in writing within a specified period of time, e.g., within 15 days, that there will be no further violations, and that any existing violations will be corrected promptly, or face termination of its provider agreement.  If the requested commitment is not received, the RO may terminate the provider agreement.  If the commitment is received, but the violations are not fully corrected, or there are subsequent violations, the RO may, depending on the nature and extent of the violations, terminate the provider agreement.  

Under §1819(d)(4)(A) of the Act, an SNF violates the conditions of participation if it fails to operate and provide services in compliance with all applicable Federal, State and local laws and regulations, including the Federal statutory requirements and regulations which are the basis of the above restrictions and requirements.  Section 1819(h) of the Act authorizes a number of alternative remedies to be imposed on SNFs that fail to comply with Federal participation requirements, in lieu of, or in addition to, termination of the provider agreement.  In the case of SNFs §1819(h)(2)(B)(i) and (ii) gives the RO as an alternative to termination of the provider agreement the authority to deny Medicare payments for new admissions and/or to fine the SNF up to $10,000 a day as long as the violations continue or are not corrected.  If the initial finding of violations by an SNF indicates extreme abuse, the RO may move to impose sanctions without first asking for a commitment by the SNF to desist from those violations.
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The State agency, usually the State health department, which surveys SNFs for compliance with the conditions of participation, also monitors SNFs for compliance with the above requirements and restrictions and reports its findings to the RO.

3314.1
Bed-Hold Policies for Long Term Care Facilities.--These instructions summarize the policies regarding bed-hold payments made during a resident's absence from a Medicaid nursing facility (NF) or Medicare skilled nursing facility (SNF).  Post-admission bed-hold payments are distinguishable from payments for readmission (and thereby permissible) if they represent charges to hold the bed rather than a charge for the act of readmission itself.  Similarly, payments made prior to initial admission are distinguishable from post-admission bed-hold payments made during a temporary absence from the facility in that, under the latter, the individual has already established residence in a particular living space within the facility (see §3314.F. and §3314.1.B.2).


A.
Medicaid.--


1.
Law and Regulations.--Under Medicaid payment regulations at 42 CFR 447.40, Federal financial participation is available if a State plan includes provision for bed-hold payments during a recipient's temporary absence from an inpatient facility.  (To qualify under this provision, an absence for any purpose other than required hospitalization must be provided for in the patient's plan of care.)  However, under 42 CFR 447.40(a)(1), Medicaid can make bed-hold payments only if the State plan provides for them and specifies any limitations on the policy.


To satisfy Medicaid's NF requirements for participation in §1919(c)(2)(D)(i)-(ii) of the Act, and in 42 CFR 483.12(b)(1)-(2), an NF must tell residents departing for hospitalization or therapeutic leave about the State's bed-hold payment policy.  (This information must be in writing and must specify the number of days the State Medicaid program covers, if any, and the NF's policy regarding bed-hold periods.)  If a Medicaid eligible resident's absence from the NF exceeds the bed-hold period provided in the State plan, §1919(c)(2)(D)(iii) of the Act, and 42 CFR 483.12(b)(3), guarantee the resident readmission to the facility immediately upon the first availability of a bed in a semi-private room in the facility if, at the time of readmission, the resident requires the services provided in the facility.


The Medicaid NF requirements for participation in §1919(c)(5)(A)(iii) of the Act, and 42 CFR 483.12(d)(3), prohibit a NF from accepting any gift, money, donation, or other consideration as a precondition for a Medicaid eligible individual's admission, expedited admission, or continued stay in the facility.


The Medicaid NF requirements for participation in  §1919(c)(1)(B)(iii)-(iv) of the Act, and 42 CFR 483.10(b)(5)-(6), requires an NF to inform each resident, upon admission and periodically thereafter, of services which the resident can be charged, as well as the amount of the charge.


2.
Interpretation.--The Medicaid program does not make payment to reserve a bed before a prospective resident's initial admission to a facility since 42 CFR 447.40 provides authority for Medicaid bed-hold payments only after an individual has been admitted to the facility.  Further, under §1919(c)(5)(A)(iii) of the Act and 42 CFR 483.12(d)(3), a NF may not accept preadmission bed-hold payments from a Medicaid eligible prospective resident or from any other source on that individual's behalf.


The Medicaid prohibition on preadmission payments does not apply to private pay patients.  Under Medicaid, the prohibition on accepting preadmission payments (see 42 CFR 483.12(d)(3)) applies only in connection with individuals who are, in fact, Medicaid eligible.  If an individual is admitted 

as a private pay resident, and the Medicaid agency then makes a retroactive eligibility determination that extends back to include the preadmission period, the NF at that point should refund any preadmission payments it had collected with regard to that individual for the period covered by the Medicaid eligibility determination.
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When a Medicaid eligible individual who has been admitted to the facility takes a temporary leave of absence from the facility, Medicaid can make bed-hold payments under 42 CFR 447.40.  However, under 42 CFR 447.40(a)(1), Medicaid can make such payments only if the State plan provides for them and specifies any limitations on the policy.  Bed-holds for days of absence in excess of the State’s bed-hold limit are considered noncovered services for which the resident may elect to pay.  (Under §1919(c)(1)(B)(iii) of the Act and 42 CFR 483.10(b)(5)-(6), the facility must inform residents in advance of the period for which Medicaid payments will be made for the holding of a bed, their option to make bed-hold payments if hospitalized or on a therapeutic leave beyond the State's bed-hold period, and the amount of the facility's charge.  For these optional payments, the facility should make clear that the resident must affirmatively elect to make them prior to being billed; a facility cannot simply deem a resident to have opted to make such payments and then automatically bill for them upon the resident’s discharge.)  Thus, a Medicaid eligible resident whose absence from the facility exceeds the State's bed-hold limit can elect either to:


o
Ensure the timely availability of a specific bed upon return by making bed-hold payments for any days of absence in excess of the State's payment limit; or


o
Return upon the first availability of a semi-private bed in the facility in accordance with §1919(c)(2)(D) of the Act and 42 CFR 483.12(b)(3).  (The first available semi-private bed refers to the first unoccupied bed, in a room shared with another member of the same sex, that is not being held because a resident (regardless of the source of payment) has elected to make payment to hold the bed.)


An NF may not impose a minimum bed-hold charge (e.g., a 3-day minimum charge on all bed reservations) because such minimum charges may result in duplication of Medicaid payments for covered services.  Further, a bed-hold period should not be appended routinely at the  end of each resident’s stay without regard to whether the resident’s impending departure from the facility will be temporary or permanent; rather, such program payments are appropriate only in those instances where there is a genuine expectation that a particular recipient actually will return to the facility within a reasonable period of time.


B.
Medicare.--


1.
Law and Regulations.--The Medicare SNF requirements for participation (see §1819 of the Act) contain no provisions corresponding to those of the Medicaid statute in §1919(c)(2)(D), and (c)(5)(A)(iii) of the Act.  Unlike the Medicaid regulations at 42 CFR 447.40, the Medicare regulations do not include any provisions authorizing the program to make bed-hold payments.


The Medicare SNF requirements for participation in §1819(c)(1)(B)(iii) of the Act and at 42 CFR 483.10(b)(5)-(6), require a SNF to inform each resident, upon admission and periodically thereafter, of services for which the resident can be charged, as well as the amount of the charge.


Under the Medicare provider agreement requirements in §1866(a)(2)(B) of the Act and at 42 CFR 489.32(a)(2), a SNF may charge a resident for services in excess of (or more expensive than) covered services only when the services are furnished at the resident's request.


The Medicare provider agreement regulations at 42 CFR 489.22 spell out the special provisions applicable to prepayment requirements.  While 42 CFR 489.22(d)(1) prohibits Medicare providers (including SNFs) from charging for an agreement to admit or readmit an individual on some specified future date for covered inpatient services, 42 CFR 489.22(a) indicates that a provider may require a prepayment when it is clear upon admission that payment under Part A cannot be made.
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2.
Interpretation.--Like Medicaid, Medicare does not make bed-hold payments prior to a prospective resident's initial admission to a facility.  Further, under the terms of its Medicare provider agreement, a SNF may not accept pre-admission bed-hold payments from or on behalf of a person in return for admitting that person on some specified future date for covered inpatient services.  (However, a SNF would not be barred from accepting a pre-admission bed-hold payment from or on behalf of a person who would clearly be denied Part A payment.)


Unlike Medicaid, Medicare has no legal authority to make bed-hold payments even after a person's admission to a facility, and the Medicare SNF requirements for participation do not guarantee a return to the first available semi-private bed in the facility.


For SNFs, the Medicare prohibition at 42 CFR 489.22(d)(1) applies only to admissions or readmissions for “covered” inpatient services.  According, it would not prohibit pre-admission charges to individuals who are not Medicare eligible, since only Medicare beneficiaries can qualify for program coverage of their care.  Thus, the Medicare prohibitions on pre-admission payments do not apply to private pay SNF residents, or to those Medicare beneficiaries who do not meet the requirements for Part A SNF coverage.


When temporarily leaving an SNF, a resident can choose to make bed-hold payments to the SNF, as long as the SNF's acceptance of such payment does not represent a prohibited provider practice under 42 CFR 489.22(d)(1).  This means that the payment to the SNF is solely for the purpose of reserving the bed during the resident's absence and does not represent a payment for the act of readmission on some future date for covered inpatient services.  Under §1819(c)(1)(B)(iii) of the Act and 42 CFR 483.10(b)(5)-(6), the facility must inform residents in advance of their option to make bed-hold payments, as well as the amount of the facility’s charge.  For these optional payments, the facility should make clear that the resident must affirmatively elect to make them prior to being billed; a facility cannot simply deem a resident to have opted to make such payments and then automatically bill for them upon the resident’s departure from the facility.


As noted previously, 42 CFR 489.22(d)(1) prohibits charging a Medicare beneficiary for admission (or readmission) on some specified future date for covered inpatient services.  However, when a Medicare-eligible resident leaves a facility temporarily, it is possible to distinguish between prohibited payments made for the act of admission (or readmission) itself and permissible payments made for holding a resident’s bed during the resident’s temporary absence.  Bed-hold payments are readily distinguishable from payments made prior to initial admission, in that the absent individual has already been admitted to the facility and established residence in a particular living space within it.  Similarly, bed-hold payments are distinguishable from payments for readmission, in that the latter compensate the facility merely for agreeing in advance to allow a departing resident to reenter the facility upon return, while bed-hold payments represent remuneration for the privilege of actually maintaining the resident’s personal effects in the particular living space that the resident has temporarily vacated.  One indicator that post-admission payments do, in fact, represent permissible bed-hold charges related to maintaining personal effects  in a particular living space (rather than a prohibited charge for the act of readmission itself) would be that the charges are calculated on the basis of a per diem bed-hold payment rate multiplied by however many days the resident is absent, as opposed to assessing the resident a fixed sum at the time of departure from the facility.

Certification and Recertification by Physicians


for Hospital Services
3315.
CERTIFICATION AND RECERTIFICATION BY PHYSICIANS - GENERAL

Payments may be made for covered hospital services only if a physician certifies and recertifies to the medical necessity for the services at designated intervals of the hospital inpatient stay.  Appropriate supporting material may be required.  The physician certification or recertification statement must be based on a current evaluation of the patient's condition.
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For patients admitted to a general hospital, regardless of whether the patients are under PPS, a physician certification is not required at the time of admission for patient services.  For services continued over a period of time or for a day outlier case (i.e., an appropriately admitted case results in an extraordinarily long stay) or for a PPS cost outlier case (i.e., an appropriately admitted case results in the expenditure of extraordinary resources), a physician must certify or recertify the continued need for the services at specified intervals.  (See §3319 for timing of physician certification and recertification.  See §3610.7 for definition of outlier.)  Psychiatric and tuberculosis hospitals (which are excluded from PPS) are required to obtain a physician certification on admission.

Hospitals do not transmit physician certification and recertification statements to the intermediary or to HCFA.  The hospital must itself certify on the appropriate billing form that the required physician certification and recertification statements have been obtained and are on file.  The physician certification and recertification statements are retained in the hospital's file where they are available for verification if needed.

A hospital must also have available in its files a written description of the procedure it adopts on the timing of certifications and recertifications, i.e., the intervals at which the necessary certification statements are required and whether review of long stay cases by the utilization review committee may serve as an alternative to recertification by a physician in the case of the second or subsequent recertification.

3315.1
Failure to Certify or Recertify.--If a hospital fails to obtain the required certification or recertification statements in an individual case, program payments may be made in that case.

If the hospital's failure to obtain a certification or recertification is not due to a question as to the necessity for the services, but rather to the physician's refusal to certify based on other grounds (e.g., he/she objects in principle to the concept of certification and recertification), the hospital may not bill the program or the beneficiary for covered items or services.  The provider agreement precludes the hospital from charging the patient for covered items and services.

3316.
WHO MAY SIGN CERTIFICATION OR RECERTIFICATION

A certification or recertification statement must be signed by the attending physician responsible for the case or by another physician who has knowledge of the case and is authorized to do so by the attending physician, or by a member of the hospital's medical staff with knowledge of the case.

Ordinarily for purposes of certification and recertification, a "physician" must meet the definition in §§3030 and 3030.3.

3316.1
Certification for Hospital Admissions for Dental Services.--The attending doctor of dental surgery or of dental medicine is authorized to certify that the patient's underlying medical condition and clinical status, or the severity of the dental procedure, requires the patient to be admitted to the hospital for the performance of the dental procedure (see §3101.7); and to recertify the patient's continuing need for hospitalization when required.  This applies even if the dental procedure is not covered.

3317.
INPATIENT HOSPITAL SERVICES CERTIFICATION AND RECERTIFICATION

A.
Contents of Statement.--A certification or recertification statement must contain the following information:  

o
An adequate written record of the reason for either: 

--
Continued hospitalization of the patient for medical treatment or for medically required inpatient diagnostic study, or 
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--
Special or unusual services for cost outlier cases for hospitals under the prospective payment system (PPS);  

o
The estimated period of time the patient will need to remain in the hospital and, for cost outlier cases, the period of time for which the special or unusual services will be required; and 

o
Any plans for posthospital care.

B.
Selection by Hospital of Format and Method for Obtaining Statement.--The individual hospital determines the method by which certifications and recer​tifications are to be obtained and the format of the statement.  Thus, the medical and administrative staffs of each hospital may adopt the form and procedure they find most convenient and appropriate.

There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way, as long as the approach adopted by the hospital permits the intermediary (or the Health Care Financing Administration where the hospital deals directly with the government) to determine that the certification and recertification requirements are, in fact, met. The certification or recertification could, therefore, be entered or preprinted on a form the physician already has to sign; or a separate form could be used.  If all the required information is included in progress notes, the physician's statement could indicate that the individual's medical record contains the information required and that continued hospitalization is medically necessary.

C.
Criteria for Continued Inpatient Stay.--A physician who certifies or recertifies to the need for continued inpatient stay should use the same criteria that apply to the hospital's utilization review committee (§§3421ff).

These criteria include not only medical necessity, but also the availability of out-of-hospital facilities and services which will assume continuity of care. A physician should certify or recertify need for continued hospitaliza​tion if the physician finds that the patient could receive treatment in an SNF but no bed is available in the participating SNF.  Where the basis for the certification or recertification is the need for continued inpatient care because of the lack of SNF accommodations, the certification or recertification should so state.  The physician is expected to continue efforts to place the patient in a participating SNF as soon as the bed becomes available.

D.
Utilization Review (UR) in Lieu of Separate Recertification Statement--For cases not subject to PPS and for PPS day outlier cases a separate recertification statement is not necessary where the requirements for the second or subsequent recertification are satisfied by review of a stay of extended duration, pursuant to the hospital's UR plan.  However, it is necessary to satisfy the certification and recertification content standards.  It would be sufficient if records of the UR committee show that consideration was given to the three items mentioned above-- the reasons for continued hospitalization (e.g., consideration was given to the need for special or unusual care in cost outlier status under PPS), estimated time the patient will need to remain in the hospital (e.g., the time period during which such special or unusual care would be needed), and plans for posthospital care.

3319.
TIMING OF CERTIFICATIONS AND RECERTIFICATIONS.

A.
Admissions on or after January 1, 1970 for Non-PPS hospitals.--For services furnished to beneficiaries admitted on or after January 1, 1970, the initial certification is required no later than as of the 12th day of hospitalization.  A hospital may at its option, provide for the certification to be made earlier, or it may vary the timing of the certification within the 12-day period by diagnostic or clinical categories.  The first recertification is required no later than as of the 18th day of hospitalization. Subsequent recertifications must be made at intervals established by the UR committee (on a case-by-case basis), but in no event may the interval between recertifica​tions exceed 30 days.
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The UR committee will be reviewing long-stay cases and may be in the best position to decide when subsequent recertifications are needed.

A hospital can, if it wishes, coordinate its physician recertifications with the process of review by the UR committee of longstay cases not subject to PPS, and for PPS day -outlier cases.  At the option of the hospital, review of a stay of extended duration under the hospital's utilization review plan may take the place of the second and any subsequent physician recertifications.  (Such review may be the initial review, or a second or subsequent review of an extended case by the UR committee.)

Where review of an extended stay case by the UR committee is deemed to take the place of a physician recertification, it would be possible for the recertifica​tion to be made later than the specified day, because the review of an extended duration case may be made at any time within the 7-day period following the last day of the period of extended duration defined in the utilization review plan.  Such a recertification will be treated as a delayed recertification; however, no explanation for the normal delay is required.

B.  Patients Discharged During Hospital Fiscal Years Beginning on or after October 1, 1983 Under PPS --For cases subject to the prospective payment sys​tem (PPS), certification is not required at the time of admission for inpatient services.  The admission is reviewed by a hospital review organization upon discharge of the patient. For day and cost outlier cases the certification is required as follows:

(1)  For day - outlier cases, certification is required no later than one day after the hospital reasonably assumes that the case meets the estab​lished outlier criteria, or no later than 20 days into the hospital stay, whichever is earlier.

The first and subsequent recertifications are required at intervals established by the utilization review committee, on a case-by-case basis if it so chooses, but not less than every 30 days.

(2)  For cost - outlier cases, if possible, certification must be made before the hospital incurs cost 
for which it will seek cost outlier payment.  However, certification is required no later than the date on which the hospital requests cost outlier payment or 20 days into the hospital stay, whichever is earlier.

For cost outlier cases, the first and subsequent recertifications are required at intervals established by the UR committee, on a case-by-case basis if it chooses.

As previously stated the UR committee will be reviewing long-stay cases and may be in the best position to decide when subsequent recertifications are needed.  (See §3319A above if a hospital wishes to coordinate its physician recertifi​ca​tions with the process of review by the UR committee of long-stay cases not subject to PPS, and for PPS day -outlier cases).  Review by the UR committee used in place of recertification for PPS day outlier cases is considered timely if performed within 7 days after the physician recertification would have been required.
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C.
Admissions Between January 3, 1968, and December 31, 1969.--For services furnished to beneficiaries admitted on or after January 3, l968, and prior to January 1, 1970, the procedures in A. above were applicable but the timing of the certification and recertification was at longer intervals.

The initial certification was required no later than as of the 14th day of hospitalization.  The first recertification was required no later than as of the 21st day of hospitalization.  Subsequent recertifications must have been made at intervals established by the utilization review committee (on a case-by-case basis if it so chooses) but not exceeding 30 days.

3320.
INPATIENT PSYCHIATRIC HOSPITAL SERVICES CERTIFICATION AND RECERTIFICA​TION.

The requirements for physician certification and recertification for inpatient psychiatric hospital services are similar to the requirements for certification and recertification for inpatient hospital services.  However, there is an addi​tional certification requirement:  At the time of admission or as soon there​after as is reasonable and practicable, a physician (the admitting physi​cian or a medical staff member with a knowledge of the case) must certify the medical necessity for inpatient psychiatric hospital services.  As a result, the first and second recertification for psychiatric hospital services corres​pond to the initial certification and first recertification requirements for inpatient hospital services (see §33l9).

For services furnished to beneficiaries admitted on or after January 1, 1970, the first recertification is required no later than as of the 12th day of hospitalization.  The second recertification is required no later than as of the 18th day of hospitalization.  Subsequent recertifications must be made at intervals established by the utilization review committee (on a case-by-case basis) but in no event may the interval between recertifications exceed 30 days.

For services furnished to beneficiaries admitted before January 1, 1970, the first recertification was required no later than as of the 14th day of hospit​alization.  The second recertification was required no later than as of the 21st day of hospitalization and subsequent recertifications at intervals of no more than 30 days thereafter.

There is also a difference in the content of the certification and recertifica​tion statements.  The required physician's statement should certify that the inpatient psychiatric hospital admission was medically necessary, for either (1) treatment which could reasonably be expected to improve the patient's condition, or (2) diagnostic study.

The physician's recertification should state (1) that inpatient psychiatric hospital services furnished since the previous certification or recertification were, and continue to be, medically necessary for either (a)
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treatment which could reasonably be expected to improve the patient's condi​tion, or (b) diagnostic study; and (2) that the hospital records indicate that the services furnished were either intensive treatment services, admission and related services necessary for diagnostic study, or equivalent services.

For convenience, the period covered by the physician's certification and recertification is referred to a period during which the patient was receiving active treatment (see § 3102.1).  If the patient remains in the hospital but the period of "active treatment" ends (e.g., because the treatment cannot reasonably be expected to improve the patient's condition, or because intensive treatment services are not being furnished), program payment can no longer be made even though the patient has not yet exhausted his benefits.  Where the period of "active treatment" ends, the physician is to indicate the ending date in making his recertification.  If "active treatment" thereafter resumes, the physician should indicate, in making his recertification, the date on which it resumed.

3321.
INPATIENT TUBERCULOSIS HOSPITAL SERVICES CERTIFICATION AND RECERTIFICA​TION.

The requirements for physician certification and recertifications for inpatient tuberculosis hospital services are similar to the requirements for

certification and recertification for inpatient hospital services.  However, there is an additional certification requirement:  At the time of admission or as soon thereafter as is reasonable and practicable, a physician (the admitting physician or a medical staff member with a knowledge of the case) must certify the medical necessity for inpatient tuberculosis hospital services.  As a result, the first and second recertifications for tuberculosis hospital services correspond to the initial certification and first recertification requirements for inpatient hospital services (see § 3319).

For services furnished to beneficiaries admitted on or after January 1, 1970, the first recertification is required no later than as of the 12th day of hospitalization.  The second recertification is required no later than as of the 18th day of hospitalization.  Subsequent recertifications must be made at intervals established by the utilization review committee (on a case-by-case basis) but in no event may this interval between recertifications exceed 30 days.

For services furnished to beneficiaries admitted before January 1, 1970, the first recertification was required no later than as of the 14th day of hospit​ali​zation.  The second recertification was required no later than as of the 21st day of hospitalization and subsequent recertifications at intervals of no more than 30 days thereafter.
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There is also a difference in the content of the certification and recertification statements.

The physician's certification should state that the inpatient tuberculosis hospital admission was medically necessary for treatment which could reasonably be expected either to (l) improve the patient's condition, or (2) render the condition noncommunicable.

The physician's recertification should state (1) that inpatient tuberculosis hospital services furnished since the previous certification or recertification were, and continue to be, medically necessary for treatment which could rea​sonably be expected either to (a) improve the patient's condition, or (b) render the condition noncommunicable; and (2) that the hospital records indicate such medical necessity.

For convenience, the period covered by the physician's certification and recertifications is referred to as a period during which the patient was receiving active treatment.  If the patient remains in the hospital but the period of "active treatment" ends (e.g., because the treatment cannot rea​sonably be expected to improve the patient's condition), program payment can no longer be made even though the patient has not yet exhausted his benefits.  Where the period of "active treatment" ends, the physician is to indicate the ending date in making his recertification.  If "active treatment" thereafter resumes, the physician should indicate, in making his recertification, the date on which it resumed.

3322.
CERTIFICATION FOR HOSPITAL SERVICES COVERED BY THE SUPPLEMENTARY MEDICAL INSURANCE PROGRAM.

A physician must certify that medical and other health services covered by medical insurance which were provided by (or under arrangement made by) the hospital were medically required.

Physician certification is not required for the following outpatient services furnished on or after January 3, 1968:  (a) hospital services and supplies incident to physicians' services rendered to outpatients (see §3112.2) and (b) diagnostic services furnished by a hospital or which the hospital arranges to have furnished in other facilities operated by or under the supervision of the hospital or its medical staff (see §§3112.3ff.).

Hospitals must obtain a physician's certification with respect to services furnished to outpatients that are not covered as outpatient hospital therapeu​tic, or diagnostic services under (a) or (b) above.

Primarily, this means that a certification statement is needed for diagnostic services furnished under arrangements by a facility that is not operated by or
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under the supervision of the hospital or its organized medical staff (see §§ 3112.3), e.g., services obtained from an independent laboratory.

This certification requires a brief description of the services and the signa​ture of the physician.  It need be made only once for a course of treatment.  Where services are provided on a continuing basis, such as a course of radium treatments, the physician's certification may be made at the beginning or end of the course of treatment, or at any other time during the period of treat​ment.

There is no requirement that the certification be entered on any specific form or handled in any specific way, as long as the approach adopted by the hospital permits the intermediary (or the Health Care Financing Administration where the hospital deals directly with the Government) to determine that the certifica​tion requirement is in fact met. Therefore, the certification could be entered or pre-printed on a form the physician already has to sign; or a separate certification form could be used.

Certification by a physician in connection with ambulance services furnished by a participating hospital is required.  In cases in which the hospital provides ambulance service to transport the patient form the scene of an accident and no physician is involved until the patient reaches the hospital, any physician in the hospital who examines the patient or has knowledge of the case may certify as to the medical need for the ambulance service.

In addition, physician's certifications are required for the rental and

purchase of durable medical equipment (see §3113), outpatient physical therapy (see §3149.1), and outpatient speech pathology services (see §A3148).

3323.
DELAYED CERTIFICATIONS AND RECERTIFICATIONS.

Hospitals are expected to obtain timely certification and recertification statements. However, delayed certifications and recertifications will be honored where, for example, there has been an oversight or lapse.

In addition to complying with the appropriate content requirements delayed certifications and recertifications must include an explanation for the delay and any medical or other evidence which the hospital considers relevant for purposes of explaining the delay.  The hospital will determine the format of delayed certification and recertification statements, and the method by which they are obtained.  A delayed certification and recertification may appear in one statement; separate signed statements for each certification and recertifi​cation would not be required as they would if timely certification and recerti​fi​cation had been made.
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3324.
TIMING OF CERTIFICATION AND RECERTIFICATION FOR BENEFICIARY ADMITTED BEFORE ENTITLEMENT.

If an individual is admitted to a hospital (including a psychiatric or tuberculosis hospital) before he is entitled to hospital insurance benefits (for example, before he reaches age 65), the following exception is applicable when he does become entitled.

No certification is required as of the date of admission or entitlement.  Cer​ti​fications and recertifications are required as of the time they would be required if the patient had been admitted to the hospital on the day he became entitled.  (The time limits for certification and recertification are computed from the date of entitlement instead of the date of admission.)  Other than the above mentioned exception, see §§ 3319-3329 for the applicable requirements for content, signature, and timing of certifications and recertifications.  For example, if a patient became entitled on September 1, 1968, but was admitted to a general hospital 1 week prior to that date, the certification was required no later than September l4; the first recertification no later than September 21; subsequent recertifications were required at intervals not to exceed 30 days.  Similarly, if a patient became entitled on March 1, 1983, but is admit​ted prior to that date, the first certification is required no later than March 12; the second no later ​than March 18, and so forth.


Certification and Recertification By Physicians

For Home Health Services
3326.
CONTENT OF THE PHYSICIAN'S CERTIFICATION.

Under both the hospital insurance and the supplementary medical insurance programs, no payment can be made for covered home health services unless a physician certifies that:

A.
The home health services are or were required because the individual is or was confined to his home (except when receiving outpatient services);

B.
The individual needed skilled nursing care on an intermittent basis or needed physical or speech therapy, or effective July 1, 1981 through November 30, 1981, needed occupational therapy;

C.
A plan for furnishing such services to the individual has been established and is periodically reviewed by a physician; and

D.
The services are or were furnished while the individual was under the care of a physician.

In addition, for services received under hospital insurance prior to July 1, 1981, the physician must also certify that services were needed to treat any

3-82
Rev. 1128

07-84
REQUIREMENTS FOR PAYMENT
3328

of the conditions for which the beneficiary received inpatient hospital or posthospital extended care services during the related hospital or extended care facility stay. Effective July 1, 1981, the prior inpatient stay require​ment for home health services under hospital insurance is eliminated.  Where services are provided under supplementary medical insurance, it is not neces​sary to relate the need for these services to a period of prior hospitalization or a stay in an extended care facility.

Since the certification is closely associated with the plan of treatment, the same physician who establishes the plan must also certify to the necessity for home health services.  Certifications must be obtained at the time the plan of treatment is established or as soon thereafter as possible.

See § 3315.1 for the effects of failure to certify or recertify.

3327.
METHOD AND DISPOSITION OF CERTIFICATIONS.

There is no requirement that the certification, or recertification discussed below, be entered on any specific form or handled in any specific way, as long as the intermediary can determine, where necessary, that the certification and recertification requirements are met.  The certification by the physician will be retained by the home health agency, but the agency must certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file in the agency when it forwards the request for reimbursement to the intermediary.

3328.  RECERTIFICATION.

Under both the hospital insurance and supplementary medical insurance programs, when services are continued for a period of time, the physician must recertify at intervals of at least once every 2 months that there is a continuing need for services and should estimate how long services will be needed.  The recer​ti​fi​ca​tion should be obtained at the time the plan of treatment is reviewed since the same interval (at least once every two months) is required for the review of the plan.  Effective December 1, 1981, the physician must recertify that an individual needs or needed skilled nursing care on an intermittent basis or physical or speech therapy or, in the case of an individual who has been furnished home health services based on such a need and who no longer has such a need for such care or therapy, needs or continues to need occupational therapy.  Recertifications must be signed by the physician who reviews the plan of treatment.  The form of the recertification and the manner of obtaining timely recertifications is up to the individual agency.
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3329.
DELAYED CERTIFICATION.

The home health agency should obtain certifications and recertifications as promptly as possible. Payment will not be made unless the necessary certi​fications have been secured. In addition to complying with the usual content requirements, delayed certifications and recertifications must include an expla​nation for the delay and any other evidence the agency considers necessary in the case.  The format of delayed certifications and recertifications and the method by which they are obtained, will be left to the agency.
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Certification and Recertification by Physicians

for Extended Care Services
3333.
CERTIFICATION AND RECERTIFICATION BY PHYSICIANS--EXTENDED CARE SERVICES.

Payment for covered posthospital extended care services may be made only if a physician makes the required certification and, where services are furnished over a period of time, the required recertification regarding the services furnished.

The skilled nursing facility is responsible for obtaining the required physi​cian certification and recertification statements and for retaining them in file for verifications, if needed, by the intermediary (or by the Health Care Financing Administration, if the skilled nursing facility deals directly with the government). The skilled nursing facility determines the method by which the physician certification and recertification statements are to be obtained.  There is no requirement that a specific procedure or specific forms be used, as long as the approach adopted by the facility permits a verification to be made that the certification and recertification requirement is in fact met.  Certification and recertification statements may be entered on or included in forms, notes, or other records a physician normally signs in caring for a patient, or a separate form may be used.  Except as otherwise specified (see § 3338), each certification and recertification statement is to be separately signed by a physician.

If the facility's failure to obtain a certification or recertification is not due to a question as to the necessity for the services, but rather to the physician's refusal to certify based on other grounds (e.g., he objects in principle to the concept of certification and recertification), the facility may not bill the program or the beneficiary for covered items or services.  The provider agreement which the facility files with the Secretary precludes it from charging the patient for covered items and services.

If a physician refuses to certify because, in his opinion, the patient does not require skilled nursing care on a continuing basis for a condition for which he was receiving inpatient hospital services, the services are not covered and the facility can bill the patient directly.  The reason for the physician's refusal to make the certifica​tion must be documented in the facility records.  For such documentation to be adequate, there must be some statement in the facility's records, signed by a physician or a responsible facility official, indicating that the patient's physician feels that the patient does not require skilled nursing care on a continuing basis for any of the conditions for which he was hospitalized.
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3334.
WHO MAY SIGN CERTIFICATION OR RECERTIFICATION

A certification or recertification statement must be signed by the attending physician or a physician on the staff of the skilled nursing facility who has knowledge of the case.

Ordinarily, for purposes of certification and recertification, a "physician" must meet the definition contained in § 3030.3.

3335.
CERTIFICATION

The certification must clearly indicate that posthospital extended care ser​vices were required to be given on an inpatient basis because of the individ​ual's need for skilled nursing care on a continuing basis for any of the con​ditions for which he was receiving inpatient hospital services, including ser​vices of an emergency hospital (§ 30l2) prior to transfer to the SNF.  Certifi​cations must be obtained at the time of admission, or as soon thereafter as is reasonable and practicable.  The routine admission procedure followed by a physi​cian would not be sufficient certification of the necessity for posthos​pital extended care services for purposes of the program.

If ambulance service is furnished by a skilled nursing facility, an additional certification is required. It may be furnished by any physician who has suffi​cient knowledge of the patient's case including the physician who requested the ambulance or the physician who examines the patient upon his arrival at the facility.  The physician must certify that the ambulance service was medically required.

3336.
RECERTIFICATIONS

The recertification statement must meet the following standards as to its con​tents:  it must contain an adequate written record of the reasons for continued need for extended care services, the estimated period of time the patient will need to remain in the facility, and any plans, where appropriate, for home care.  The recertification statement made by the physician has to meet the con​tent standards, unless, for example, all of the required information is in fact included in progress notes, in which case the physician's statement could indicate that the individual's medical record contains the required information and that continued posthospital extended care services are medically necessary.  A statement reciting only that continued extended care services are medically necessary is not, in and of itself, sufficient.

If the circumstances require it, the first recertification and any subsequent recertifications must state that the continued need for extended care services is for a condition requiring such services which arose after the transfer from the hospital and while the patient was still in the facility for treatment of the condition(s) for which he had received inpatient hospital services.
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Where the requirements for the second or a subsequent recertification are satis​fied by review of a stay of extended duration, pursuant to the utilization review plan, a separate recertification statement is not required.  It is suf​fi​cient if the records of the utilization review committee show consideration was given to the recertification content standards.

3337.
TIMING OF RECERTIFICATIONS

The first recertification must be made no later than as of the l4th day of inpatient extended care services.  An skilled nursing facility can, at its option, provide for the first recertification to be made earlier, or it can vary the timing of the first recertification within the l4-day period by diagnostic or clinical categories.  Subsequent recertifications must be made at intervals not exceeding 30 days. Such recertifications may be made at shorter intervals as established by the utilization review committee and the skilled nursing facility.

At the option of the skilled nursing facility, review of a stay of extended duration, pursuant to the facility's utilization review plan, may take the place of the second and any subsequent physician recertifications.  The skilled nursing facility should have available in its files a written description of the procedure it adopts with respect to the timing of recertifications.  The procedure should specify the intervals at which recertifications are required, and whether review of long-stay cases by the utilization review committee serves as an alternative to recertification by a physician in the case of the second or subsequent recertifications.

3338.
DELAYED CERTIFICATIONS AND RECERTIFICATIONS

Skilled nursing facilities are expected to obtain timely certification and recertification statements. However, delayed certifications and recertifica​tions will be honored where, for example, there has been an oversight or lapse.

In addition to complying with the content requirements, delayed certifications and recertifications must include an explanation for the delay and any medical or other evidence which the skilled nursing facility considers relevant for purposes of explaining the delay.  The facility will determine the format of delayed certification and recertification statements, and the method by which they are obtained.  A delayed certification and recertification may appear in one statement; separate signed statements for each certification and recertification would not be required as they would if timely certification and recertification had been made.

3339.
DISPOSITION OF CERTIFICATION AND RECERTIFICATION STATEMENTS

Skilled nursing facilities do not have to transmit certification and recertification statements to the intermediary or the Administration; instead, the facility must itself certify, in the admission and billing form, that the required physician certification and recertification statements have been obtained and are on file.
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Tuberculosis and Psychiatric Hospital Records
3345.
TUBERCULOSIS AND PSYCHIATRIC HOSPITAL RECORDS.

The law requires that psychiatric and tuberculosis hospital records contain certain specific information concerning the individual patient's condition and the nature of the treatment provided.

3345.1 
In the case of inpatient psychiatric hospital services the hospital records must show that the services were furnished to the patient during per​iods when he was receiving intensive treatment services, admission and related services necessary for a diagnostic study, or equivalent services.  As noted in § 3314, the physician recertification for inpatient psychiatric hospital services must include a statement that the hospital records so indicate.

3345.2 
In the case of inpatient tuberculosis hospital services the hospital records must show that the services were furnished to the patient during per​iods when he was receiving treatment (including diagnostic services) which could reasonably be expected to improve his condition or render it noncommuni​cable.  As noted in § 33l5, the physician recertification for inpatient tuber​culosis hospital services must include a statement that the hospital records so indicate.
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Certification and Recertification

for Outpatient Services
3350.
PHYSICIAN'S CERTIFICATION AND RECERTIFICATION FOR OUTPATIENT PHYSICAL THERAPY, OCCUPATIONAL THERAPY, AND SPEECH PATHOLOGY SERVICES.

A.
Content of the Physician's Certification.--No payment is made for out​patient physical therapy, occupational therapy, or speech pathology services unless a physician certifies that:

o
The services are or were furnished while the patient was under the care of a physician (see §3l48.2);

o
A plan for furnishing such services is or was established by the physician, physical therapist, occupational therapist, or speech pathologist and periodically reviewed by the physician (see §3148.3); and

o
The services are or were required by the patient.

Since the certification is closely associated with the plan of treatment, the same physician who establishes or reviews the plan must certify the necessity for the services. Certification is obtained at the time the plan of treatment is established or as soon thereafter as possible.  "Physician" means a doctor of medicine, a doctor of osteopathy (including an osteopathic practitioner), or a doctor of podiatric medicine legally authorized to practice by the State in which he performs the services.  In addition, physician certifications or recertifications by doctors of podiatric medicine must be consistent with the scope of the professional services provided by a doctor of podiatric medicine as authorized by applicable State law, and the policy of the institution or agency with respect to which the services are performed.

B.
Recertification.--When outpatient physical therapy, occupational ther​apy, or speech pathology services are continued under the same plan of treat​ment for a period of time, the physician must recertify at intervals of at least once every 30 days that there is a continuing need for such services and estimate how long services are needed. The recertification is obtained at the time the plan of treatment is reviewed since the same interval (at least once every 30 days) is required for the review of the plan.  Recertifications must be signed by the physician who reviews the plan of treatment.  The form of the recertification and the manner of obtaining timely recertification is up to the individual provider.

C.
Method and Disposition of Certifications.--There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way as long as the fiscal intermediary or carrier can deter​mine, where necessary, that the certification and recertification requirements are met.  The certification by the physician is retained by the provider, but the provider must certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file when it forwards the request for reimbursement to you.

D.
Delayed Certification.--(See §3323.)
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3360.
PARTICIPATION OF HEALTH MAINTENANCE ORGANIZATIONS (HMO'S) IN MEDICARE.

Section 1876 of the Social Security Act permits a Medicare beneficiary eligible for Part A and Part B, or Part B only, to choose to have covered items and services furnished through a health maintenance organization (HMO), by enrol​ling in a qualified organization which has entered into a contract with the Secretary to participate as an HMO under Medicare. An HMO is defined, for Medicare purposes, as a public or private organization which provides either directly or through arrangements with others, a comprehensive range of health services to enrolled members who live within a specified service area, on a predetermined periodic rate or periodic per capita rate basis without regard to the frequency or extent of covered services furnished to any particular member, and which meets other statutory requirements.  An HMO's service area is defined as the geographic area in which the HMO offers the full range of its services to its members.  It may be distinguished from the HMO's enrollment area which may include locations outside the HMO's service area where it offers less than its full range of services (e.g., an HMO may cover house calls in emergencies in its service area, but not for members who live outside the service area).

A.
Mature and Developing HMO's.--Under regulations published in the Federal Register July 2, 1975, organizations may qualify for participation under Medicare as either mature or developing HMO's.  A "mature HMO" refers to an organization which has a current enrollment of at least 5,000 members; provides all health services covered under Part A and Part B that are available to nonmembers in the HMO's service area; and which meets all the applicable qualification requirements set forth in sections 405.2003-405.2012 of Subpart T of Regulations No. 5, including requirements related to operating history, composition of membership, range services, etc.  An organization which does not meet all the applicable statutory and regulatory requirements for a "mature HMO," may still qualify for participation under Medicare as a "developing HMO" if it meets certain less demanding requirements established in the regulations and demonstrates the capability of meeting the full statutory and regulatory requirements for a "mature HMO" within 3 years.  For example, the regulations do not require developing HMO's to furnish the comprehensive range of covered services that mature HMO's are required to provide.  (This 3-year time require​ment may be waived by the Secretary for good cause.)

B.
Cost-Basis and Risk-Basis HMO's.--For reimbursement purposes, a distinction is made between HMO's which contract with the Medicare program on an incentive (or risk) basis and those which contract on a costbasis.  A cost-basis HMO is either a mature or developing HMO which enters into a cost reimbursement contract with the Secretary under section 1876 of the act.  Such HMO's are reimbursed by the Medicare program for the reasonable cost of providing covered items or services to Medicare
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enrollees.  On the other hand, a risk-basis HMO is a mature HMO which meets additional size and experience requirements (e.g., where the HMO serves an urban geographic area it must have a current enrollment of at least 25,000 prepaid members) and elects to enter into an incentive reimbursement contract with the Secretary (for additional information on the size and experience requirements for risk-basis HMO's, see section 405.2004(a) (1) and (a) (2) of Subpart T of Regulations No. 5).  Such HMO's are reimbursed by the Medicare program on the basis of a comparison of the HMO's incurred cost and the Adjusted Average Per Capita Cost (AAPCC) which is the average cost of providing covered items or services in the HMO's enrollment area to Medicare benefici​aries not enrolled in the HMO, actuarially adjusted to reflect the makeup of the HMO's Medicare enrollment.  If the risk-basis HMO's incurred cost is less than the AAPCC, the HMO may earn a "savings" up to prescribed limits; if the risk-basis HMO's incurred cost exceeds the AAPCC, the HMO absorbs the "loss" which may be carried forward and offset against future savings.  (See §3360A for definitions of mature and developing HMO's.)

A risk-basis HMO must assume financial responsibility for a wider range of services for its enrollees than is required of a cost-basis HMO.  A mature HMO that opts for a cost reimbursement contract is required to furnish its Medicare enrollees directly, or through arrangements, all of the Part A and Part B items and services covered under Medicare which are available to individuals (nonen​roll​ees) residing in the organization's service area.  On the other hand, a risk-basis HMO must provide the same range of covered Medicare services re​quired of cost-basis, mature HMO's, and must also assume financial responsi​bility for covered items and services furnished to its Medicare enrollees by a physician, supplier, or provider of services outside HMO, even in the absence of the HMO's prior approval, where such services are:  (1) emergency services (see § 3360.1A); or (2) urgently needed services (see §3360.1B) furnished to enrollees while they are temporarily absent (see §3360.1B) from the HMO's service area; or (3) other covered Medicare items or services which are determined by the Secretary not to have been made reasonably available by the HMO to its Medicare enrollees (see §3360.1C).

C.
In-Plan and Out-of-Plan Services.--For purposes of these instructions, covered items or services furnished Medicare enrollees by an HMO, either directly through its facilities or through arrangements with others, are termed "in-plan".  Where covered items or services are provided by a physician, sup​plier of services, or provider of services outside the HMO, such items or services are termed "out-of-plan".

D.
Source of Covered Services.--The type of Medicare reimbursement con​tract (see § 3360C) which an HMO has with the Secretary is important to a beneficiary because those beneficiaries enrolled in risk-basis HMO's can have payment made by Medicare only for covered services they receive through the HMO, and for emergency services, urgently needed services,
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and other covered services which the Secretary determines have not been made reasonably available by the HMO (see §3360.1).  Such a beneficiary is referred to as a "restricted" beneficiary.  However, if the beneficiary moves out of the HMO's enrollment area, this restriction ceases to apply the month following the month in which he moves. The beneficiary then has the same status as a benefi​ciary enrolled in a cost-basis HMO.

Beneficiaries enrolled in cost-basis HMO's can have payment made for covered services they recieve through the HMO or from sources other than the HMO.  Such a beneficiary is referred to as an "unrestricted" beneficiary.

3360.1
Definition of Emergency, Urgently Needed, and Other Covered Services.-

A.
  Emergency Services.--Emergency services are covered inpatient or outpatient medical and other health services provided by an appropriate source within or outside the HMO's service area, which may not be delayed until facil​i​ties or suppliers of services of the HMO (or alternatives) authorized by the HMO) can be used without possible serious effects on the health of the patient. Such services must be or must appear to be needed immediately to prevent the death of the enrollee or serious impairment of his health, and are considered emergency services as long as the transfer of the enrollee to the appropriate provider of services of the HMO (including those with which the health mainten​ance organization has an arrangement) or an alternative designated by the HMO is precluded because of the risk to the enrollee's health, or the distance and nature of illness involved would make such transfer unreasonable.

B.
Urgently Needed Services.--Urgently needed services are covered ser​vices which enrollees require in order to prevent a serious deterioration in their health while they are temporarily absent from the HMO's service area.  While the immediacy of need for these services is not as great as it is for emergency services, the medical need is such that the provision of medical services cannot be delayed until the enrollee returns to a place where he could receive the HMO services.  In this context, the term, "temporarily absent," refers to circumstances, such as a vacation trip, where the enrollee has left the HMO's service area, but intends to return within a reasonable period of time.  An enrollee whose primary place of residence is in either the HMO's service area or enrollment area, but who resides in a temporary home elsewhere for a number of weeks up to a reasonable limit that may be established by the HMO, would also be considered temporarily absent from the HMO's service area during those periods of time when such enrollee is residing in the temporary home.

C.
Other Covered Services.--Other covered services are services which are determined by the Secretary not to have been made reasonably available by the HMO to its Medicare enrollees.
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3360.2
Intermediary Involvement With Reimbursement for HMO Services.--Ser​vices for HMO members who are Medicare beneficiaries are reimbursed either through the HMO itself or through the intermediary.  The HMO may select from a number of options the one method by which its bills will be handled.  Intermediaries will receive admission notices for all Medicare inpatient services for enrolled members of HMOs (see §§3555ff.).  The jurisdiction of the subsequent inpa​tient bills is indicated in the "R-trailer" of the query reply.  The intermedi​ary will also determine jurisdiction of forms HCFA-1483 from information in the query reply (§3555.2).  The contents of the "R-trailer" are described in §3512.8.

In addition to the option codes in the R-trailer, the intermediary will have a listing (See §3558), which shows which providers of services have arrange​ments with a particular HMO, or are owned by a particular HMO.  If the services were furnished by a provider, owned by, or having an arrangement with the bene​ficiary's HMO, the intermediary will assume that the services were furnished in-plan.

If the services are out-of-plan and the R-trailer shows Codes A or B, the intermediary will refer to its HMO service area directory to help develop whether a service might be covered as being urgently needed if the emergency requirements are not met.

Intermediary actions in relation to query responses and receipt of Part A bills are described in §§3555ff.

When the HMO has jurisdiction of its bills, HCFA makes the interim capitation payments to the HMO, a periodic accounting, and an end-of-year adjustment.

When the intermediary has jurisdiction over bills for services to HMO members, the intermediary processes the bills (including services in HMO-owned facili​ties) in the same manner it presently processes bills for non-HMO benefici​aries.  If the intermediary or HMO has jurisdiction over bills for services in an HMO-owned facility, the facility must have a provider number (the same as any other provider not owned by an HMO).
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COMPREHENSIVE OUTPATIENT REHABILITATION FACILITIES
3370.
PAYMENT FOR SERVICES FURNISHED BY COMPREHENSIVE OUTPATIENT REHABILITA​TION FACILITIES (CORFs)

3370.1
General--The Omnibus Reconciliation Act of 1980 (Public Law 96-499, Section 933) defines CORFs (Comprehensive Outpatient Rehabilitation Facilities) as a distinct type of Medicare provider and adds CORF services as a new benefit under Medicare Part B.

CORFs certified as meeting health, safety, and other standards prescribed by the Secretary will be eligible for reimbursement by a fiscal intermediary for the services it renders on a reasonable cost basis.  Diagnostic and therapeutic services furnished to an individual patient by a physician are not CORF physi​cian services.  If covered, these services will be reimbursed on a reasonable charge basis by the area carrier subject to the physician reimbursement limita​tion on services furnished in an outpatient setting.

3370.2
Intermediary Designations--CORFs associated with a certified provider facility will be reimbursed by the provider's current intermediary.  However, for all "free standing" or independent CORFs, HCFA has designated the following intermediaries.  Except as noted below, CORFS will be serviced by the designated intermediary in its State.

STATE
INTERMEDIARY
Alabama
Blue Cross and Blue Shield of Alabama

Alaska

Blue Cross and Blue Shield of Washington and Alaska

Arizona
Blue Cross and Blue Shield of Arizona, Inc.

Arkansas
Arkansas Blue Cross and Blue Shield, Inc.

California
Blue Cross of California (Woodland Hills)

Colorado
Blue Cross of Colorado

Connecticut
Aetna

Delaware
Blue Cross of Delaware
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District of Columbia
Group Hospitalization, Inc.

(Washington, D.C.)

Florida
Blue Cross & Blue Shield of Florida, Inc.

Georgia
Blue Cross of Georgia/Columbus, Inc.

Hawaii
Hawaii Medical Service Association

Idaho

Blue Cross of Idaho Health Services

Illinois

Health Care Service Corporation

(Chicago, Ill)

Indiana
Mutual Hospital Insurance, Inc.

(Indianapolis, Inc.)

Iowa

Blue Cross of Iowa, Inc.

Kansas
Blue Cross of Kansas, Inc.

Kentucky
Blue Cross and Blue Shield of Kentucky, Inc.

Louisiana
Blue Cross of Louisiana (Louisiana Health Service and Indemnity Co.)

Maine

Associated Hospital Service of Maine

Maryland
Blue Cross of Maryland, Inc.

Massachusetts
Aetna

Michigan
Blue Cross and Blue Shield of Michigan

Minnesota
Blue Cross of Minnesota

Mississippi
Blue Cross and Blue Shield of Mississippi, Inc.

Missouri
Blue Cross Hospital Service, Inc., of Missouri (St. Louis, Missouri)
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Montana
Blue Cross of Montana

Nebraska
Mutual of Omaha Insurance Company

Nevada
Aetna

New Hampshire
New Hampshire-Vermont Health Service, Inc.

New Jersey
The Prudential Insurance Company of America

New Mexico
New Mexico Blue Cross and Blue Shield, Inc.

New York
Blue Cross and Blue Shield of Greater New York

North Carolina
Blue Cross and Blue Shield of

North Carolina

North Dakota
Blue Cross of North Dakota

Ohio

Hospital Care Corporation (Cincinnati, Ohio)

Oklahoma
Blue Cross and Blue Shield of Oklahoma

Oregon
Blue Cross of Oregon

Pennsylvania
Blue Cross of Western Pennsylvania (Pittsburgh)

Puerto Rico
Cooperativa de Seguros De Vidas

Rhode Island
Hospital Service Corporation of

Rhode Island

South Carolina
Blue Cross and Blue Shield of

South Carolina

South Dakota
Blue Cross of Western Iowa and

South Dakota
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Tennessee
Blue Cross and Blue Shield of Tennessee

(Chattanooga, Tennessee)

Texas

Group Hospital Service, Inc.

(Dallas, Texas)

Utah

Blue Cross of Utah

Vermont
New Hampshire-Vermont Health Services, Inc.

Virginia
Blue Cross of Virginia (Richmond, VA)

Virgin Islands
Cooperativa de Seguros De Vidas

Washington
Blue Cross of Washington and Alaska

West Virginia
Blue Cross Hospital Service, Inc.

(Charleston, West Virginia)

Wisconsin
Blue Cross/Blue Shield United of Wisconsin

Wyoming
Blue Cross of Wyoming

Certain designated intermediaries will service CORFs across State lines in keeping with their longstanding service areas in the following cases.

Group Hospitalization, Inc.--services the District of Columbia; Prince Georges and Montgomery Counties in Maryland; Arlington County, Fairfax County, and the cities of Alexandria, Falls Church and Fairfax in Virginia.

Blue Cross of Western Iowa and South Dakota--services all of South Dakota and 26 counties in Iowa.

Oregon Blue Cross--services Oregon and Clark County in Washington, a suburb of Portland.

St. Louis Blue Cross--services Missouri, and Johnson and Wyandotte Counties in Kansas

Chattanooga Blue Cross--services Walker, Dade and Catossa Counties in Georgia.
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