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BILL REVIEW
3630.2

3630.
SKILLED NURSING FACILITIES

The requirements for processing hospital bills (inpatient Part A, inpatient Part B, and outpatient) apply to bills from SNFs.  (See §§3600-3628.)  In addition, the following requirements are applicable.

Occurrence code 70 is used to indicate qualifying stay dates involving Part A claims for SNF level of care only.  This code indicates that the dates shown are for a hospital stay of at least 3 days which qualifies the patient for payment of the SNF level of care services billed.

Verify that you have received a hospital bill that permits SNF coverage.  If you have not received a bill, process the claim on the assumption that the SNF bill is correct.  Diary for development if a hospital bill is not received within 90 days.

3630.1
Processing Beneficiary Demand Bills for Noncovered Admissions.--A SNF must comply with a beneficiary's written request that the SNF bill Medicare for services that the SNF considers to be noncovered.  A beneficiary's guardian, relative, or authorized representative may file the request if the beneficiary is incapable of doing so.  (See 42 CFR 424.36.)

If the bill relates to a noncovered admission, the SNF must submit the bill in the next billing cycle. It shows the charges as noncovered and reports condition code 20 to indicate the beneficiary thinks the services are covered.  Process the bill, including MR, as described in §3900.1B.  Provide the appropriate) on every demand bill received.

If the SNF reports condition code 21, the bill is not a demand bill.  The bill is submitted to obtain a denial notice for Medicaid or another insurer.  Process these bills in accordance with §3900.1C. Provide the appropriate letter to the beneficiary and SNF.

3630.2
Processing Beneficiary Demand Bills for Continued Stay Denials.--Where the SNF believes that a covered level of care has ended, but the beneficiary disagrees, the SNF reports occurrence code 21 (UR notice received) or 22 (active care ended) as applicable.  Condition Code 20 indicates the beneficiary  believes the services are covered beyond that date.  The SNF reports the days and charges after the occurrence code 21 or 22 date as noncovered.

Process the bill, including MR, as described in §3900.1B.  Provide the appropriate notice to the beneficiary and SNF (allowance or denial with appeal rights) on every demand bill received.

See §3723 if you decide coverage is appropriate for the period the beneficiary disputes.
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3630.3
Processing Beneficiary Complaints and Inquiries Regarding Demand Bills.--Search your files to determine if a bill has been submitted when you receive an inquiry or complaint regarding a demand bill.  Advise the beneficiary of the status or disposition of the bill if located.  If the bill has received:

o
Advise the beneficiary (or person acting on his/her behalf) that the SNF will be requested to submit a bill and that they will receive either a copy of the bill or notice that it has been submitted from the SNF.  Notify the beneficiary of the Medicare decision after the bill has been reviewed.  Beginning October 1, 1989, the beneficiary is not required to pay for services which could be covered by Medicare until a Medicare decision is made.  The SNF must refund monies collected if the beneficiary has paid the bill and if Medicare determines the care is covered.  (See §3723 for reversal letter.)

o
Request the SNF to submit the bill, medical evidence, and a copy of the beneficiary denial notice within 5 work days of your request.  (See §3723.1 for request letter.)

o
Follow-up by telephone, if necessary, until the bill and information are received.

o
Refer SNFs to the State Survey Agency, through the RO, if there are repeated complaints from beneficiaries about noncompliance with requests to submit bills to Medicare.

o
Refer to §3439.2 for reporting requirements.

3630.4
Billing for No-Payment Days to Report a Change in Level of Care.-A SNF must submit a single bill when benefits have been exhausted and there is a reduction in the level of care from the SNF level to a noncovered level of care.  The reduction must be reported as it could signal the imminent end of the spell of illness.  (See §3624.A.)  Another no-payment bill is required if the beneficiary again receives SNF level care as this could extend an existing spell of illness. 

A SNF must submit a no-payment bill when there is a change in the level of care regardless of whether the no-payment days will be paid by Medicaid or a supplemental insurer.  When a change in level of care occurs after exhaustion of a beneficiary's covered days of care, the SNF must submit the no-payment bill in the next billing cycle.

Change in level of care bills must include all previously unbilled days for the SNF for that spell of illness.  The date of the change must be entered with occurrence code 22, date active care ended.
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3631.
HCPCS FOR HOSPITAL OUTPATIENT RADIOLOGY SERVICES AND OTHER DIAGNOSTIC PROCEDURES

A.
General.--The Omnibus Budget Reconciliation Act (OBRA) of 1987 established payment limitations for radiology services and other diagnostic procedures furnished by a hospital on an outpatient basis.  This Act instituted §§1833(a)(2)(E) and 1833(n) of the Social Security Act.  Section 9343(g) of OBRA 1986 requires hospitals to report claims for outpatient services using HCPCS.

B.
Definitions and Effective Dates.--HCPCS must be used for billing radiology services provided after September 30, 1988 and for other diagnostic procedures provided after September 30, 1989.  Radiology services include diagnostic and therapeutic radiology, nuclear medicine, CT scan procedures, magnetic resonance imaging services, ultra-sound, and other imaging procedures.  

C.
Billing.--The billing format is similar to that for clinical diagnostic laboratory tests.  

Acceptable HCPCS codes for radiology and other diagnostic services are taken primarily from the CPT-4 portion of HCPCS.

1.
Revenue Codes.--

a.
Radiology Codes.--HCPCS codes for radiology must be reported under one of the following revenue codes: 

32x Radiology-Diagnostic        

333 Radiology-Therapeutic

34x Nuclear Medicine            

35x CT Scan


40x Other Imaging Services      

61x MRI
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Do not accept claims for radiology HCPCS codes that are reported under revenue codes other than those listed above.  
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EXCEPTION:

Radiopharmaceuticals listed in §3631C.3.h may be reported with revenue code 636. 

NOTE:
HCPCS codes for radiology are not billed under revenue code 28x.

HCPCS codes for radiology services subject to the radiology payment limit are listed in Addendum I.
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The radiology payment limit includes pharmacy, anesthesia, and supplies used in connection with radiology services.  Hospitals may bill such services as part of the amount for the radiology procedure under revenue codes 32x, 333, 34x, 35x, 40x, or 61x, or separately, under the incident-to-radiology revenue codes for pharmacy (255), anesthesia (371), or supplies (621), if this facilitates hospital accounting.  If reported separately, charges for pharmacy, anesthesia, and supplies must be reported on the same bill as the radiology procedure.  Do not accept late charge bills for these services reported separately.  (Hospitals must submit adjustments to the bill which included the radiology procedure.)
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NOTE:
There are some exceptions to the reporting of radiology procedures and these are listed under subsection 3 (Special Billing Instructions).
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b.
Other Diagnostic Procedure Codes.--HCPCS codes for other diagnostic services subject to the other diagnostic payment limit are identified in Addendum K.  Following is the list of HCPCS codes from Addendum K and the revenue codes under which they must be reported.  Install edits to insure that any time hospitals bill a HCPCS code from column 2, it is reported with its corresponding revenue code from column 1.

Revenue Codes
               
Other Diagnostic Procedure Codes
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46x Pulmonary Function

     94010, 94060, 94070, 94200, 94240, 

                                                             94250, 94260, 94350, 94360, 94370, 

                                                             94375, 94400, 94450, 94620, 94680, 

                                                             94681, 94690, 94720, 94725, 94750, 

                                                             94760, 94761, 94762, 94770

471 Audiology, Diagnostic
       92541, 92542, 92543, 92544, 92545, 
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                                                             92546, 92547, 92548, 92552, 92553, 

                                                             92555, 92556, 92557, 92561, 92562, 

                                                             92563, 92564, 92565, 92567, 92568, 

                                                             92569, 92571, 92572, 92573, 92575, 

                                                             92576, 92577, 92579, 92582, 92583, 

                                                             92584, 92585, 92587, 92588, 92589, 

                                                             92596
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480
Cardiology, Gen. Class
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                                                             93314, 93315, 93317, 93320, 93321, 

                                                             93325, 93350, 93600, 93602, 93603, 

                                                             93607, 93609, 93610, 93612, 93615, 

                                                             93616, 93618, 93619, 93620, 93624, 

                                                             93631, 93640, 93641, 93642

480  Cardiology, Gen. Class 

93501, 93505, 93510, 93511, 93514,

    
or





93524, 93526, 93527, 93528, 93529,     

481  Cardiology, Cardiac        
93539, 93540, 93541, 93542, 93543, 

Cath. Lab.



93544, 93545, 93555, 93556, 93561, 

93562, Q0035

482  Cardiology, Stress


93017

Test  

73x  EKG/ECG,                   

93268, 93278, G0004, G0015

Electrocardiogram
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730  EKG/ECG, Gen. Class           93005, 93024, 93041 

731  Holter Monitor


93225, 93226, 93231, 93232, 93236 

732  EKG/ECG, Telemetry

93012

74x  EEG
 



       95812, 95813, 95816, 95819, 95822, 

                                                               95824, 95827, 95829, 95920, 95933, 

                                                               95950, 95951, 95953, 95954, 95955, 

                                                               95956, 95957, 95958, 95961, 95962

6-176.2
Rev.1717 

07-97
BILL REVIEW
3631 (Cont.)

Revenue Codes
            
   Other Diagnostic Procedure Codes
74x  EEG, or




95805, 95807, 95808, 95810

920  Other Diagnostic

Services, Gen. Class

75x  Gastro-Intestinal   


91000, 91010, 91011, 91012, 91020, 

Services                   

91030, 91032, 91033, 91052, 91055,

91060, 91065, 91122

920  Other Diagnostic Services, 
51736, 51741, 51792, 51795, 51797, 

Gen. Class                 

54250, 59020, 59025, 92060, 92065, 
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92081, 92082, 92083, 92235, 92240,

                                                                92250, 92265, 92270, 92275, 92283, 

                                                                92284,  92285, 92286

921  Other Diagnostic Services,
54240, 93721, 93731, 93732, 93733,

 

Peripheral Vascular Lab.

93734, 93735, 93736, 93737, 93738, 

                                                                93740, 93770, 93875, 93880, 93882, 

                                                                93886, 93888, 93922, 93923, 93924, 

                                                                93925, 93926, 93930, 93931, 93965, 

                                                                93970, 93971, 93975, 93976, 93978, 

                                                                93979, 93980, 93981, 93990

922  Other Diagnostic Services,
95858, 95860, 95861, 95863, 95864,

    
Electromyelogram


95867, 95868, 95869, 95872, 95875,
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95900, 95903, 95904, 95921, 95922, 
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                                                                95923, 95925, 95926, 95927, 95930, 

                                                                95934, 95936, 95937

924  Other Diagnostic Services,
95004, 95024, 95027, 95028, 95044,

Allergy Test



95052, 95056, 95060, 95065, 95070,

95071, 95078

If you receive a bill with one of the above HCPCS codes, it must be reported under the listed revenue code.  
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The above revenue codes are used for the reporting of other diagnostic services.  When hospitals bill outpatient services under these revenue codes, they must report HCPCS codes.  However, do not edit the above listed revenue codes to require only the specific other diagnostic services HCPCS codes shown above.  Procedure codes not listed above may be billed under these revenue codes.  Not all diagnostic HCPCS codes are included in the above list because not all are subject to the other diagnostic payment limit.
NOTE:
Other diagnostic HCPCS codes that are non-reportable are listed in §3627.10.

The payment limit for other diagnostic services includes pharmacy, anesthesia, and supplies used in connection with other diagnostic services.  Hospitals may bill such services as part of the amount for the other diagnostic procedure under revenue codes 46x, 471, 480, 481, 482, 73x, 730, 731, 732, 74x, 75x, 920, 921, 922, or 924, as specified in the above list, or separately, under the incident-to-other diagnostic services revenue codes for pharmacy (254), anesthesia (372), or supplies (622), if 

Rev.1717
6-177

3631 (Cont.)
BILL REVIEW
07-97

this facilitates hospital accounting.  Hospitals may not use general revenue codes for pharmacy (250), anesthesia (370), or supplies (270) for billing those services incident to other diagnostic procedures subject to the payment limit.    
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If hospitals bill separately for the pharmacy, anesthesia, and supplies, they must report them on the same bill as the other diagnostic procedure.  Do not accept late charge bills for these services reported separately.  (Hospitals must submit adjustments to the bill which included the other diagnostic procedure.)

2.
Unit Field Edits.--

a.
Three Unit Limit.--Excluding the services identified in section b below, edit the corresponding unit field of each line item on the HCFA-1450 for the following services to insure that the value of the unit field is not greater than three:

o
Outpatient radiology services with revenue code 32x, 333, 34x, 35x, 40x, 

or 61x; and

 



o
Other diagnostic services subject to the payment limit (Addendum K).

Except for certain cases listed below, you must return/suspend any bills for these services that report unit field values greater than three.   

b.
Exclusions to the Three Unit Limit.--Edit the corresponding unit field of revenue code 922 on bills submitted for the following HCPCS codes to insure that the value of the unit field is not greater than twelve:

95900

95904


95937

Edit the unit field of bills submitted for the following HCPCS codes to insure that the number of units being billed does not exceed the number of days in the from/through period on the bill:

77331         77332          77333          77334

77336         77401          77402          77403

77404         77406          77407          77408

                


77409         77411          77412          77413

77414         77416          77417          77499

79200         79300          79400          79420

79440         93012          93041          94010

c.  Edit Exceptions.--If more than the allowed number of units are billed, return/suspend the bill and verify with the provider the actual number of times the procedure was performed.  You may select the most efficient method of verification that is appropriate for your operation.  It may be done manually, for example, by calling the provider on the phone or sending a written request, or electronically, if your system has the capability of querying a provider electronically and registering a response.  Electronic billers may respond to requests for verification by utilizing the remarks field if your system is capable of retrieving data from this field.   If the provider verifies that the number of units billed is the actual number performed, make payment.  If the provider cannot verify that the number of units billed is the number performed, deny payment.

6-178
Rev.1717

07-97
BILL REVIEW
3631 (Cont.)

3.
Special Billing Instructions.--

a.
Aborted Procedure.--When a procedure is not completed, hospitals bill an unlisted code showing the actual charges for radiology services and for other diagnostic procedures.

b.
Combined Procedures (Radiology).--There are no separate codes covering certain combined procedures, (e.g., a hand and forearm included in a single x-ray).  In this case, hospitals use the code with the higher fee schedule amount for the two procedures.

c.
Radiation Treatment Delivery.--Hospitals do not bill weekly treatment management services (codes 77419, 77420, 77425, 77430, and 77431).  Instead, they bill for radiation treatment delivery (codes 77401-77404, 77406-77409, 77411-77414, and 77416).  They also bill for therapeutic radiology port film (code 77417) which was previously a part of the weekly services.  Hospitals enter the number of services in the units field.

d.
"On Call" Charges.--These are not billed separately.  The appropriate code for the performed procedures must be reported.  Codes related to on call personnel may be included on the cost report and may be spread across individual charges related to the personnel.

e.
Portable Equipment (e.g., C-Arm, Swing Arm, etc.).--When procedures are performed using portable equipment, hospitals bill using the appropriate code for the procedure.  Additional charges for use of portable equipment should not be submitted.  (See §3631.C.3.j for transportation services to a site by van or other vehicle.)

f.
Payment for Contrast Material Other Than Low Osmolar Contrast Material (LOCM) (Radiology).--When a hospital provides a radiology procedure with contrast material, the CPT-4 code that indicates "with" contrast material is billed.  If the coding does not distinguish between "with" and "without" contrast material, the hospital uses the available code.

Contrast material other than LOCM may be billed separately in addition to the radiology procedure, or it may be billed as part of the amount for the radiology procedure.  If the hospital bills separately for the contrast material and the hospital’s charge for the procedure includes a charge for contrast material, the hospital must adjust the charge for the procedure to exclude any amount for the contrast material. Regardless of the billing method used, charges are subject to the radiology payment limit.


If billing separately, hospitals use revenue code 255 (drugs incident to radiology and subject to the payment limit) and they must report the charges on the same bill as the radiology procedure.  Do not accept late charge bills.

g.
Payment for Low Osmolar Contrast Material (Radiology).--Pay for LOCM on a reasonable cost basis (in addition to payment made for the radiology procedure) when it is used in the following situations:

               

(1) 
In all intrathecal injections.  The applicable HCPCS codes for such injections are:

70010    70015    72240     72255     72265     72270     72285     72295; or

               

(2)  
In intravenous and intra-arterial injections only when certain medical conditions are present in an outpatient.  Hospitals must document the existence of these characteristics by reporting at least one of the following medical conditions in item 67 (principal diagnosis code) or items 68 through 75 (other diagnosis codes) of the HCFA-1450:

Rev.1717
6-178.1

3631 (Cont.)
BILL REVIEW
07-97

o
A history of previous adverse reaction to contrast material.  The applicable ICD-9-CM codes are V14.8 and V14.9.  The conditions which should not be considered adverse reactions are a sensation of heat, flushing, or a single episode of nausea or vomiting.  If the adverse reaction occurs on that visit with the induction of contrast material, codes describing hives, urticaria, etc., should also be present, as well as a code describing the external cause of injury and poisoning, E947.8; 
o
A history or condition of asthma or allergy.  The applicable ICD-9-CM codes are V07.1, V14.0 through V14.9, V15.0, 493.00, 493.01, 493.10, 493.11, 493.20, 493.21, 493.90, 493.91, 495.0, 495.1, 495.2, 495.3, 495.4, 495.5, 495.6, 495.7, 495.8, 495.9, 995.0, 995.1, 995.2, and 995.3;

o
Significant cardiac dysfunction including recent or imminent cardiac decompensation, severe arrhythmia, unstable angina pectoris, recent myocardial infarction, and pulmonary hypertension.  The applicable ICD-9-CM codes are 

402.00, 402.01, 402.10, 402.11, 402.90, 402.91;

404.00, 404.01, 404.02, 404.03;

404.10, 404.11, 404.12, 404.13;

404.90, 404.91, 404.92, 404.93;

410.00, 410.01, 410.02, 410.10, 410.11, 410.12;

410.20, 410.21, 410.22, 410.30, 410.31, 410.32;

410.40, 410.41, 410.42, 410.50, 410.51, 410.52;

410.60, 410.61, 410.62, 410.70, 410.71, 410.72;

410.80, 410.81, 410.82, 410.90, 410.91, 410.92;

411.1, 415.0, 416.0, 416.1, 416.8, 416.9;

420.0, 420.90, 420.91, 420.99, 424.90, 424.91;


424.99, 427.0, 427.1, 427.2, 427.31, 427.32; 

427.41, 427.42, 427.5, 427.60, 427.61, 427.69; 

427.81, 427.89, 427.9, 428.0, 428.1, 428.9, 429.0; 


429.1, 429.2, 429.3, 429.4, 429.5, 429.6, 429.71;


429.79, 429.81, 429.82, 429.89, 429.9, 785.50, 785.51, and 785.59;
o
Generalized severe debilitation.  The applicable ICD-9-CM codes are 203.00, 203.01, all codes for diabetes mellitus, 518.81, 585, 586, 799.3, 799.4, and V46.1; or 

o
Sickle Cell disease.  The applicable ICD-9-CM codes are 282.4, 282.60, 282.61, 282.62, 282.63, and 282.69.
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HCPCS codes are required when billing for LOCM.  When the conditions in (1) or (2) above are met, hospitals report one of the following HCPCS codes as appropriate:

1/1/92

Through

Effective 

12/93

1/1/94
Q0105       
A4644
Supply of low osmolar contrast material (100-199 mgs of iodine);

Q0106       
A4645   
Supply of low osmolar contrast material (200-299 mgs of iodine);                                                        or

Q0107

A4646
Supply of low osmolar contrast material (300-399 mgs of iodine).

The revenue code for billing LOCM is 636.  If the hospital’s charge for the radiology procedure includes a charge for the contrast material, the hospital must adjust the charge for the procedure to exclude any amount for the contrast material.

When the HCPCS codes for LOCM are billed, your system must edit for the intrathecal injection procedure codes and for the above ICD-9-CM codes to determine appropriate PS&R calculation at cost settlement.  If an intrathecal procedure code is present, or if at least one of the ICD-9-CM codes is present, your system must calculate payment based on reasonable cost.  

If an intrathecal procedure code is not present, or one of the above ICD-9-CM codes is not present, your system must deny payment for the LOCM.  In these instances, LOCM is not covered, and hospitals are not to bill LOCM as part of the radiology procedure, nor are they to bill it separately with revenue code 636 or separately with revenue code 255.

Noncovered charges may be billed to the Medicare beneficiary only if the beneficiary received written notice of noncoverage prior to the service being provided.  (See §3439.1.)

h.
Payment for Radiopharmaceuticals.--Pay for radiopharmaceuticals on a reasonable cost basis.  Do not apply the radiology payment limit.  HCPCS codes are required for billing.  Hospitals report HCPCS codes 79900, A4641, A4642, A9500, A9503, and A9505, as appropriate, with revenue codes 333, 34x, or 636.  

NOTE:
Hospitals are not to bill HCPCS code 78990.  This code is not valid for Medicare and has been replaced with code A4641. For services beginning October 1, 1996, the Outpatient Code Editor will identify code 78990 as non-reportable.

EXCEPTION:

HCPCS codes 77781, 77782, 77783, and 77784 include payment for the radiopharmaceutical in the technical component.  When these procedures are performed, do not make additional payments for radiopharmaceutical codes 79900, A4641, A4642, A9500, A9503, and A9505.  Install edits to insure that codes 79900, A4641, A4642, A9500, A9503, and A9505 are rejected when they are billed for supplies used in conjunction with procedure codes 77781, 77782, 77783, and 77784.
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i.
Payment for IV Persantine.--Pay for the drug IV Persantine on a reasonable cost basis when used in conjunction with nuclear medicine and cardiovascular stress testing procedures furnished in hospital outpatient departments.  In cases where the radiology or cardiovascular stress testing procedure being performed is subject to a payment limit, do not apply the limit to IV Persantine.  Make separate cost-based payments for IV Persantine in addition to payments made for the procedure.  When billing for IV Persantine, HCPCS coding is required.  Hospitals report HCPCS code J1245 (Injection, Dipyridamole, per 10 mg.) with revenue code 636.

j.
Transportation of Equipment.--When hospitals transport portable X-ray equipment to a site by van or other vehicle, they bill the transportation costs using one of the following HCPCS codes along with the appropriate revenue code:

R0070 - Transportation of Portable X-ray Equipment and Personnel to Home or Nursing Home, Per Trip to Facility or Location, One Patient Seen

R0075 - Transportation of Portable X-ray Equipment and Personnel to Home or Nursing Home, Per Trip to Facility or Location, More Than One Patient Seen, Per Patient

These HCPCS codes are no longer subject to the radiology payment limit.  Pay for these services on a reasonable cost basis.

In addition to billing for the transportation of portable X-ray equipment, hospitals now bill for the set-up of this equipment when it is transported to a site by van or vehicle.  Hospitals report HCPCS code Q0092 (Set-up portable X-ray equipment).  Apply the radiology payment limit to this code.

k.
CPT-1994 Changes in Reporting Cardiac Catheterization Procedures.--CPT-1994 split the coding for certain cardiac catheterization services into a procedure code, a Supervision and Interpretation (S&I) code, and an injection code.  Cardiac catheterization procedures may be furnished with or without an injection procedure.  Previous to CPT-1994, there were 11 radiological S&I codes for cardiac catheterization procedures.  These 11 codes were deleted in CPT-1994 and replaced with two codes (93555 and 93556). Hospitals report these two S&I codes only when an injection procedure is furnished during a cardiac catheterization.

If an injection procedure is performed during a cardiac catheterization, hospitals bill the cardiac catheterization code (93501, 93505, 93510, 93511, 93514, 93524, 93526, 93527, 93528, or 93529), one or more of the following injection codes (column 1, whichever apply), and the corresponding S&I code (column 2):

      Injection Code


       Supervision and Interpretation Code
        
        93539




93556

93540




93556

93541




93556

93542




93555

93543




93555

93544




93556

93545




93556

Each injection code has only one corresponding S&I code as identified in the above chart.  
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Multiple injection procedures may be performed during a cardiac catheterization.  When this occurs, hospitals bill all of the applicable injection codes, but report each of the applicable S&I codes (93555 and/or 93556) only once on a bill.  Both 93555 and 93556 may be reported on the same bill as long as each code is reported only once, regardless of the number of injection procedures performed.

EXAMPLE 1:
Injection procedures 93540 and 93541 are performed during a cardiac catheterization procedure.  Hospitals report the appropriate code for the cardiac catheterization procedure, injection codes 93540 and 93541, and S&I code 93556 (only once) on the bill. 

EXAMPLE 2:
Injection procedures 93539, 93541, and 93543 are performed during a cardiac catheterization procedure.  Hospitals report the appropriate code for the cardiac catheterization procedure, injection codes 93539, 93541, and 93543, S&I code 93556 (only once), and S&I code 93555 (only once) on the bill.

You must establish edits to ensure that: 

          o
Cardiac catheterization injection codes 93539, 93540, 93541, 93542, 93543, 93544, and 93545 are rejected unless reported on the same bill with a cardiac catheterization procedure code (93501, 93505, 93510, 93511, 93514, 93524, 93526, 93527, 93528, or 93529);  

         o
Injection codes 93542 and 93543 are rejected unless S&I code 93555 is reported on the same bill;

o
Injection codes 93539, 93540, 93541, 93544, and 93545 are rejected unless S&I code 93556 is reported on the same bill;

o
S&I code 93555 is rejected unless reported on the same bill with  injection codes 93542 or 93543; 

o
S&I code 93556 is rejected unless reported on the same bill with  injection codes 93539, 93540, 93541, 93544, or 93545; 

o
S&I code 93555 is reported only once on a bill; and

o
S&I code 93556 is reported only once on a bill.

l.
Positron Emission Tomography (PET) Scans.--Positron emission tomography (PET), also known as positron emission transverse tomography (PETT), is a noninvasive imaging procedure that assesses perfusion and the level of metabolic activity in various organ systems of the human body. A positron camera (tomograph) is used to produce cross-sectional tomographic images by detecting radioactivity from a radioactive tracer substance (radiopharmaceutical) that is injected into the patient.

For dates of service on and after March 14, 1995, Medicare covers one use of PET scans, i.e., imaging of the perfusion of the heart using Rubidum 82 (Rb 82), provided that the following conditions are met:

o
The PET scan is done at a PET imaging center with a PET scanner that has been approved by the FDA.  You must determine, prior to making payment for any PET scans, whether the center applying for payment has an FDA-approved scanner;
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o
The PET scan is a rest alone or rest with pharmacologic stress PET scan, used for noninvasive imaging of the perfusion of the heart for the diagnosis and management of patients with known or suspected coronary artery disease, using Rb 82; and

              


o
Either the PET scan is used in place of, but not in addition to, a single photon emission computed tomography (SPECT) or the PET scan is used following a SPECT that was found inconclusive.  

See Coverage Issues Manual, §50-36 for additional coverage instructions for PET scans.

Hospitals use HCPCS codes G0030 through G0047 to indicate the conditions under which a PET scan was done.  These codes represent the technical component costs associated with these procedures when furnished to hospital outpatients and are payable on a reasonable cost basis.  They are reported with revenue code 404 (Positron Emission Tomography).

m.
Payment for Adenosine.--Pay for the drug adenosine on a reasonable cost basis when used as a pharmacologic stressor for other diagnostic testing.  In cases where the other diagnostic testing procedure being performed is subject to a payment limit, do not apply the limit to adenosine.  Make separate cost based payment for adenosine in addition to payments made for the procedure.  When billing for adenosine, HCPCS coding is required.  Hospitals report HCPCS code J0150 (Injection, adenosine, 6 mg.) with revenue code 636.

n.
Bone Mass Measurements.--Sections 1861(s)(15) and (rr)(1) of the Social Security Act (as added by §4106 of the Balanced Budget Act (BBA) of 1997) standardize Medicare coverage of medically necessary bone mass measurements by providing for uniform coverage under Medicare Part B.  This standardized coverage is effective for claims with dates of service furnished on or after July 1, l998.  


Conditions of Coverage.--Pay for a bone mass measurement that meets all of the following criteria:


(1)
Is a radiologic or radioisotopic procedure or other procedure which 


o
Is performed with a bone densitometer (other than dual photon absorptiometry (DPA)) or a bone sonometer (i.e., ultrasound) device approved or cleared for marketing by the Food and Drug Administration (FDA); 


o
Is performed for the purpose of identifying bone mass or detecting bone loss or determining bone quality; and 


o
Includes a physician=s interpretation of the results of the procedure.


(2)
Is performed on a qualified individual.  The term Aqualified individual@ means a Medicare beneficiary who meets the medical indications for at least one of the five categories listed below:


o
A woman who has been determined by the physician or a qualified nonphysician practitioner treating her to be estrogen-deficient and at clinical risk for osteoporosis, based on her medical history  and other findings;


o
An individual with vertebral abnormalities as demonstrated by an x-ray to be indicative of osteoporosis, osteopenia (low bone mass), or vertebral fracture;


o
An individual receiving (or expecting to receive) glucocorticoid (steroid) therapy equivalent to 7.5 mg of prednisone, or greater, per day, for more than 3 months;
6-178.3C
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o
An individual with primary hyperparathyroidism; or 


o
An individual being monitored to assess the response to or efficacy of an FDA-approved osteoporosis drug therapy.



(3)
Is ordered by the individual’s physician or qualified nonphysician practitioner who is treating the beneficiary following an evaluation of the need for a measurement, including a determination as to the medically appropriate measurement to be used for the individual. A physician or qualified nonphysician practitioner treating the beneficiary for purposes of this provision is one who furnishes a consultation or treats a beneficiary for a specific medical problem and who uses the results in the management of the patient.  For the purposes of the bone mass measurement benefit, qualified nonphysician practitioners include physician assistants, nurse practitioners, clinical nurse specialists, and certified nurse midwives.


(4)
Is furnished by a qualified supplier or provider of such services under the appropriate level of supervision of a physician.


(5)
Is reasonable and necessary for diagnosing, treating, or monitoring the condition of a “qualified individual” as that term is defined above.


(6)
Is performed at a frequency that conforms to the requirements described below.


NOTE: 
Since not every woman who has been prescribed estrogen replacement therapy (ERT) may be receiving an “adequate” dose of the therapy, the fact that a woman is receiving ERT should not preclude her treating physician or other qualified treating nonphysician practitioner from ordering a bone mass measurement for her. If a bone mass measurement is ordered for a woman following a careful evaluation of her medical need, however, it is expected that the ordering treating physician (or other qualified treating nonphysician practitioner) will document in her medical record why he or she believes that the woman is estrogen-deficient and at clinical risk for osteoporosis.


Frequency Standard.--Pay for a bone mass measurement meeting the criteria as stated above once every 2 years (at least 23 months have passed since the month the last bone mass measurement was performed).  However, if it is medically necessary, you may pay for a bone mass measurement for a beneficiary more frequently than every 2 years.  Examples of situations where more frequent bone mass measurement procedures may be medically necessary include, but are not limited to, the following medical circumstances:






o
Monitoring beneficiaries on long-term glucocorticoid (steroid) therapy of more than 3 months; and


o
Allowing for a confirmatory baseline bone mass measurement (either central or peripheral) to permit monitoring of beneficiaries in the future if the initial test was performed with a technique that is different from the proposed monitoring method (for example, if the initial test was performed using bone sonometry and monitoring is anticipated using bone densitometry, cover the baseline measurement using bone densitometry).

HCPCS Coding.--The following HCPCS codes should be used for the bone mass measurements:


o
76075 - Dual energy x-ray absorptiometry (DEXA), bone density study, one or more sites; axial skeleton (e.g., hips, pelvis, spine); 
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o
76076 - Dual energy x-ray absorptiometry (DEXA), bone density study, one or more sites; appendicular skeleton (peripheral ) (e.g., radius, wrist, heel);



o
76078 - Radiographic absorptiometry (photo densitometry), one or more sites; and


o
78350 - Bone density (bone mineral content) study, one or more sites, single photon absorptiometry; and


o
76977 - Ultrasound bone density measurement and interpretation, peripheral site(s), any method.


NOTE:
For claims with dates of service on or after January 1, 1999, code 76977 replaces HCPCS 

code G0133.  Code G0133 is discontinued December 31, 1998.


o
G0130 - Single energy x-ray absorptiometry (SEXA) bone density study, one or more sites, appendicular skeleton (peripheral)  (e.g., radius, wrist, heel) 

(Short descriptor: SINGLE ENERGY X-RAY STUDY); 



o
G0131 - Computerized tomography bone mineral density study, one or more sites; axial skeleton (e.g., hips, pelvis, spine) 

(Short descriptor: CT SCAN, BONE DENSITY STUDY);


o
G0132 - Computerized tomography bone mineral density study, one or more sites; appendicular skeleton (peripheral) (e.g., radius, wrist, heel) 

(Short descriptor: CT SCAN, BONE DENSITY STUDY); and


o
G0133 - Ultra-sound bone mineral density study, one or more sites, appendicular skeleton (peripheral) (e.g., radius, wrist, heel) 

(Short descriptor: ECHO EXAM, BONE DENSITY STUDY).


All of the aforementioned codes are bone densitometry measurements except codes G0133 and 76977 which qualify as bone sonometry measurements. Any of the above codes, as appropriate, should be used when billing for bone mass measurements.


Follow the general bill review instructions in §3604. The provider bills you on Form HCFA-1450 or electronic equivalent.


Applicable Bill Types.--The appropriate bill types are 12X, 13X, 14X, 22X, 23X, 34X, 71X (Provider-based and independent), 72X, 73X (Provider-based and freestanding), 83X, and 85X.   


Providers utilizing the UB-92 flat file use record type 40 to report bill type.  Record type (Field No. 1), sequence number (Field No. 2), patient control number (Field No. 3), and type of bill (Field No. 4) are required.


Providers utilizing the hard copy UB-92  (HCFA-1450) report the applicable bill type in Form Locator (FL) 4, Type of Bill.
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Coding Requirements.--Providers must report HCPCS codes for bone mass measurements under revenue code 320.  They are required to report the number of units, and line item dates of service per revenue code line for each bone mass measurement reported.  Line item date of service reporting is effective for claims with dates of service on or after October 1, 1998.  You must return bills that span two or more dates if a line item date of service is not entered for each code reported. Providers utilizing the UB-92 flat file use record type 61 to report the bone mass procedure. Record type (Field No. 1), sequence number (Field No.2), patient control number (Field No. 3), revenue code 320 (Field No. 4), HCPCS code, as appropriate (Field No. 5), units of service (Field No. 8), date of service (Field No. 12, Field No. 9 may be utilized in version 4.1 until September 30, 1998) and outpatient total charges (Field No. 10) are required.

Providers utilizing the hard copy UB-92 (HCFA Form 1450) report the appropriate HCPCS code in FL 44 “HCPCS/Rates,” and revenue code 320 in FL 42 “Revenue Code.”  The date of service is reported in FL 45 “Service Date” (MMDDYYYY) and the number of service units in FL 46 “Service Units.”

HCPCS codes G0130, G0131, G0132, and G0133 will not be recognized as valid HCPCS codes in the outpatient code editor (OCE) 13.1R1.  In order to process claims containing these codes, you must add these codes to the tables you use to accept local codes.  These HCPCS codes will be added to the OCE, which will be effective October 1, 1998.

Payment Methodology.--Part B deductible and coinsurance apply. Pay for bone mass measurements under current payment methodologies for radiology services.




o.
External Counterpulsation (ECP).--External Counterpulsation (ECP), commonly referred to as enhanced external counterpulsation, is a non-invasive outpatient treatment for coronary artery disease refractory to medical and/or surgical therapy.  Although ECP devices are cleared by the Food and Drug Administration (FDA) for use in treating a variety of cardiac conditions, including stable angina pectoris, acute myocardial infarction, and cardiogenic shock, the use of this device to treat cardiac conditions other than stable angina pectoris is not covered, since only that use has developed sufficient evidence to demonstrate its medical effectiveness. Pay for claims with dates of service on or after July 1,1999 when this limited coverage is met.  Payment is made to hospitals for the facility costs it incurs under Part B on a reasonable cost basis.  Payment is also made to PPS-exempt hospitals for the facility costs it incurs on a reasonable cost basis.  Deductible and coinsurance apply.  The non-coverage of hydraulic versions of these types of devices remains in force. (See the Coverage Issues Manual §35-74 for more information on the coverage criteria.)

Follow the general bill review instructions in §3604.  Hospitals bill you on Form HCFA-1450 or electronic equivalent. 

Applicable Bill Types.--The appropriate bill types are 12X, 13X, 83X, and 85X.

Hospitals utilizing the UB-92 flat file use record type 40 to report bill type.  Record type (Field No. 1), sequence number (Field No. 2), patient control number (Field No.3), and type of bill (Field No. 4) are required.

Hospitals utilizing the hard copy UB-92 (Form HCFA-1450) report the applicable bill type in Form Locator (FL) 4 “Type of Bill”.  

HCPCS Reporting.--For claims with dates of service on or after July 1, 1999 hospitals report CPT code 93799 (Unlisted cardiovascular service or procedure). For dates of service on or after January 1, 2000 hospitals report HCPCS code G0166, (External counterpulsation, per treatment session).

Hospitals utilizing the UB-92 flat file use record type 61, HCPCS code (Field No. 5) to report the CPT/HCPCS code.  Hospitals utilizing the hard copy UB-92 (Form HCFA-1450) report the CPT/HCPCS code in FL 44 “HCPCS/Rates.” 
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Codes for external cardiac assist (92971), ECG rhythm strip and report (93040 or 93041), pulse oximetry (94760 or 94761) and plethysmography (93922 or 93923) or other monitoring tests for examining the effects of this treatment are not medically necessary with this service and should not be paid on the same day, unless they occur in a clinical setting not connected with the delivery of the ECP.
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D.
Radiology or Other Diagnostic Unlisted Service or Procedure.--Hospitals may find radiology and other diagnostic services for which a corresponding code in HCPCS may not be found. This is because these are typically services that are rarely provided, unusual, or new.  Hospitals have been instructed to assign the appropriate "unlisted procedure" code to any such service. The following list contains the "unlisted procedure" codes along with the suggested revenue code for billing.  (Do not edit to ensure that the "unlisted" procedure codes are always billed with the revenue codes shown below.)

For Radiology
Revenue 

Code

HCPCS

Definition
32X


76499

Unlisted diagnostic radiologic procedure

40X


76999

Unlisted ultrasound procedure

333


77299

Unlisted procedure, therapeutic radiology clinical treatment planning

333


77399

Unlisted procedure, medical radiation physics, dosimetry and treatment devices

333


77499

Unlisted procedure, therapeutic radiology clinical treatment management

333


77799

Unlisted procedure, clinical brachytherapy

34X


78099

Unlisted endocrine procedure, diagnostic nuclear medicine

34X


78199

Unlisted hematopoietic, reticuloendothelial and lymphatic procedure, diagnostic nuclear medicine

34X


78299

Unlisted gastrointestinal procedure, diagnostic nuclear medicine

34X


78399

Unlisted musculoskeletal procedure, diagnostic nuclear medicine

34X


78499

Unlisted cardiovascular procedure, diagnostic nuclear medicine

34X


78599

Unlisted respiratory procedure, diagnostic nuclear medicine

34X


78699

Unlisted nervous system procedure, diagnostic nuclear medicine

34X


78799

Unlisted genitourinary procedure, diagnostic nuclear medicine

34X


78999

Unlisted miscellaneous procedure, diagnostic nuclear medicine

34X


79999

Unlisted radionuclide therapeutic procedure

For Other Diagnostic Procedures
75X


91299

Unlisted diagnostic gastroenterology procedure

47X


92599

Unlisted otorhinolaryngological service or procedure 

48X


93799

Unlisted cardiovascular service or procedure

73X


93799

Unlisted cardiovascular service or procedure

921


93799

Unlisted cardiovascular service or procedure

46X


94799

Unlisted pulmonary service or procedure

74X


95999

Unlisted neurological or neuromuscular diagnostic procedure

922


95999

Unlisted neurological or neuromuscular diagnostic procedure
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There will be a minimal number of "unlisted procedures."  Because payment limitations will not be applied to "unlisted procedures," hospitals are to furnish a complete description of every radiology procedure on their charge master to which they assign an "unlisted procedure" code.  Included will be a narrative definition of the procedure and a description of the nature, extent and need for it and the time, effort, and equipment necessary.  Determine if the hospital has correctly identified the procedure as "unlisted." You may need to consult the local carrier.  If the procedure is not identified correctly, inform the hospital of the correct HCPCS code to assign to the procedure in the hospital's charge master.  Where the hospital has correctly identified the service as "unlisted," refer the information reported by the hospital to the RO HCPCS coordinator.
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E.
EMC Formats.--

1.
Standard Tape Format.--Use record type 61 (Addendum A) to report outpatient services.  Record type, sequence number, patient control number (if used), revenue code, HCPCS code, units and charges are required.  Modifiers and dates of service are not needed.  The "from" and "through" dates of the bill are included in another record in the EMC format.

2.
Direct Data Entry.--Accept HCPCS codes for radiology and other diagnostic services in the same location used for clinical lab HCPCS codes.

F.
Payment Methodology.--Aggregate payments are the lesser of the amount that would be paid under the law prior to enactment of §4066 or a blended amount based in part on prevailing charges or fee schedule amounts for the same services performed in physicians' offices in the same locality.  Final payment is based upon the hospital's cost report.

For outpatient radiology services, calculate the blended payment amount according to a formula that sums the "cost proportion" and the "charge proportion."

The "cost proportion" is the amount that would be paid under the law prior to enactment of §4066, i.e., the lesser of reasonable costs or customary charges, after subtracting deductible and coinsurance amounts.

The "charge proportion" is 62 percent of 80 percent of the prevailing charges (after application of the deductible) paid to participating physicians for the same services as if they were performed in a physician's office in the same locality.  The prevailing charges are effective for services October 1, 1988, through March 31, 1989.  Fee schedule amounts are used for services furnished April 1, 1989, and later.

For radiology services provided October 1, 1988, through September 30, 1989, the blended amount is 65 percent "cost proportion" and 35 percent "charge proportion."  For services provided on or after October 1, 1989, the blended amount is 50 percent "cost proportion" and 50 percent "charge proportion."  For services provided on or after January 1, 1991, the blended amount is 42 percent "cost proportion" and 58 percent "charge proportion."

The payment limits for other outpatient diagnostic services apply for services beginning October 1, 1989.  Calculate the blended payment amount by using the same formula to calculate outpatient radiology services, except that the "charge proportion" is 42 percent of 80 percent of the prevailing charges of participating physicians in the same locality.

The blended amount is based on 65 percent "cost proportion" and 35 percent "charge proportion" for other diagnostic services provided on or after October 1, 1989, and before October 1, 1990, and 50 percent "cost proportion" and 50 percent "charge proportion" for such services provided on or after October 1, 1990.
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G.
Grossing-Up of Certain Radiology and Other Diagnostic HCPCS Codes for Services through December 31, 1995.--Certain HCPCS codes for radiology and other diagnostic procedures reflect only the technical component for the service.  For purposes of computing the blended amount for these procedures performed in a hospital outpatient setting, the global payment amount must be used.  To obtain the global amount, the payment amount on the physician fee schedule associated with the technical component for these services must be grossed-up.  You are responsible for grossing-up the technical components of these HCPCS codes only for services through December 31, 1995.  For services beginning January 1, 1996, HCFA's Bureau of Data Management and Strategy will gross-up the necessary fees before releasing the fee schedule amounts to you. 

To calculate the global amount, take the following actions:

o
Obtain from the carrier in your area the dollar amount payable under the physician fee schedule for each procedure code.  If these amounts are available directly from HCFA, obtain them via your HCFA Network Data Mover system.

o
Divide the above dollar amount by the appropriate percentage (62  percent for radiology procedures or 42 percent for other diagnostic  procedures).

The result is the global fee schedule amount for each code to be used in computing the blended amount.  These global amounts must be loaded to your Standard System database prior to processing bills for services occurring on the effective dates indicated below and later: 

o
Gross-up the following HCPCS codes for services occurring January 1, 1994, and later:

76150     77336     77370     77401     77402     77403     77404   

 
77406     77407     77408     77409     77411     77412     77413   

77414     77416     77417     Q0092

92547     92552     92553     92555     92556     92557     92561   

92562     92563     92564     92565     92567     92568     92569

92571     92572     92573     92574     92575     92576     92577

92578     92580     92582     92583     92584     92589     92596

93005     93012     93017     93041     93202     93208     93221

93225     93226     93231     93232     93236     93721     94760

94761     94762                      
o
For services occurring October 1, 1994, and later, add the following HCPCS codes to the list of codes to be grossed up:

95004     95024     95027     95028     95044     95052

95056     95060     95065     95070     95071     95078

o
For services occurring January 1, 1995, and later, add the following HCPCS code to the list of codes to be grossed up:

G0015     
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H.
Payment Limit Basis.--

1.
Fee Schedule for Radiology.--Effective for services April 1, 1989, and later, the payment limit for hospital outpatient radiology procedures is determined on the basis of the fee schedule used by the carrier for payment.  This schedule is based on relative value units (RVUs) and conversion factors.

2.
Prevailing Charges for Other Diagnostic Services.--The payment limit for other diagnostic services is determined using prevailing charges developed by the carrier for the hospital's locality.

3.
Provision of Data to Hospitals.--Furnish hospitals the fee schedules and prevailing charge data (the initial and the annual updates) as soon as they are available.

3632.
ICD-9-CM CODING FOR DIAGNOSTIC TESTS


As required by the Health Insurance Portability and Accountability Act (HIPAA), the Secretary published a rule designating the ICD-9-CM and its Official ICD-9-CM Guidelines for Coding and Reporting as one of the approved code sets for use in reporting diagnoses and inpatient procedures. This final rule requires the use of ICD-9-CM and its official coding and reporting guidelines by most health plans (including Medicare) by October 16, 2002.  The Administrative Simplification Act of 2001, however, permits plans and providers to apply for an extension until October 16, 2003.  HHS anticipates that most plans and providers will obtain this extension.


The Official ICD-9-CM Guidelines for Coding and Reporting provides guidance on coding.  The ICD-9-CM Coding Guidelines for Outpatient Services, which is part of the Official ICD-9-CM Guidelines for Coding and Reporting, provides guidance on diagnosis coding specific to outpatient facilities and physician offices.


The ICD-9-CM Coding Guidelines for Outpatient Services (hospital-based and physician office) have instructed physicians to report diagnoses based on test results.  The Coding Clinic for ICD-9-CM confirms this longstanding coding guideline.  The CMS conforms with these long standing official coding and reporting guidelines.


The following are instructions and examples for coding specialists, contractors, physicians, hospitals, and other health care providers to use in determining ICD-9-CM codes for coding diagnostic test results.  The instructions below provide guidance on the appropriate assignment of ICD-9-CM diagnosis codes to simplify coding for diagnostic tests consistent with the ICD-9-CM Guidelines for Outpatient Services (hospital-based and physician office).  Physicians are responsible for the accuracy of the information submitted on a bill.


Additional examples of using ICD-9-CM codes consistently with the ICD-9-CM Coding Guidelines for Outpatient Services are provided at the end of this section.



A.
Determining the Appropriate Primary ICD-9-CM Diagnosis Code For Diagnostic Tests Ordered Due to Signs and/or Symptoms.--




1.
If the physician has confirmed a diagnosis based on the results of the diagnostic test, the testing facility or the physician interpreting the test should code that diagnosis.  The signs and/or symptoms that prompted ordering the test may be reported as additional diagnoses if they are not related or integral to the confirmed diagnosis.


Example 1:
A surgical specimen is sent to a pathologist with a diagnosis of “mole”.  The pathologist personally reviews the slides made from the specimen and makes a diagnosis of “malignant melanoma”.  The pathologist should report a diagnosis of “malignant melanoma” as the primary diagnosis.
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Example 2:
A patient is referred to a radiologist for an abdominal CT scan with a diagnosis of abdominal pain.  The CT scan reveals the presence of an abscess.  The radiologist should report a diagnosis of “intra-abdominal abscess.”


Example 3:
A patient is referred to a radiologist for a chest x-ray with a diagnosis of “cough”.  The chest x-ray reveals a 3 cm peripheral pulmonary nodule.  The radiologist should report a diagnosis of “pulmonary nodule” and may sequence “cough” as an additional diagnosis.




2.
If the diagnostic test did not provide a definitive diagnosis or was normal, the interpreting physician should code the sign(s) or symptom(s) that prompted the treating physician to order the study.


Example 1:
A patient is referred to a radiologist for a spine x-ray due to complaints of “back pain”.  The radiologist performs the x-ray, and the results are normal.  The radiologist should report a diagnosis of  “back pain” since this was the reason for performing the spine x-ray.


Example 2:
A patient is seen in the ER for chest pain.  An EKG is normal, and the final diagnosis is chest pain due to suspected gastroesophageal reflux disease (GERD).  The patient was told to follow-up with his primary care physician for further evaluation of the suspected GERD.  The primary diagnosis code for the EKG should be chest pain because the EKG was normal and a definitive cause for the chest pain was not determined.





3.
If the results of the diagnostic test are normal or non-diagnostic, and the referring physician records a diagnosis preceded by words that indicate uncertainty (e.g., probable, suspected, questionable, rule out, provisional, or working), then the testing facility or the interpreting physician should not code the questionable diagnosis from the referring provider.  Rather, the testing facility or the interpreting physician should report the sign(s) or symptom(s) that prompted the study.  Do not report diagnoses labeled as uncertain because they are considered by the ICD-9-CM Coding Guidelines as unconfirmed.  This is consistent with the requirement to code the diagnosis to the highest degree of certainty.


Example 3:
A patient is referred to a radiologist for a chest x-ray with a diagnosis of “rule out pneumonia.”  The radiologist performs a chest x-ray, and the results are normal.  The radiologist should report the sign(s) or symptom(s) that prompted the test (e.g., cough).




B.
Instruction to Determine the Reason for the Test.  As specified in §4317(b) of the Balanced Budget Act (BBA), referring physicians are required to provide diagnostic information to the testing entity at the time the test is ordered.  Note if the order is communicated via telephone, both the treating physician/practitioner or his/her office and the testing facility must document the telephone call in their respective copies of the beneficiary’s medical records.
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1.
On the rare occasion when the interpreting physician does not have diagnostic information as to the reason for the test and the referring physician is unavailable to provide such information, it is appropriate to obtain the information directly from the patient or the patient’s medical record if it is available.  The source of the information pertaining to the reason for the test should be documented in the patient’s medical record.  However, an attempt should be made to confirm any information obtained from the patient by contacting the referring physician.


Example:
A patient is referred to a radiologist for a gastrograffin enema to rule out appendicitis.  However, the referring physician does not provide the reason for the referral and is unavailable at the time of the study.  The patient is queried and indicates that he/she saw the physician for abdominal pain, and was referred to rule out appendicitis.  The radiologist performs the x-ray, and the results are normal.  The radiologist should report the abdominal pain as the primary diagnosis.




2.
In the event the physician's interpretation of the test result is not clear or ambiguously stated in the patient’s medical record, either the attending physician or the physician that performed that test should be contacted for clarification.  This may result in the reporting of symptoms or a confirmed diagnosis.




3.
If the test (i.e., lab test) has been performed and the results are back, but the patient’s physician has not yet reviewed them to make a diagnosis, or there is no physician interpretation, then code the symptom or the diagnosis provided by the referring physician.




4.
In the event the individual responsible for reporting the codes for the testing facility or the physician’s office does not have the report of the physician interpretation at the time of billing, the individual responsible for reporting the codes for the testing facility or the physician’s office should code what they know at the time of billing.  Sometimes reports of the physician’s interpretation of diagnostic tests may not be available until several days later, which could result in delay of billing.  Therefore, in such instances, the individual responsible for reporting the codes for the testing facility or the physician’s office should code based on the information/reports available to them, or what they know, at the time of billing.



C.
Incidental Findings.  Incidental findings should never be listed as primary diagnoses.  If reported, incidental findings may be reported as secondary diagnoses by the testing facility or the physician interpreting the diagnostic test.


Example 1:
A patient is referred to a radiologist for an abdominal ultrasound due to jaundice.  After review of the ultrasound, the interpreting physician discovers that the patient has an aortic aneurysm.  The testing facility or the interpreting physician reports jaundice as the primary diagnosis and may report the aortic aneurysm as a secondary diagnosis because it is an incidental finding.


Example 2:
A patient is referred to a radiologist for a chest x-ray because of wheezing.  The x-ray is normal except for scoliosis and degenerative joint disease of the thoracic spine.  The testing facility or the interpreting physician reports wheezing as the primary diagnosis since it was the reason for the patient’s visit and may report the other findings (scoliosis and degenerative joint disease of the thoracic spine) as additional diagnoses.


Example 3:
A patient is referred to a radiologist for a magnetic resonance imaging (MRI) of the lumbar spine with a diagnosis of L-4 radiculopathy.  The MRI reveals degenerative joint disease at L1 and L2. The radiologist reports radiculopathy as the primary diagnosis and may report degenerative joint disease of the spine as an additional diagnosis.
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D.
Unrelated/Co-Existing Conditions/Diagnoses.--Unrelated and co-existing conditions/diagnoses may be reported as additional diagnoses by the testing facility or the physician interpreting the diagnostic test.


Example:
A patient is referred to a radiologist for a chest x-ray because of a cough.  The result of the chest x-ray indicates the patient has pneumonia.  During the performance of the diagnostic test, it was determined that the patient has hypertension and diabetes mellitus.  The testing facility or interpreting physician reports a primary diagnosis of pneumonia.  The testing facility for the interpreting physician may report the hypertension and diabetes mellitus as secondary diagnoses.




E.
Diagnostic Tests Ordered in the Absence of Signs and/or Symptoms (e.g., screening tests).--When a diagnostic test is ordered in the absence of signs/symptoms or other evidence of illness or injury, the testing facility or the physician interpreting the diagnostic test should report the screening code as the primary diagnosis code.  Any condition discovered during the screening should be reported as a secondary diagnosis.

NOTE:
This instruction does NOT supercede statutory payment guidelines  (i.e., Medicare's screening colonoscopy or sigmoidoscopy reporting guidelines.  If during the course of a screening colonoscopy or sigmoidoscopy a lesion or growth is detected, the lesion or growth should be reported as the primary diagnosis, not the reason for the test.  This is consistent with the instruction in Section A. of this transmittal).




F.
Use of ICD-9-CM To The Greatest Degree of Accuracy and Completeness.--


NOTE:
This section explains certain coding guidelines that address diagnosis coding.  These guidelines are longstanding coding guidelines that have been part of the Official ICD-9-CM Guidelines for Coding and Reporting.

The testing facility or the interpreting physician should code the ICD-9-CM code that provides the highest degree of accuracy and completeness for the diagnosis resulting from the test, or for the sign(s)/symptom(s) that prompted the ordering of the test.


In the past, there has been some confusion about the meaning of “highest degree of specificity,” and  “reporting the correct number of digits.”  In the context of ICD-9-CM coding, the “highest degree of specificity refers to assigning the most precise ICD-9-CM code that most fully explains the narrative description in the medical chart of the symptom or diagnosis.


Example 1:
A chest x-ray reveals a primary lung cancer in the left lower lobe.  The interpreting physician should report the ICD-9-CM code as 162.5 for malignancy of the left “lower lobe, bronchus or lung”, not the code for a malignancy of “other parts of bronchus or lung” (162.8) or the code for “bronchus and lung unspecified” (162.9).


Example 2:
If a sputum specimen is sent to a pathologist and the pathologist confirms growth of “streptococcus, type B” which is indicated in the patient’s medical record, the pathologist should report a primary diagnosis of 482.32 (Pneumonia due to streptococcus, Group B).  However, if the pathologist is unable to specify the organism, then the pathologist should report the primary diagnosis as 486 (Pneumonia, organism unspecified).
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In order to report the correct number of digits when using ICD-9-CM, refer to the following instructions: 


ICD-9-CM diagnosis codes are composed of codes with 3, 4, or 5 digits.  Codes with 3 digits are included in ICD-9-CM as the heading of a category of codes that may be further subdivided by the use of fourth and/or fifth digits to provide greater specificity.  Assign three-digit codes only if there are no four-digit codes within that code category.  Assign four-digit codes only if there is no fifth-digit subclassification for that category.  Assign the fifth-digit subclassification code for those categories where it exists.


Example 3:
A patient is referred to a physician with a diagnosis of diabetes mellitus.  However, there is no indication that the patient has diabetic complications or that the diabetes is out of control.  It would be incorrect to assign code 250 since all codes in this series have 5 digits.  Reporting only three digits of a code that has 5 digits would be incorrect.  One must add two more digits to make it complete.  Because the type (adult onset/juvenile) of diabetes is not specified, and there is no indication that the patient has a complication or that the diabetes is out of control, the correct ICD-9-CM code would be 250.00.  The fourth and fifth digits of the code would vary depending on the specific condition of the patient.  One should be guided by the ICD-9-CM code book.


For the latest ICD-9-CM coding guidelines, please refer to the following Web site:

http://www.cdc.gov/nchs/datawh/ftpserv/ftpicd9/ftpicd9.htm#guide.


Refer to the following questions and answers for further guidance on determining the appropriate ICD-9-CM diagnosis codes.  The questions and answers appeared in the American Hospital Association’s (AHA) Coding Clinic for ICD-9-CM (1st Qtr 2000).


Coding Clinic for ICD-9-CM.  Copyright 2000 by the American Hospital Association.  All rights reserved.  Reprint granted with permission from the American Hospital Association.


Question 1:
A skin lesion of the cheek is surgically removed and submitted to the pathologist for analysis.  The surgeon writes on the pathology order, “skin lesion.”  The pathology report comes back with the diagnosis of “basal cell carcinoma.”  A laboratory-billing consultant is recommending that the ordering physician’s diagnosis be reported instead of the final diagnosis obtained by the pathologist.  Also, an insurance carrier is also suggesting this case be coded to “skin lesion” since the surgeon did not know the nature of the lesion at the time the tissue was sent to pathology.  Which code should the pathologist use to report his claim?


Answer 1:
The pathologist is a physician and if a diagnosis is made it can be coded.  It is appropriate for the pathologist to code what is known at the time of code assignment.  For example, if the pathologist has made a diagnosis of basal cell carcinoma, assign code 173.3, Other malignant neoplasm of skin, skin of other and unspecified parts of face.  If the pathologist had not come up with a definitive diagnosis, it would be appropriate to code the reason why the specimen was submitted, in this instance, the skin lesion of the cheek.


Question 2:
A patient presents to the hospital for outpatient x-rays with a diagnosis on the physician’s orders of questionable stone.  The abdominal x-ray diagnosis per the radiologist is “bilateral nephrolithiasis with staghorn calculi.”  No other documentation is available.  Is it correct to code this as 592.0, Calculus of kidney, based on the radiologist’s diagnosis?
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Answer 2:
The radiologist is a physician and he/she diagnosed the nephrolithiasis.  Therefore, it is appropriate to code this case as 592.0, Calculus of kidney based on the radiologist’s diagnosis.


Question 3:
A patient undergoes outpatient surgery for removal of a breast mass.  The pre- and post-operative diagnosis is reported as “breast mass.”  The pathological diagnosis is fibroadenoma.  How should the hospital outpatient coder code this?  Previous Coding Clinic advice has precluded us from assigning codes on the basis of laboratory findings.  Does the same advice apply to pathological reports?


Answer 3:
Previously published advice has warned against coding from laboratory results alone, without physician interpretation.  However, the pathologist is a physician and the pathology report serves as the pathologist’s interpretation and a microscopic confirmatory report regarding the morphology of the tissue excised.  Therefore, a pathology report provides greater specificity.  Assign code 217, Benign neoplasm of breast, for the fibroadenoma of the breast.  It is appropriate for coders to code based on the physician documentation available at the time of code assignment.


Question 4:
A referring physician sent a urine specimen to the cytology lab for analysis with a diagnosis of “hematuria” (code 599.7).  However, a cytology report authenticated by the pathologist revealed abnormal cells consistent with transitional cell carcinoma of the bladder.  Although the referring physician assigned code 599.7, Hematuria, the laboratory reported code 188.9, Malignant neoplasm of bladder, Bladder, part unspecified.  For reporting purposes, what would be the appropriate diagnosis code for the laboratory and the referring physician?


Answer 4:
The laboratory should report code 188.9, Malignant neoplasm of bladder, Bladder, part unspecified.  It is appropriate to code the carcinoma, in this instance, because the cytology report was authenticated by the pathologist and serves as confirmation of the cell type, similar to a pathology report.  The referring physician should report code 599.7, Hematuria, if the result of the cytological analysis is not known at the time of code assignment.  


Question 5:
A patient presents to the physician’s office with complaints of urinary frequency and burning.  The physician ordered a urinalysis and the findings were positive for bacteria and increased WBCs in the urine.  Based on these findings a urine culture was ordered and was positive for urinary tract infection.  Should the lab report the “definitive diagnosis,” urinary tract infection, or is it more appropriate for the lab to report the signs and symptoms when submitting the claim?


Answer 5:
Since this test does not have physician interpretation, the laboratory (independent or hospital-based) should code the symptoms (i.e., urinary frequency and burning).


Question 6:
The physician refers a patient for chest x-ray to outpatient radiology with a diagnosis of weakness and chronic myelogenous leukemia (CML).  The radiology report demonstrated no acute disease and moderate hiatal hernia.  For reporting purposes, which codes are appropriate for the facility to assign?


Answer 6:
Assign code 780.79, Other malaise and fatigue, and code 205.10, Myeloid leukemia, without mention of remission, for this encounter.  It is not necessary to report code 553.3, Diaphragmatic hernia, for the hiatal hernia, because it is an incidental finding.
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(For CMS purposes, the primary diagnosis would be reported as 780.79 (Other malaise and fatigue), and the secondary diagnosis as 205.10 (Myeloid leukemia, without mention of remission, for this encounter).


Question 7:
A patient presents to the doctor’s office with a complaint of fatigue.  The physician orders a complete blood count (CBC).  The CBC reveals a low hemoglobin and hematocrit.  Should the lab report the presenting symptom fatigue (code 780.79) or the finding of anemia (code 285.9)?


Answer 7:
The laboratory (independent or hospital-based) should code the symptoms, because no physician has interpreted the results.  Assign code 780.79, Other malaise and fatigue, unless the lab calls the physician to confirm the diagnosis of anemia.
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SWING-BED SERVICES

Swing-bed services require the provider to bill inpatient hospital services and SNF services separately.  The provider must meet the 3-day hospital stay requirement and the timely transfer requirement.  (See §§3131ff.)  

Swing-bed hospitals use their regular provider numbers when billing for hospital services and an alpha letter in the third position of their provider numbers to identify hospital swing-bed SNF bills.  The following alpha letters identify hospital swing-bed SNF bills:

o
"U" = short-term/acute care hospital swing-bed;

o
"W" = long-term hospital swing-bed; and

o
"Y" = rehabilitation hospital swing-bed.

A.
Inpatient Hospital Services in a Swing-Bed.--Where there is no change to a SNF level of care, hospitals bill services in accordance with hospital billing instructions.  (See §3604.)  Where the beneficiary's level of care changes from hospital to SNF level, the provider shows patient status code 03 on the hospital bill in FL 22 to indicate transfer to a SNF level of care.  (This constitutes a discharge for purposes of Medicare payment for inpatient hospital services under PPS.)  Indicate in FL 6 the last day of care at the hospital level.

B.
SNF Services in a Swing-Bed.--Services are billed, in accordance with §3604, with the following exceptions:

o
The date of admission on the swing-bed SNF bill is the date the patient began to receive SNF level of care services;

o
State level agreements may call for varying types of bill coding in FL 4. HCFA does not perform edits on type of bill coding on bills with 8 in the 2nd digit (bill classification), in FL 18 of the CWF inpatient record if the record is identified in FL 1 as hospital or SNF.  Therefore, accept with subsequent conversion, any bill type agreed to at the State level to identify swing-bed billing, e.g., 18X, 28X, 11X, 21.  Be sure the record identification of CWF FL 1 is consistent with the provider number shown; and

o
If the hospital has 50-99 beds, the following additional processing rules apply:

--
The hospital may not be paid for more than the number of capped days for swing bed stays.  See subsection C for determining the limitation.

--
When the hospital is notified that a SNF bed is available, the hospital is not paid for services furnished after the 5-day transfer period (excluding weekends and holidays).  This rule does not apply if the patient's physician certified within the 5-day period that a transfer to a SNF was not medically necessary.

--
If the physician certified the transfer, occurrence code 26 must be shown.  This code identifies the date a SNF bed became available on or after the date the patient was healthy enough for transfer.
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The PRO is responsible for review to ensure that the provider has considered availability of a SNF bed and obtained appropriate certification.  Assume that payment is appropriate on initial bills and is subject to the cap limitation.  The PRO may later deny the bill and notify you.

See §3130.1 for additional coverage policy information.

C.
Determination of Capped Amount (50-99) Bed Provider.--Maintain a record for each swing-bed provider of 50-99 beds.  This record must contain the following information:

o
The capped amount for the period;

o
The SNF days paid for the period (or the days remaining if you prefer); and

o
The date the cap is met (not the date you record it).

Notify the hospital if a beneficiary's extended care stay cannot be covered because the cap has been reached.  In such a case, the law prohibits payment under Part A.  However, payment may be made under Part B for certain medical and other health services.  (See §3110.)

On each bill from a provider with 50-99 beds, determine whether the provider had already met the cap limit before the date of admission to the SNF level of care.  If an admission occurs prior to the date the capped days are exhausted, the entire stay is paid (if otherwise covered) even though the cap is met during the stay.

Determine the number of capped days by multiplying .15 times the product of the number of days in the cost reporting period and the average number of licensed beds at the hospital for the period.  From your State licensing agency, determine the number of licensed beds at the beginning of a cost reporting period or from the date of the swing-bed approval, if later. 

In States that do not license beds, hospitals use the total number of hospital beds reported on their most recent Certificate of Need (CON) (excluding bassinets).  If during the cost reporting period there is an increase or decrease in the number of licensed beds, multiply the number of licensed beds for each part of the period by the number of days for which that number of licensed beds was available.  After totaling the results, compute 15 percent of the total available licensed bed days to determine the payment limitation.
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3638.
BILLING BY HOME HEALTH AGENCIES UNDER COST/IPS REIMBURSEMENT 

The following instructions apply to HHA claims for dates of service on or before September 30, 2000.  Claims for dates of service on or after October 1, 2000 will be processed under the home health prospective payment system (HH PPS).  Instructions for HHA billing under HH PPS begin at  §3638.12.  Claims with service dates spanning October 1, 2000 cannot be processed.  Return these claims to the provider.

HHAs use the Form HCFA-1450 when billing for services furnished under a plan of treatment and for medical and other health services.  Beneficiaries are entitled to unlimited home health visits when they meet the requirement of intermittent care and are homebound.

Start of care notices are not required when billing for services, therefore, maintain a Medicare eligibility history file to determine when a beneficiary is entitled to Medicare Part A or Part B.  When entitlement is questionable, submit a status query.  (See §3507.3.)

3638.1
When Bills are Submitted.--The Form HCFA-1450 is submitted on a periodic basis, e.g., monthly.

o
For services furnished under a home health plan of treatment when a bill includes at least one visit.

o
For medical and other health services under Part B.  (See §3127.)

o
The patient (or his representative) refuses to request payment on his behalf.

o
When the beneficiary is an HMO enrollee and you have jurisdiction for processing.

o
The provider is responsible for not filing a timely claim for payment.  (See §3309.1.)

The agency must submit a separate bill for each beneficiary for services provided in different accounting years.

3638.2
Billing for Nonvisit Charges.--For benefits furnished under a Part A home health plan, the HHA will normally prepare and submit a Form HCFA-1450 only when the bill includes charges for at least one visit.  If only nonvisit charges (e.g., nonroutine medical supplies, DME) were incurred during the billing period and it is expected that another visit will be made under the existing plan of treatment, the HHA will not immediately submit a bill but include such nonvisit charges on the next billing which does reflect a visit.

When a nonvisit charge is incurred after the last home health visit, but before the plan is terminated, the HHA does not bill for the nonvisit charge until termination of the plan.  It then submits a Form HCFA-1450 showing only the nonvisit charge as a separate line item, with an annotation "Final Covered Charge" in FL 84, "Remarks".

Do not forward a bill record showing only the final covered nonvisit charge to HCFA.  Instead, pay the covered charge and notify the beneficiary of payment made on his behalf.

Nonvisit charges incurred after termination of the plan are payable under Part B medical and other health services.
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3638.3
Payment System for HHA Claims.--Maintain the payment of claims for home health services in three categories to ensure proper accumulation of data for the PS&R and the cost report.

o
Services under a plan of treatment, beneficiary is entitled to Part A;

o
Services under a plan of treatment, beneficiary is entitled to Part B only (Part B Trust Funds); and

o
Medical and other health services.

3638.4
DME Furnished as a Home Health Benefit.--Effective July 18, 1984, medical appliances furnished as a covered home health service are redefined as DME in accordance with the definition in §3113.1 and are subject to 20 percent coinsurance. Items which prior to July 18, 1984, could qualify as medical appliances under the home health benefit, but which do not meet the definition of DME, may be covered if the requirements in §3113.1B3, which pertain to such items, are met.  Medicare payment cannot exceed 80 percent of the reasonable cost of the DME.  DME furnished free, or at a nominal charge by a public HHA, or by another HHA which requests and receives approval to have payments made to it as a public HHA because a significant portion of its patients are low income, receive interim payment equal to the number of covered visits times the estimated reasonable cost per visit.  Coinsurance is applicable for DME furnished at a nominal charge.  All DME billed under these instructions must be identifiable for cost report and final cost settlement purposes.

Where a beneficiary meets the criteria for coverage of home health services and the HHA is providing the care under Part A, any DME provided is under Part A (bill type 33). Where the patient meets the criteria for coverage of home health services and the HHA is providing the care under Part B because the patient is not eligible for Part A, the DME provided by the HHA may, at the beneficiary's option, be billed under bill type 33 or as a medical and other health service (bill type 34).
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3638.5
More Than One Agency Furnished Home Health Services.--When a physician deems it necessary to use two participating HHAs, the physician designates the agency which furnishes the major services and assumes the major responsibility for the patient's care.  The primary agency bills for all services furnished by both agencies and keeps all records pertaining to the care.  The secondary agency is paid through the primary agency under mutually agreed upon arrangements.

Where agencies do not agree on a pre-arranged agreement for billing and payment, each agency must:

o
Establish a home health plan of treatment and required certification;

o
Advise the other agency of services provided to avoid duplication of services; and

o
Secure, independently, the necessary physician signature.

3638.6
Home Health Services Are Suspended or Terminated Then Reinstated.--A physician may suspend visits for a time to determine whether the patient is recovered sufficiently to do without further home health services.  When the suspension is temporary (not more than 60 days) and the physician later determines that the services must be resumed, the resumed services are paid under the same program (Part A or Part B) and plan of treatment as before.  The date care started and the date plan established remain the same as on the initial bill.  A no-payment bill should not be submitted for the period in which there were no visits.

For Medicare payment, a suspension of home health visits for more than 60 days terminates the plan of treatment unless the physician reviewed the plan and made an appropriate recertification (see §3326) within 60 days, indicating that the lapse of visits is a part of the planned regimen for the patient.  If there has been no recertification, no discharge bill is prepared by the agency.  

There may be instances in which a physician determines that home health services furnished under Part A are no longer necessary and discharges the patient.  The physician may later determine that the home health services are again necessary and may establish a plan for services related to the same condition.  However, since the previous plan of treatment was terminated, the subsequent services must be established under a new plan of treatment.

3638.7
Preparation of a Home Health Billing Form in No-Payment Situations.-

A.
No Utilization Chargeable.--HCFA does not maintain open items on start of care. Therefore, do not forward a bill record on bills where no payment is made.

B.
Utilization is Chargeable.--Even though no payment is made, a fully completed home health form must always be submitted when:

o
The patient or his representative refuses to request payment on his/her behalf.  The agency must enter "Refused Payment" in the open area under FL 84.  Send the beneficiary a denial notice as indicated in §3722.4, MISC-l, which explains the reason for Medicare nonpayment.
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o
You deny the bill because the provider fails to submit the requested information.

o
The provider is responsible for not filing a timely claim for payment.  (See §3309.1.)

o
A waiver of liability decision results in the beneficiary being found without fault and the provider being at fault.  Process the bill as a nonpayment case, even though the beneficiary may be paid through the indemnification procedure.

If the bill reviewer determines that additional information is needed for any item on the bill in order to make a final decision, and the provider fails to submit the requested information, deny the entire bill.  Denying the entire bill:

o
Permits easier bill processing;

o
Protects the beneficiary because he/she cannot be billed by the provider for any services furnished for the billing period; 

o
Motivates the provider to submit the needed information; and 

o
Provides for simpler procedures if the bill is later reopened.

3638.8
Intermediary Denies HHA Bill But Plan of Treatment Still in Effect.-After previous bills have been paid for a beneficiary under a plan of treatment which is still in effect, a bill submitted to you may be noncovered, e.g., for services that are precluded from payment or for items or services not related to the plan of treatment. Process the denial and notify the beneficiary.  Do not batch the nonpayment bill.  Retain the bill and records for 60 days after the last covered services were provided.  The plan of treatment may be considered terminated at that time.

When you determine that noncovered services were furnished from the start of care date to discharge, notify the provider and beneficiary, but do not submit a bill to HCFA.
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3638.9
Billing for Part B Medical and Other Health Services.--Form HCFA-1450 is submitted for certain Part B medical and other health services for which a HHA may receive reimbursement.  (See §3127.)

A.
Patient Not Under a Home Health Plan of Treatment.--The HHA uses a HCFA-1450 (Bill Type 34X) to bill for certain Part B "medical and other health services" when there is no home health plan of treatment.  Specifically the HHA may bill for the following services.  (There must be a physician's certification on file.):

o
Surgical dressings, splints, casts, and other devices used for reduction of fractures and dislocations.

o
Rental or purchase of DME.

o
Ambulance service operated by the HHA.

o
Prosthetic devices.  (See §3660.6 for billing enteral and parenteral supplies and equipment.) 

o
Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes.

o
Outpatient physical therapy services. (See §§3147ff.)

o
Outpatient speech pathology services.  (See §§3147ff.)

o
Outpatient occupational therapy services.  (See §§3147ff.)

B.
The Patient is Under a Home Health Plan of Treatment.--If a patient is receiving home health services under a plan of treatment, the agency may bill for the following service on form HCFA-1450 (Bill Type 34X).  All other services are home health services and should be billed for on form HCFA-1450 with Plan of Treatment Bill Types (33X for Part A or 32X for Part B.)

o
Ambulance service operated by the HHA.

NOTE:
The HHA does not bill OPT, speech pathology and OT services as a medical and other health service unless the patient is entitled to Part B only and elects to have these services billed under this benefit.

DME, orthotics and prosthetics can be billed as a home health service or as a medical and other health service on bill types 32X, 33X and 34X as appropriate.

C.
Billing Spanning Two Calendar Years.--The agency should not submit a Part B medical and other health services bill for an inclusive period beginning in one calendar year and extending into the next.  If the agency does not bill on a calendar month basis, it prepares two bills.  The first covers the period ending December 31 of the old year; the second, the period beginning January 1 of the new year.  This permits you to apply the appropriate deductible for both years.
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3638.10
Reimbursement of HHA Claims.--HHA's not on PIP are reimbursed on either a per visit method or a percentage of billed charges method as shown in the following examples.  (For application of coinsurance and deductible on HHA claims see subsections A, B, and C.)

EXAMPLE I:  Per Visit Method

A beneficiary under a plan of treatment received 10 visits for which the HHA charged $60 per visit for a total of $600.  The HHA's per visit interim rate is $50.  Neither deductible nor coinsurance is applicable.  

Determine the HHA's interim payment by multiplying total visits by the HHA's per visit interim rate as follows:

10 visits x $50 per visit interim rate = *$500 interim payment

EXAMPLE II:  Percentage of Billed Charges Method

A beneficiary under a plan of treatment received 10 visits for which the HHA charged $50 per visit for a total of $500.  The HHA's interim rate is 90 percent.  Neither deductible nor coinsurance is applicable.

Determine the HHA's interim payment by multiplying total charges by the HHA's interim rate as follows:

$500 (charges) x 90 percent (interim rate) = *$450 interim payment

*These are the amounts Medicare will pay on an interim basis prior to any deductions for Gramm-Rudman-Hollings or any add-ons for interest due to late payment of clean claims. (See §3600.6 for an explanation of Gramm-Rudman-Hollings and §3600.1.5 for interest payments.)

The following describes application of deductible and coinsurance on HHA bills by bill type:

A.
Patient Under Part B Plan of Treatment (Bill Type 32X).--

o
No deductible applicable; and

o
No coinsurance applicable

Exception: 
Coinsurance applies on DME and orthotic/prosthetic claims.  (See §3639C.)
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B.
Patient Under Part A Plan of Treatment (Bill Type 33X).--

o
No deductible applicable; and

o
No coinsurance applicable

Exception:
Coinsurance applies on DME and orthotic/prosthetic claims. (See §3629C.)

C.
Patient Not Under Plan of Treatment, Part B Medical and Other Health Services and Osteoporosis Injections (Bill Type 34X).--

o
Deductible applies; and

o
Coinsurance applies

3638.11
Osteoporosis Injections as HHA Benefit.--Section 4156 of OBRA 1990 provides for Part B coverage of FDA approved injectable drugs for osteoporosis for female beneficiaries.  At this time, the only injectable drugs that meet this requirement have the generic name calcitonin-salmon or calcitonin-human.  This drug may be covered on a cost basis when provided by an HHA under the circumstances listed below.  HHAs list the drug as a non-routine medical supply under Part B on its cost report and bills it under Part B bill type 34X.

Cover the home health visit (i.e., the nurse's visit) to administer the drug under normal Medicare (Part A or Part B) home health coverage rules.  Coverage of the drug is limited to female beneficiaries who meet each of the following criteria:

o
The individual is eligible for Medicare Part B coverage of home health services (the nursing visit to perform the injection may be the individual's qualifying service);

o
The individual sustained a bone fracture that a physician certifies was related to post-menopausal osteoporosis; and

o
The individual's physician certifies that she is unable to learn the skills needed to self-administer the drug, or is otherwise physically or mentally incapable of administering the drug, and that her family or caregivers are unable or unwilling to administer the drug.


A.
Billing Requirements.--The cost of administering the drug is included in the charge for the visit billed under bill type 32X or 33X, as appropriate.  The cost of the drug is billed under revenue code 636 and HCPCS code J0630.  This code is defined as up to 400 units.  Therefore, the provider must calculate units for FL 46 of the bill as follows:

Units furnished during

Entry on bill

billing period
100-400


1

401-800


2

801-1200


3
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Units furnished during

Entry on bill

billing period
1201-1600


4

1601-2000


5

2001-2400


6

This is considered part of the home health benefit under Part B.

B.
Application of Deductible and Coinsurance.--Payment for the drug is made under Part B.  The Part B deductible and coinsurance apply regardless of whether other home health services are covered under Part A or Part B.

C.
Denial Messages.--If the claim for an osteoporosis drug is denied because it was not an injectable drug approved by the FDA, state on the EOMB or denial notice:  "Medicare does not pay for drugs that are not approved as safe and effective by the Food and Drug Administration."

If the claim for an osteoporosis injection is denied because the patient did not meet the requirements for coverage of the drug, state on the EOMB or denial notice:  "Medicare cannot pay for this injection because one or more requirements for coverage were not met."

D.
Edits.--Edit the claim to assure that the beneficiary is female and that diagnosis code 733.01 is present.  Also, check your files to assure that a plan of treatment is on file, or that you have paid home health visits for substantially the same period covered by the bill.  When scheduling permits, common working file edits bill type 34X with revenue code 636 and HCPCS code J0630 to assure that:

o
Diagnosis code 733.01 is present; and

o
The beneficiary is female.
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3638.12
Billing by Home Health Agencies Under the  Home Health  Prospective  Payment System (HH PPS).--
The following instructions apply to HHA claims for dates of service on or after October 1, 2000.  These claims will be processed under the home health prospective payment system (HH PPS).  Claims for dates of service on or before September 30, 2000, will be processed under the cost/IPS system.   Instructions for HHA billing under cost/IPS reimbursement begin at §3638.  Claims with service dates spanning September 30 - October 1, 2000, cannot be processed.  Return these claims to the provider. 

HHAs use the UB-92/Form HCFA-1450 billing form when billing for services furnished under a plan of treatment and for medical and other health services outside of a plan of care.  Beneficiaries are entitled to unlimited home health visits when they meet the requirement of intermittent care and are homebound.

3638.13
When Bills are Submitted.--Agencies submit requests for payment on the UB-92 twice for each episode of care in most instances.  In special circumstances, only one submission may be submitted for an episode (see §3639.26).  Agencies may submit requests for payment:

o
When services are furnished under a home health plan of treatment when a bill includes at least one visit.  These requests are submitted on types of bill 32x or 33x. 

o
When medical and other health services are provided under Part B.  (See §3127.)  These requests are submitted on type of bill 34x.

o
The patient (or his representative) refuses to request payment on his behalf.

o
When the beneficiary is an HMO enrollee and you have jurisdiction for processing.

In all cases, the provider is responsible for not filing a timely claim for payment.  (See §3309.1.)

3638.14
Billing for Nonvisit Charges.--Under HH PPS all services under a plan of care must be billed as a HH PPS episode.  All services within an episode of care must be billed on one claim for the entire episode.  Do not accept types of bill 329 and 339 without any visit charges.  

Nonvisit charges incurred after termination of the plan of care are payable under Part B medical and other health services on type of bill 34x.

3638.15
DME Furnished as a Home Health Benefit.--Effective July 18, 1984, medical appliances furnished as a covered home health service are redefined as Durable Medical Equipment (DME) in accordance with the definition in §3113.1 and are subject to 20 percent coinsurance. Items which prior to July 18, 1984, could qualify as medical appliances under the home health benefit, but which do not meet the definition of DME, may be covered if the requirements in §3113.1B3, which pertain to such items, are met.  Medicare payment cannot exceed 80 percent of the reasonable cost of the DME.  DME furnished free, or at a nominal charge by a public HHA, or by another HHA which requests and receives approval to have payments made to it as a public HHA because a significant portion of its patients are low income, receive interim payment equal to the number of covered visits times the estimated reasonable cost per visit.  Coinsurance is applicable for DME furnished at a nominal charge.  All DME billed under these instructions must be identifiable for cost report and final cost settlement purposes.
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Where a beneficiary meets the criteria for coverage of home health services and the beneficiary is under a plan of care, HHAs have the option of billing any DME provided in an episode of care on bill types 329 or 339. Where the HHA is providing DME outside of a plan of care, the DME provided by the HHA may be billed as a medical and other health service (bill type 34x).
3638.16
More Than One Agency Furnished Home Health Services.--When a physician deems it necessary to use two participating HHAs, the physician designates the agency which furnishes the major services and assumes the major responsibility for the patient's care.  The primary agency bills for all services furnished by both agencies and keeps all records pertaining to the care. The primary agency’s status as primary is established through the submission of a Request for Anticipated Payment (RAP) (see §3639.18). The secondary agency is paid through the primary agency under mutually agreed upon arrangements between the two agencies.  Two agencies must never bill as primary for the same beneficiary for the same episode of care.  When the Common Working File (CWF) indicates an episode of care is open for a beneficiary, deny the RAP of any other agency billing within the episode unless the RAP indicates a transfer or discharge and readmission situation exists.  

3638.17
Home Health Services Are Suspended or Terminated Then Reinstated.--A physician may suspend visits for a time to determine whether the patient has recovered sufficiently to do without further home health services.  When the suspension is temporary (does not extend beyond the end date of the 60-day episode) and the physician later determines that the services must be resumed, the resumed services are paid as part of the same episode and under the same plan of care as before.  The episode from date and the admission date remain the same as on the RAP.  No special indication need be made on the episode claim for the period of suspended services.  Explanation of the suspension need only be indicated in the medical record.  

If, when services are resumed after a temporary suspension (one that does not extend beyond the end date of the 60-day episode), the HHA believes the beneficiary’s condition is changed sufficiently to merit a SCIC adjustment, a new OASIS assessment may be performed, and change orders acquired from the physician.  The episode may then be billed as a SCIC adjustment, with an additional 0023 revenue code line reflecting the HIPPS code generated by the new OASIS assessment.  

If the suspension extends beyond the end of the current 60-day episode, HHAs must submit a discharge claim for the episode.  Full payment will be due for the episode.  If the beneficiary resumes care, the HHA must establish a new plan of care and submit a RAP for a new episode.  The admission date would match the episode from date, as the admission is under a new plan of care and care was not continuous.
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3638.18
Preparation of a Home Health Billing Form in No-Payment Situations.--HHAs must report all non-covered charges on the UB-92, including no-payment claims, as described below.  HHAs must report these non-covered charges for all home health services, including both Part A (339 type of bill) and Part B (329 or 34x type of bill) services.  Non-covered charges must be reported only on HH PPS claims.  RAPs do not require the reporting of non-covered charges.  HHA no-payment bills submitted with types of bill 329 or 339 will update any current home health benefit period on the CWF. 

A.
HHA Claims With Both Covered and Non-Covered Charges.--HHAs must report (along with covered charges) all non-covered charges, related revenue codes, and HCPCS codes, where applicable. (Providers should not report the non-payment codes outlined below.)  On the UB-92 flat file, HHAs must use record type 61, Field No. 10 (outpatient total charges) and Field No. 11 (outpatient non-covered charges) to report these charges.  Providers utilizing the hard copy UB-92 report these charges in Form Locator (FL 47) “Total Charges,” and in FL 48 “Non-Covered Charges.”

You must be able to accept these charges in your system and pass them to other payers and the CWF. 

B.
HHA Claims With All Non-Covered Charges.--HHAs must submit claims when all of the charges on the claim are non-covered (no-payment claim).  HHAs must complete all items on a no-payment claim in accordance with instructions for completing payment bills with the exception that all charges are reported as non-covered.  You must provide a complete CWF record for these claims.  Total the charges on CWF under revenue code 001 (total and non-covered.)  Non-payment codes are required in CWF records where no payment is made for the entire claim.  Utilize non-payment codes in §3624. These codes alert HCFA to bypass edits in CWF processing that are not appropriate in non-payment cases.  Enter the appropriate code in the “Non-payment Code” field of the CWF record if the non-payment situation applies to all services covered by the bill. When payment is made in full by an insurer primary to Medicare, enter the appropriate “Cost Avoidance” codes for MSP cost avoided claims. When you identify such situations in your development or processing of the claim, adjust the claim data the provider submitted, and prepare an appropriate CWF record.  See §3893.4 for counting no-payment claims on your workload report.

3638.19
Billing for Part B Medical and Other Health Services.--Form HCFA-1450 is submitted for certain Part B medical and other health services for which the HHA may receive reimbursement outside of the prospective payment system.  (See §3127.)

A.
Patient Not Under  a Home Health Plan of Treatment.--The HHA uses a Form HCFA-1450 (type of  bill 34x) to bill for certain Part B "medical and other health services" when there is no home health plan of treatment.  Specifically the HHA may bill using type of bill 34x for the following services.  (There must be a physician's certification on file.):



o
Surgical dressings, splints, casts, and other devices used for reduction of fractures and dislocations.

o
Rental or purchase of DME.

o
Ambulance service operated by the HHA.
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o
Prosthetic devices.  (See §3660.6 for billing enteral and parenteral supplies and equipment.) 

o
Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes.

o
Outpatient physical therapy services. (See §§3147ff.)

o
Outpatient speech pathology services.  (See §§3147ff.)

o
Outpatient occupational therapy services.  (See §§3147ff.)

Bills for services not under a home health plan of treatment should be submitted only after services are delivered.  They should be submitted on a periodic basis, e.g. monthly, without regard to an episode of care.  These items are not reimbursed under HH PPS. 

B.
The Patient is Under a Home Health Plan of Treatment.--If a patient is receiving home health services under a plan of treatment, the agency may bill for the following services on Form HCFA-1450 (Bill Type 34X).  All other services are home health services and should be billed as a HH PPS episode with Bill Type 32X.

o
Ambulance service operated by the HHA.

o
A covered osteoporosis drug, and

o
Pneumoccocal pneumonia, influenza virus and hepatitis B vaccines.

o
Oral cancer drugs and antiemetics.

DME, orthotics and prosthetics can be billed as a home health service or as a medical and other health service on bill types 32X, 33X and 34X as appropriate.

C.
Billing Spanning Two Calendar Years.--The agency should not submit a Part B medical and other health services bill (bill type 34X only) for an inclusive period beginning in one calendar year and extending into the next.  If the agency does not bill on a calendar month basis, it prepares two bills.  The first covers the period ending December 31 of the old year; the second, the period beginning January 1 of the new year.  This permits you to apply the appropriate deductible for both years.  HH PPS claims (type of bill 32x or 33x) may span the calendar year since they represent 60-day episodes, and episodes should be attributed to the Federal fiscal year or calendar year in which they end.
3638.20
Reimbursement of HHA Claims.--

A.
Patient Under A Plan of Treatment (Bill Types 33X and 32X).--Effective for all services provided on or after October 1, 2000, all home health services provided under a plan of treatment will be reimbursed under the HH PPS.  (See §3639.)
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B.
Patient Not Under Plan of Treatment, Part B Medical and Other Health Services  (Bill Type 34X).--Outpatient physical therapy, occupational therapy and speech-language pathology services delivered not under a plan of treatment after October 1, 2000, will be reimbursed under the outpatient prospective payment system.  For the 34X bill type:

o
Deductible applies; and

o
Coinsurance applies

3638.21
Osteoporosis Injections as HHA Benefit.--Section 4156 of OBRA 1990 provides for Part B coverage of FDA approved injectable drugs for osteoporosis for female beneficiaries.  At this time, the only injectable drugs that meet this requirement have the generic name calcitonin-salmon or calcitonin-human.  This drug may be covered on a cost basis when provided by an HHA under the circumstances listed below.  HHAs list the drug as a non-routine medical supply under Part B on its cost report and bills it under Part B bill type 34X. Coverage of the drug is limited to female beneficiaries who meet each of the following criteria:

o
The individual is eligible for Medicare Part B coverage of home health services (the nursing visit to perform the injection may be the individual's qualifying service);

o
The individual sustained a bone fracture that a physician certifies was related to post-menopausal osteoporosis; and

o
The individual's physician certifies that she is unable to learn the skills needed to self-administer the drug, or is otherwise physically or mentally incapable of administering the drug, and that her family or caregivers are unable or unwilling to administer the drug.

A.
Billing Requirements.--The cost of administering the drug is included in the charge for the visit billed under bill type 32X or 33X, as appropriate.  The cost of the drug is billed under bill type 34X with revenue code 636 and HCPCS code J0630.  This code is defined as up to 400 units.  Therefore, the provider must calculate units for FL 46 of the bill as follows:

Units furnished during

Entry on bill

billing period
100-400


1

401-800


2

801-1200


3

1201-1600


4

1601-2000


5

2001-2400


6

This is considered part of the home health benefit under Part B.
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Application of Deductible and Coinsurance.--Payment for the drug is made under Part B.  The Part B deductible and coinsurance apply regardless of whether other home health services are covered under Part A or Part B.

C.
Denial Messages..--If the claim for an osteoporosis drug is denied because it was not an injectable drug approved by the FDA, use the appropriate message below on the MSN or EOMB.  



o
MSN Message 6.2: “Drugs not specifically classified as effective by the Food and Drug Administration are not covered.”



o
EOMB Message 6.2: "Medicare does not pay for drugs that have not been approved by the Food and Drug Administration."

If the claim for an osteoporosis injection is denied because the patient did not meet the requirements for coverage of the drug, use MSN message 6.5 or EOMB message 6.15, which read  "Medicare cannot pay for this injection because one or more requirements for coverage were not met."

D.
Edits.--Edit the claim to assure that the beneficiary is female and that diagnosis code 733.01 is present.  Also, check your files to assure that a plan of treatment is on file, or that you have paid home health visits for substantially the same period covered by the bill.  When scheduling permits, common working file edits bill type 34X with revenue code 636 and HCPCS code J0630 to assure that diagnosis code 733.01 is present and the beneficiary is female. 

If the service dates on the 34x claim fall within a HH PPS episode that is open for the beneficiary on CWF, CWF edits to assure that the provider number on the 34x claim matches the provider number on the episode file.  This is to reflect that although the osteoporosis drug is paid separately from the HH PPS episode rate it is included in consolidated billing requirements (see §3639.35 regarding consolidated billing. 

3638.22
Completion of Form HCFA-1450 For Home Health Agency Billing Under HH PPS.--

The information given below details the items that are required from HHAs to bill Medicare for home health services under a plan of care under the home health prospective payment system (HH PPS).  Items not listed do not need to be completed, although HHAs may complete them when billing multiple payers.  Edit to ensure all required elements are present on HH PPS RAPs and claims. Additional required editing in your systems is detailed beneath each claim element.  

3638.23
Requests for Anticipated Payment (RAPs).--HHAs are required to submit the following data elements on  a request for anticipated payment under home health PPS.  Effective for dates of service on or after October 1, 2000, home health services under a plan of care will be paid based on a 60-day episode of care.  Payment for this episode will usually be made in two parts.  To receive the first part of the HH PPS split payment, HHAs must submit a request for anticipated payment (RAP) with coding as described below. 

Each RAP must be based on a current OASIS‑based case mix.  A RAP and a claim will usually be submitted for each episode period.  Each claim must represent the actual utilization over the episode period.   If the claim is not received 120 days after the start date of the episode or 60 days after the paid date of the RAP (whichever is greater), automatically cancel the RAP payment in your claims systems. Reflect the full recoupment of the RAP on the HHA’s next remittance advice.  
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If care continues at the same provider for a second episode of care, HHAs may submit the RAP for the second episode even if the claim for the first episode has not yet been submitted.   If a prior episode is overpaid, use the current mechanism of generating an A/R debit and deducting it on the HHA’s next remittance advice (RA) to recoup the overpaid amount. 

Form Locator (FL) 1. (Untitled) Provider Name, Address, and Telephone Number
Required.  The minimum entry is the agency's name, city, State, and ZIP code.  The post office box number or street name and number may be included.  The State may be abbreviated using standard post office abbreviations.  Five or nine-digit ZIP codes are acceptable.  Use this information in connection with the Medicare provider number (FL 51) to verify provider identity.

FL 2. Untitled
Not required. 

FL 3. Patient Control Number
Optional.  The patient's control number may be shown if the HHA assigns one and needs it for association and reference purposes.

FL 4. Type of Bill
Required.  This three-digit alphanumeric code gives three specific pieces of information.  The first digit identifies the type of facility.  The second classifies the type of care.  The third indicates the sequence of this bill in this particular episode of care.  It is referred to as a "frequency" code.  The types of bill accepted for HH PPS requests for anticipated payment are any combination of the codes listed below:

Code Structure (only codes used to bill Medicare are shown).

lst Digit-Type of Facility
3 - Home Health

2nd Digit-Bill Classification (Except Clinics and Special Facilities)
2 - Hospital Based or Inpatient (Part B) (includes HHA visits under a Part B plan of treatment).

NOTE:
While the bill classification of 3, defined as “Outpatient (includes HHA visits under a Part A plan of treatment and use of HHA DME under a Part A plan of treatment)” may also be appropriate to a HH PPS claim, HHAs are encouraged to submit all RAPs with bill classification 2.  Medicare claims systems determine whether a HH claim should be paid from the Part A or Part B trust fund and will change the bill classification digit on the electronic claim record as necessary to reflect this.

3rd Digit-Frequency 




Definition
2-Interim-First Claim 



Use this code for the first of an expected series of bills







or which utilization is chargeable or which will update







inpatient deductible for the same confinement or 







course of treatment. Use this code for original or 







replacement RAPs.
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FL 4. Type of Bill (cont.)

3rd Digit-Frequency 





Definition
8-Void/Cancel of a Prior Claim 



Use this code to indicate this bill is an exact duplicate of an incorrect bill previously submitted. A code "2" bill (a replacement RAP) must be submitted for the episode to be paid.  If a RAP is submitted in error (for instance, an incorrect HIPPS code is submitted), use this code to cancel so that a corrected RAP can be submitted.  

Allow only claims with the following frequency codes to process as adjustments against RAPs: “8,” “9"or “I” (accompanied by a cancel only code of “C”).  Do not allow claims with a frequency code of  “7" to process as an adjustment against a RAP.  

FL 5. Federal Tax Number
Not Required.

FL 6. Statement Covers Period (From-Through)
Required.  Typically, these fields show the beginning and ending dates of the period covered by a bill.   Since the RAP is a request for payment for future services, however, the ending date may not be known.  HHAs must submit the same date in both the “From” and “Through” date fields.  On the first RAP in an admission, this date must be the date the first service was provided to the beneficiary.  On RAPs for subsequent episodes of continuous care, this date should be the day immediately following the close of the preceding episode (Day 61, 121, etc.).  All dates must be reported in the format MM-DD-YYYY.  

Compare the provider effective date in the provider file to the “From” date to ensure that the “From date is on or after the provider effective date.  Reject claims which fail this edit.  

FL 7. Covered Days
Not Required.

FL 8. Noncovered Days
Not Required.

FL 9. Coinsurance Days
Not Required.

FL 10. Lifetime Reserve Days
Not Required.

FL l2. Patient’s Name
Required.  Enter the patient's last name, first name, and middle initial.
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FL l3 Patient’s Address
Required.  Enter the patient's full mailing address, including street number and name, post office box number or RFD, City, State, and ZIP code.
FL l4. Patient’s Birthdate
Required.  Enter the month, day, and year of birth (MMDDYYYY) of patient.  If the full correct date is not known, leave blank.

FL l5.  Patient’s Sex

Required.   “M” for male or  “F” for female must be present.  This item is used in conjunction with FLS 67-81 (diagnoses and surgical procedures) to identify inconsistencies.

FL l6. Patient’s Marital Status
Not Required.

FL l7. Admission Date 

Required.  Enter the date the patient was admitted to home health care (MMDdYY).   On the first RAP in an admission, this date should match the statement covers “From” date in FL 6.  On RAPs for subsequent episodes of continuous care, this date should remain constant, showing the actual date the beneficiary was admitted to home health care.    

FL l8. Admission Hour
Not Required.

FL l9. Type of Admission
Not Required.

FL 20. Source of Admission
Required.   Enter a code indicating the source of this admission.  Source of admission information will be used by Medicare to correctly establish and track home health episodes.  

Code Structure:


Code:
Definition:
1
Physician Referral

2
Clinic Referral

3
HMO Referral

4
Transfer from a Hospital

5
Transfer from a SNF

6
Transfer from Another Health Care Facility 

7
Emergency Room

8
Court/Law Enforcement
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FL 20. Source of Admission (Cont.) 

Code Structure:

9
Information Not Available

A
Transfer From a Critical Access Hospital (CAH)

B
Transfer From Another HHA

C
Readmission to the Same Home Health Agency

FL 21. Discharge Hour
Not Required.

FL 22. Patient Status
Required.  Enter the code indicating the patient's status as of the "Through" date of the billing period  (FL 6).  Since the “through” date of the RAP will match the “from” date, the patient will never be discharged as of the “through” date.  As a result only one patient status is possible on RAPs. 

Code
Definition
30
Still patient

FL 23. Medical Record Number
Optional.  The HHA enters the number assigned to the patient's medical/health record.  Carry the number the HHA enters through your system and return it to the HHA.

FLs 24, 25, 26, 27, 28, 29 and 30. Condition Codes
Optional.  Enter any NUBC approved code to describe conditions that apply to the RAP.

If canceling the RAP (TOB 3x8), report one of the following:

Claim Change Reasons

Code
Title
Definition
D5
Cancel to Correct HICN
Cancel only to correct an HICN or


or Provider ID
Provider Identification Number.  Use this code for 

most corrections to RAPs, including corrections to 

HIPPS codes.
D6
Cancel Only to Repay
Cancel only to repay a duplicate payment or OIG

a Duplicate or OIG
overpayment.  Use when D5 is not appropriate.

Overpayment

Enter “Remarks” in FL 84, indicating the reason for cancellation.
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FL 32, 33, 34, and 35.  Occurrence Codes and Dates
Optional.  Enter any NUBC approved code to describe occurrences that apply to the RAP. Event codes are two alphanumeric digits, and dates are shown as eight numeric digits (MM-DD-YYYY).  Occurrence code 27 is not required on HH PPS RAPs.

Fields 32A-35A must be completed before fields 32B-35B are used.

Occurrence and occurrence span codes are mutually exclusive.  Occurrence codes have values from 01 through 69 and A0 through L9.  Occurrence span codes have values from 70 through 99 and M0 through Z9.

When FLs 36A and B are fully used with occurrence span codes, FLs 34A and B and 35A and B may be used to contain the “From” and “Through” dates of the other occurrence span codes.  In this case, the code in FL 34 is the occurrence span code and the occurrence span “From” dates is in the date field.  FL 35 contains the same occurrence span code as the code in FL 34, and the occurrence span “Through” date is in the date field.

Other codes may be required by other payers, and while they are not used by Medicare, they may be entered on the RAP if convenient.  Medicare systems do require that the dates associated with occurrence codes must be within the statement covers period of the claim (FL 6).
FL 36. Occurrence Span Code and Dates
Not Required.  Since the statement covers period (FL 6) of the RAP is a single day, occurrence spans cannot be reported.
FL 37. Internal Control Number (ICN)/ Document Control Number (DCN)

Required.  If cancelling a RAP, HHAs must enter the control number assigned to the original RAP here. ICN/DCN is not required in any other case.  Show payer A's ICN/DCN on line "A" in FL 37.  Similarly, show the ICN/DCN for Payer's B and C on lines B and C respectively, in FL 37.

FL 38. (Untitled Except on Patient Copy of the Bill) Responsible Party Name and Address 

Not Required. 

FLs 39-41. Value Codes and Amounts
Required.  Home health episode payments must be based upon the site at which the beneficiary is served.  RAPs will not be processed without the following value code:  

Code
Title
Definition
61
Location Where Service is MSA number (or rural state code) of the location

Furnished (HHA and Hospice) where the home health or hospice service is delivered. Report the number in the dollar portion of the form locator right justified to the left of the dollar/cents delimiter. 

Since the value amount is a nine-position field, enter the four-digit MSA in the nine-position field in the following manner.  Enter an MSA for Puerto Rico (9940) as 000994000, and the MSA for Abilene TX (0040) as 000004000.  Note that the two characters to the right of the assumed decimal point (9999999V99) are always zeros.
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Optional.  Enter any NUBC approved value code to describe other values that apply to the RAP.

FLs 39-41. Value Codes and Amounts (Cont.)
Value code(s) and related dollar amount(s) identify data of a monetary nature necessary for the processing of this claim.  The codes are two alphanumeric digits, and each value allows up to nine numeric digits (0000000.00).  Negative amounts are not allowed except in FL 41.  Whole numbers or non-dollar amounts are right justified to the left of the dollars and cents delimiter.  Some values are reported as cents, so refer to specific codes for instructions.  

If more than one value code is shown for a billing period, codes are shown in ascending numeric sequence.  There are two lines of data, line "a" and line "b."  Use FLs 39a through 41a before FLs 39b through 41b (i.e., the first line is used before the second line).
FL 42 and 43  Revenue Code and Revenue Description

Required.   One revenue code line is required on the RAP.  This line is used to report a single Health Insurance Prospective Payment System (HIPPS) code (defined under FL 44) which is the basis of the anticipated payment.  The required revenue code and description for HH PPS RAPs are as follows:

REV. CD.
DESCRIPTION

0023

Home Health Services

Return the Medicare reimbursement for the RAP in the total charges field (FL 47) of the 0023 revenue code line.  HHAs must not submit the 0023 revenue code line with a charge amount. 

Optional.  HHAs may submit additional revenue code lines at their option, reporting any revenue codes which are accepted on HH PPS claims (see §3638.24 below) except another 0023.  Purposes for doing so include the requirements of the other payers, or billing software limitations that require a charge on all requests for payment.  

NOTE:
Revenue codes 58X and 59X will no longer be accepted with covered charges on Medicare home health RAPs under HH PPS.  Revenue code 624 (investigational devices) will no longer be accepted at all on Medicare home health RAPs under HH PPS.

HHAs may continue to report a “Total” line, with revenue code 0001, in FL 42.  The adjacent charges entry in FL 47 may be the sum of charges billed.  However, your systems must overlay this amount with the total reimbursement for the RAP. 

FL 44. HCPCS/Rates

Required.  On the 0023 revenue code line, HHAs must report the HIPPS code for which anticipated payment is being requested. 

Definition. Health Insurance Prospective Payment System (HIPPS) rate codes represent specific patient characteristics (or case mix) on which Medicare payment determinations are made.  These payment codes represent case-mix groups based on research into utilization patterns among various provider types.  HIPPS codes are used in association with special revenue codes used on UB‑92 claims forms for institutional providers.  One revenue code is defined for each prospective payment system that calls for HIPPS codes.  HIPPS codes are placed in Form Locator (FL) 44 ("HCPCS/rate") on the form itself.  The associated revenue codes are placed in FL 42.  In certain circumstances, multiple HIPPS codes may appear on separate lines of a single claim.  HIPPS codes are alphanumeric codes of five digits.
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Under the home health prospective payment system, which requires the use of HIPPS codes, a case-mix adjusted payment for up to 60 days of care will be made using one of 80 Home Health Resource Groups (HHRG).  On Medicare claims these HHRGs will represented as HIPPS codes.  These HIPPS codes are determined based on assessments made using the Outcome and Assessment Information Set (OASIS).  Grouper software run at the HHA site will use specific data elements from the OASIS data set and assign beneficiaries to a HIPPS code.  The Grouper will output the HIPPS code which HHAs must enter in FL 44 on the claim.

HHA HIPPS codes are five position alphanumeric codes: the first digit is a static "H" for home health, the second, third and fourth (alphabetical) positions represent the level of intensity respectively to the clinical, functional and service domains of the OASIS.  The fifth position (numeric) represents which of the three domains in the HIPPS code were either calculated from complete OASIS data or derived from incomplete OASIS data.  (See §3639.13.)  A value of “1" in the fifth position should indicate a complete data set that will be accepted by the State Repository for OASIS data.  Both HH PPS RAPs and claims must be correct to reflect the HIPPS code accepted by the State repository.  Lists of current HIPPS codes used for billing during a specific Federal fiscal year are published in Medicare Program Memoranda. 

Optional.  If additional revenue code lines are submitted on the RAP, HHAs must report HCPCS codes as appropriate to that revenue code.   Coding detail for each revenue code under HH PPS is defined in §3638.24.

FL 45. Service Date

Required.  On the 0023 revenue code line, HHAs report the date of the first billable service provided under the HIPPS code reported on that line.

 If the claim “From” date in FL 6 also matches the admission date in FL 17, edit to ensure that the service date on the 0023 line of the RAP matches the claim “From” date. 

Optional.  If additional revenue codes are submitted on the RAP, report service dates as appropriate to that revenue code.  Coding detail for each revenue code under HH PPS is defined in §3638.24. 

FL 46. Units of Service
Optional.  Units of service are not required (i.e., must be zero or blank) on the 0023 revenue code line.  If additional revenue codes are submitted on the RAP, HHAs report units of service as appropriate to that revenue code.  Coding detail for each revenue code under HH PPS is defined in §3638.24.

FL 47.  Total Charges
Required.  Zero charges must be reported on the 0023 revenue code line.  Medicare claims systems will place the reimbursement amount for the RAP in this field on the electronic claim record.  

Optional.  If additional revenue codes are submitted on the RAP, report any necessary charge amounts to meet the requirements of other payers or your billing software.  Medicare claims systems will not make any payment determinations based upon submitted charge amounts. 
FL 48. Non-Covered Charges

Not Required.  Report non-covered charges only on HH PPS claims, not RAPs. 
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Examples.--The following provides examples of revenue code lines as HHAs should complete them based on the reporting requirements above.  

Report the required 0023 line as follows:


FL 42  
 FL 44                     FL 45    
        FL 46       
FL 47

FL 48

0023 
HAEJ1                    100100       
         

0.00



Report additional revenue code lines as follows:


FL 42  
 FL 44                     FL 45    
        FL 46       
FL 47

FL 48

550 

G0154                    100100       
  1       

150.00
FL  49. Untitled
Not Required. 

FLs  50A, B, and C. Payer Identification
Required.  If Medicare is the primary payer, HHAs enter "Medicare" on line A.  When Medicare is entered on line 50A, this indicates that the HHA has developed for other insurance coverage and has determined that Medicare is the primary payer.  All additional entries across line A (FLs 51-55) supply information needed by the payer named in FL 50A.  If Medicare is the secondary or tertiary payer, HHAs identify the primary payer on line A and enter Medicare information on line B or C as appropriate.   Do not make conditional payments for Medicare Secondary Payer (MSP) situations based on the RAP.
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FL 51. Medicare Provider Number
Required. Enter the six position alphanumeric “number” assigned by Medicare.  It must be entered on the same line as “Medicare” in FL 50.

If a Medicare provider number changes within a 60-day episode, reflect this by closing out the original episode with a claim under the original provider number, indicating patient status 06.  This claim will be paid a PEP adjustment.  Submit a new RAP under the new provider number to open a new episode under the new provider number.  In such cases report the new provider number in this field. 

FLs 52A, B, and C. Release of Information Certification Indicator
Required.  A "Y" code indicates the provider has on file a signed statement permitting the provider to release data to other organizations in order to adjudicate the claim.  An "R" code indicates the release is limited or restricted.  An "N" code indicates no release on file.

FLs 53A, B, and C. Assignment of Benefits Certification Indicator
Not Required.

FLs 54A, B, and C. Prior Payments
Not Required.

FLs 55A, B, and C. Estimated Amount Due
Not Required.

FL 56. (Untitled)
Not Required

FL 57. (Untitled)
Not Required.
FLs 58A, B, and C. Insured's Name
Required.  On the same lettered line (A, B, or C) that corresponds to the line on which Medicare payer information is shown in FLs 50-54, enter the patient's name as shown on his HI card or other Medicare notice.

FLs 59A, B, and C. Patient's Relationship To Insured
Not Required. 
FLs 60A, B, and C.  Certificate/Social Security Number/HI Claim/Identification Number
Required.  On the same lettered line (A, B, or C) that corresponds to the line on which Medicare payer information was shown in FLs 39-41, and 50-54, enter the patient's Medicare health insurance claim number; i.e., if Medicare is the primary payer, enter this information in FL 60A.  Show the number as it appears on the patient's HI Card, Certificate of Award, Utilization Notice, Explanation of Medicare Benefits, Temporary Eligibility Notice, or as reported by the Social Security Office.

FLs 61A, B, and C. Group Name
Not Required.
FLs 62A, B, and C. Insurance Group Number
Not Required.
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FL 63. Treatment Authorization Code

Required.  HHAs must enter the claims-OASIS matching key output by the Grouper software.  This data element links the RAP record to the specific OASIS assessment used to produce the HIPPS code reported in FL 44.  This is an eighteen position code, containing the start of care date (eight positions, from OASIS item M0030), the date the assessment was completed (eight positions, from OASIS item M0090), and the reason for assessment (two positions, from OASIS item M0100).  Verify that eighteen numeric values are reported in this field.

The elements in this code must be reproduced exactly as they appear on the OASIS assessment, matching date formats used on the assessment. In cases of billing for denial notice, using condition code 21, this code may be filled with eighteen ones. 

The investigational device (IDE) revenue code, 624, is not allowed on HH PPS RAPs.  Therefore, treatment authorization codes associated with IDE items must never be submitted in this field.

FL 64.  Employment Status Code
Not Required.

FL 65.  Employer Name
Not Required.

FL 66.  Employer Location
Not Required. 

FL 67.  Principal Diagnosis Code
Required.  HHAs must enter the ICD-9-CM code for the principal diagnosis.  The code may be the full ICD-9-CM diagnosis code, including all five digits where applicable.  When the proper code has fewer than five digits, do not fill with zeros.

The ICD-9 code and principal diagnosis reported in FL67 must match the primary diagnosis code reported on the OASIS form item M0230 (Primary Diagnosis), and on the Form CMS-485, form item 11 (ICD-9-CM/Principle Diagnosis).

FLs 68-75.  Other Diagnoses Codes
Required.  HHAs must enter the full ICD-9-CM codes for up to eight additional conditions if they co-existed at the time of the establishment of the plan of care.  These codes must not duplicate the principal diagnosis listed in FL 67 as an additional or secondary diagnosis.

For other diagnoses, the diagnoses and ICD-9 codes reported in FLs 68-75 must match the additional diagnoses reported on the OASIS, form item M0240 (Other Diagnoses), and on the Form CMS-485, form item 13 (ICD-9-CM/Other Pertinent Diagnoses).  Other pertinent diagnoses are all conditions that co-existed at the time the plan of care was established.  In listing the diagnoses, place them in order to best reflect the seriousness of the patient’s condition and to justify the disciplines and services provided.  Surgical and V codes which are not acceptable in the other diagnosis fields M0240 on the OASIS, or on the Form CMS-485, form item 13, may be reported in FLs 68-75 on the RAP if they are reported in the narrative form item 21 of the Form CMS-485.  The sequence of codes should follow ICD-9 guidelines for reporting manifestation codes.  Therefore, if a manifestation code is part of the primary diagnosis, the first two diagnoses should match and appear in the same sequence, on all three forms.  Beyond these guidelines, Medicare does not require that the sequence of the codes on the three forms must be identical.
FL 76. Admitting Diagnosis
Not Required.
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FL 77. E-Code

Not Required.

FL 78. Untitled
Not Required. 

FL 79.  Procedure Coding Method Used
Not Required.

FL 80. Principal Procedure Code and Date
Not Required.

FL 81. Other Procedure Codes and Dates
Not Required.

FL 82. Attending/Requesting Physician I.D.

Required.  HHAs must enter the UPIN and name of the attending physician that has established the plan of care with verbal orders. 
Deny the RAP if the UPIN indicated in this field is on the sanctioned provider list. 
FL 83. Other Physician I.D.
Not Required.

FL 84. Remarks
Required.  Remarks are necessary when cancelling a RAP, to indicate the reason for the cancellation.

FL 85.  Provider Representative Signature 

Not Required. 

FL 86.  Date
Not Required.

3638.24
HH PPS Claims.--HHAs are required to submit the following data elements  on  a claim under HH PPS.  Effective for dates of service on or after October 1, 2000, home health services under a plan of care will be paid based on a 60-day episode of care.  Payment for this episode will usually be made in two parts.  In cases where a RAP has been paid and a 60-day episode has been completed, or the patient has been discharged, HHAs must submit a claim to receive the balance of payment due for the episode. 

Process HH PPS claims in Medicare claims systems as debit/credit adjustments against the record created by the RAP.  As the claim is processed reverse the payment on the RAP in full and make the full payment due for the episode on the claim.  Reflect both the debit and credit actions on the remittance advice (RA) so the net reimbursement on the claim will be easily understood by therovider.  See remittance advice information in §3753.  

If the RAP corresponding to that claim is suspended, suspend the claim as well.  Release that claim for processing once the RAP has finalized.
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Coding required for a HH PPS claim is as follows: 

Form Locator (FL) 1. (Untitled) Provider Name, Address, and Telephone Number
Required.  The minimum entry is the agency's name, city, State, and ZIP code.  The post office box number or street name and number may be included.  The State may be abbreviated using standard post office abbreviations.  Five or nine-digit ZIP codes are acceptable.  Use this information in connection with the Medicare provider number (FL 51) to verify provider identity.

FL 2. Untitled
Not required. 

FL 3. Patient Control Number
Required.  The patient's control number may be shown if you assign one and need it for association and reference purposes.

FL 4. Type of Bill
Required.  This three-digit alphanumeric code gives three specific pieces of information.  The first digit identifies the type of facility.  The second classifies the type of care.  The third indicates the sequence of this bill in this particular episode of care.  It is referred to as a "frequency" code.  The types of bill accepted for HH PPS claims are any combination of the codes listed below:

Code Structure (only codes used to bill Medicare are shown).

lst Digit-Type of Facility
3 - Home Health

2nd Digit-Bill Classification (Except Clinics and Special Facilities)
2 - Hospital Based or Inpatient (Part B) (includes HHA visits under a Part B plan of treatment).

While the bill classification of 3, defined as “Outpatient (includes HHA visits under a Part A plan of treatment and use of HHA DME under a Part A plan of treatment)” may also be appropriate to a HH PPS claim, encourage HHAs to submit all claims with bill classification 2.  Medicare claims system determine whether a HH claim should be paid from the Part A or Part B trust fund and will change the bill classification digit on the electronic claim record as necessary to reflect this.  


3rd Digit-Frequency 
Definition
7 - Replacement of Prior Claim 
Use to correct a previously submitted bill.  Apply this code for the corrected or "new" bill. These adjustment claims must be accepted at any point within the timely filing period after the payment of the original claim.
8 - Void/Cancel of a Prior Claim 




Use this code to indicate this bill is an exact duplicate of an incorrect bill previously submitted.  A replacement RAP and claim must be submitted for the episode to be paid.  
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FL 4. Type of Bill (Cont.)
3rd Digit-Frequency 






Definition
9 - Final Claim for a HH PPS Episode



This code indicates the HH bill should be 










processed as a debit/credit adjustment to 










the RAP.  This code is specific to home 










health and does not replace frequency 












codes 7, or 8.

HH PPS claims will be submitted with the frequency of  “9.”  These claims may be adjusted with frequency “7" or cancelled with frequency “8.”  Do not accept late charge bills, submitted with frequency “5” on HH PPS claims.  To add services within the period of a paid HH claim, an adjustment must be submitted by the HHA.
FL 5. Federal Tax Number
Not Required.

FL 6. Statement Covers Period (From-Through)
Required.  The beginning and ending dates of the period covered by this claim.  The “From” date must match the date that the HHA submitted on the RAP for the episode. If this is a No-RAP LUPA claim, the from date for initial episodes will equal the first billable service date in the episode, for subsequent episodes the from date will be the first day of the episode (i.e., the 61st day following the first episode, the 121st day following the second episode).  For continuous care episodes (patient status 30), the “Through” date must indicate a full 60 day episode (i.e. must equal the “From” date plus 59 days).  In cases where the beneficiary has been discharged in less than 60 days because goals are met or transferred within the 60-day episode period, HHAs will report the date of discharge in accordance with internal discharge procedures as the as the “Through” date.  If a discharge claim is submitted due to change of intermediary, see FL 22 below.  If a beneficiary dies during the episode, report the date of death as the through date. Return claims to the provider which do not report the “Through” date in this manner.  HHAs may submit claims for payment immediately after the claim “Through” date.  HHAs are not required to hold claims until the end of the 60-day episode unless the beneficiary continues under care. 

Require all dates to be submitted in the format MMDDYY.

Edit to ensure that the “From” date, the admission date and the earliest dated 0023 revenue code line on the claim match the information which was submitted on the RAP for the same episode.  Return claims to the provider which fail this edit.

On the first episode in a period of continuous care, edit to ensure that the “From” date, the admission date, the earliest 0023 revenue code line date and the first service date on a revenue code 42x-44x or 55x-57x line all match.  Return claims to the provider which fail this edit.

Compare the provider effective date in the provider  file to the “From” date to ensure that the “From” date is on or after the provider effective date.  Reject claims which fail this edit.  

FL 7. Covered Days
Not Required.

FL 8. Noncovered Days
Not Required.
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FL 9. Coinsurance Days
Not Required.

FL 10. Lifetime Reserve Days
Not Required.

FL l2. Patient’s Name
Required.  Enter the patient's last name, first name, and middle initial.

FL l3 Patient’s Address
Required.  Enter the patient's full mailing address, including street number and name, post office box number or RFD, City, State, and ZIP code.
FL l4. Patient’s Birthdate
Required.  Enter the month, day, and year of birth (MM-DD-YYYY) of patient.  If the full correct date is not known, leave blank.

FL l5.  Patient’s Sex

Required.  “M” for male or  “F: for female must be present.  This item is used in conjunction with FLs 67-81 (diagnoses and surgical procedures) to identify inconsistencies.

FL l6. Patient’s Marital Status
Not Required.

FL l7. Admission Date 

Required.  Enter the same date of admission that was submitted on the RAP for the episode (MMDDYY).

FL l8. Admission Hour
Not Required.

FL l9. Type of Admission
Not Required.

FL 20. Source of Admission
Required.  Enter the same source of admission code that was submitted on the RAP for the episode. 

FL 21. Discharge Hour
Not Required.

FL 22. Patient Status
Required.  Enter the code indicating the patient's status as of the "Through" date of the billing period  (FL 6).  

Code
Definition
0l
Discharged to home or self-care (routine discharge)

02
Discharged/transferred to another short-term general hospital for inpatient care
03
Discharged/transferred to SNF

04
Discharged/transferred to an Intermediate Care Facility (ICF)

05
Discharged/transferred to another type of institution (including distinct parts) 

06
Discharged/transferred to home under care of organized home health service organization, OR



Discharged and readmitted to the same home health agency within a 60-day 


episode period
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FL 22. Patient Status (Cont.)

Code
Definition
07 Left against medical advice or discontinued care

08 Discharge/transferred to home under care of a home IV drug therapy provider

20
Expired (or did not recover - Christian Science Patient)

30 Still patient or expected to return for outpatient services

40 Expired at home (hospice claims only)

41 Expired in a medical facility, such as a hospital, SNF, ICF or freestanding hospice (hospice claims only)

42 Expired – place unknown

50
Discharged/transferred to hospice - home

51 Discharged/transferred to hospice - medical facility

61 Discharge/transferred within this institution to a hospital-based Medicare approved swing bed

71 Discharged/transferred/referred to another institution for outpatient services as specified by the discharge plan of care

72
Discharged/transferred/referred to this institution for outpatient services as specified by the discharge plan of care

Patient status code 06 should be reported in all cases where the HHA is aware that the episode will be paid as a partial episode payment (PEP) adjustment.  These are cases in which the agency is aware that the beneficiary has transferred to another HHA within the 60-day episode, or the agency is aware that the beneficiary was discharged with the goals of the original plan of care met and has been readmitted within the 60-day episode.  Situations may occur in which the HHA is unaware at the time of billing the discharge that these circumstances exist.  In these situations, Medicare claims systems will adjust the discharge claim automatically to reflect the PEP adjustment, changing the patient status code on the paid claims record to 06.

In cases where an HHA is changing the intermediary to which they submit claims, the service dates on the claims must fall within the provider’s effective dates at each intermediary.  To ensure this, RAPs for all episodes with “from” dates before the provider’s termination date must be submitted to the intermediary the provider is leaving.  The resulting episode must be resolved by the provider submitting claims for shortened periods, with “through” dates on or before the termination date.  The provider must indicate that these claims will be PEP adjustments by using patient status 06.  Billing for the beneficiary is being “transferred” to the new intermediary.

In cases where the ownership of an HHA is changing which causes the six digit Medicare provider number to change, the service dates on the claims must fall within the effective dates of the terminating provider number.  To ensure this, RAPs for all episodes with “from” dates before the termination date of the provider number must be resolved by the provider submitting claims for shortened periods, with “through” dates on or before the termination date.  The provider must indicate that these claims will be partial episode payment (PEP) adjustments by using patient status 06.  Billing for the beneficiary is being “transferred” to the new agency ownership.  In changes of ownership which do not affect the six digit Medicare provider number, billing for episodes is unaffected also.

In cases where an HHA is aware in advance that a beneficiary will become enrolled in a Medicare+Choice plan as of a certain date, the provider should submit a claim for the shortened period prior to the HMO enrollment date.  The claim should be coded with patient status 06.  Payment responsibility for the beneficiary is being “transferred” from Medicare fee-for-service to Medicare+Choice, since HH PPS only applies to Medicare fee-for-service.

If HHAs require guidance on OASIS assessment procedures in these cases, refer them to the appropriate state OASIS education coordinator.

FL 23. Medical Record Number
Required.  The HHA enters the number assigned to the patient's medical/health record.  Carry the
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number the HHA enters through your system and return it to the HHA.

FLs 24, 25, 26, 27, 28, 29 and 30. Condition Codes
Optional.  Enter any NUBC approved code to describe conditions that apply to the claim.

FLs 24, 25, 26, 27, 28, 29 and 30. Condition Codes (Cont.)
Required.  If adjusting a HH PPS claim (TOB 3x7), report one of the following:

Claim Change Reasons

Code
Definition

D0
Changes to Service Dates

D1
Changes to Charges

D2
Changes to Revenue Codes/HCPCS

D7
Change to Make Medicare the Secondary Payer

D8
Change to Make Medicare the Primary Payer

D9
Any Other Change

E0
Change in Patient Status

If adjusting the claim to correct a HIPPS code, use condition code D9 and enter “Remarks” in FL 84 indicating the reason for the HIPPS code change.

If canceling the claim (TOB 3x8), report the condition codes D5 or D6 (defined in §3638.23) and enter “Remarks” in FL 84 indicating the reason for cancellation of the claim.

FL 32, 33, 34, and 35.  Occurrence Codes and Dates
Optional.  HHAs may enter any NUBC approved code to describe occurrences that apply to the Claim.  Event codes are two alphanumeric digits, and dates are shown as eight numeric digits (MM-DD-YYYY).  Do not require occurrence code 27 on HH PPS claims.

Fields 32A-35A must be completed before fields 32B-35B are used.

Occurrence and occurrence span codes are mutually exclusive.  Occurrence codes have values from 01 through 69 and A0 through L9.  Occurrence span codes have values from 70 through 99 and M0 through Z9.

When FLs 36A and B are fully used with occurrence span codes, FLs 34A and B and 35A and B may be used to contain the “From” and “Through” dates of the other occurrence span codes.  In this case, the code in FL 34 is the occurrence span code and the occurrence span “From” dates is in the date field.  FL 35 contains the same occurrence span code as the code in FL 34, and the occurrence span “Through” date is in the date field.

Other codes may be required by other payers, and while they are not used by Medicare, they may be entered on the bill if convenient.

FL 36. Occurrence Span Code and Dates
Optional.  HHAs may enter any NUBC approved code to describe occurrences that apply to the claim. Enter code and associated beginning and ending dates defining a specific event relating to this billing period.  Event codes are two alphanumeric digits.  Show dates as MM-DD-YYYY.  Occurrence span code 74 is not required to reflect inpatient admissions within an episode.
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FL 37. Internal Control Number (ICN)/ Document Control Number (DCN)

Required.  If the HHA is submitting a 3x7 adjustment to a claim, they must insert the ICN/DCN of the claim to be adjusted here.  Show payer A's ICN/DCN on line "A" in FL 37.  Similarly, show the ICN/DCN for Payer's B and C on lines B and C respectively, in FL 37.

When processing 3x9 claims, copy the ICN of the corresponding RAP record and populate this field with that ICN.  Place the transaction type on the electronic claim record.  An adjustment reason code and requestor ID are not required on the electronic claim record for these transactions. 

FL 38. (Untitled Except on Patient Copy of the Bill) Responsible Party Name and Address 

Not Required.  Space is provided for use of a window envelope if you use the patient's copy of the bill set.  For claims which involve payers of higher priority than Medicare as defined in FL 58, the address of the other payer may be shown here or in FL 84 (Remarks).

FLs 39-41. Value Codes and Amounts
Required.  Home health episode payments must be based upon the site at which the beneficiary is served.  Return claims without the following value code to the provider:  

Code
Title

Definition
61
Location Where Service is 
MSA number (or rural state code) of the location Furnished (HHA and Hospice)
where the home health or hospice service is 


delivered. Report the number in dollar portion of the form locator right justified to the left of the dollar/cents delimiter. 

Since the value amount is a nine-position field, enter the four-digit MSA in the nine-position field in the following manner.  Enter an MSA for Puerto Rico (9940) as 000994000, and the MSA for Abilene TX (0040) as 000004000.  Note that the two characters to the right of the assumed decimal point (9999999V99) are always zeros.  For episodes in which the beneficiary’s site of service changes from one MSA to another within the episode period, HHAs should submit the MSA code corresponding to the site of service at the end of the episode on the claim.  Payment for the entire episode will be consistent with this location.

Optional.  HHAs may enter any NUBC approved value code to describe other values that apply to the claim.  Accept this codes and apply any applicable edits specific to those codes.

Intermediary value codes.  These value codes may be placed on the claim in processing (providers do not report these codes):

Code
Title

Definition
17
Outlier Amount 
Report the amount of any outlier payment returned by the Pricer with this code. (Always place condition code 61 on the claim along with this value code.)

62
HH Visits--Part A
The number of visits determined by Medicare to 



be payable from the Part A trust fund to reflect 



the shift of payments from the Part A to the Part 



B trust fund as mandated by §1812 (a)(3) 





of the Social Security Act. 
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Code
Title

Definition
63
HH Visits--Part B 
The number of visits determined by Medicare to 



be payable from the Part B trust fund to reflect 



the shift of payments from the Part A to the Part 



B trust fund as mandated by §1812 (a)(3) 





of the Social Security Act.

64
HH Reimbursement--Part A
The dollar amounts determined to be associated 



with the HH visits identified in a value code 62 



amount.  This Part A payment reflects the shift of 



payments from the Part A to the Part B trust fund 



as mandated by §1812 (a)(3) of the Social 




Security Act.

65
HH Reimbursement--Part B
The dollar amounts determined to be associated 



with the HH visits identified in a value code 63 



amount.  This Part B payment reflects the shift of 



payments from the Part A to the Part B trust fund 



as mandated by §1812 (a)(3) of the Social 




Security Act

If information returned from the Common Working File (CWF) indicates all visits on the claim are Part A, the SS will place value codes 62 and 64 on the claim record, showing the total visits and total PPS reimbursement amount as the values, change the type of bill on the claim record to 33x, and return to the claim to CWF with RIC code V.  

If information returned from the CWF indicates all visits on the claim are Part B, the SS will place value codes 63 and 65 on the claim record, showing the total visits and total PPS reimbursement amount as the values, and return to the claim to CWF with RIC code W.  (The SS will change the type of bill as necessary in these cases.)

If information returned from the CW F indicates certain visits on the claim are payable from either Part A or Part B, the SS will place value codes 62, 63, 64 and 65 on the claim record.  The SS will populate the values for code 62 and 63 based on the numbers of visits returned from CWF and prorate the total PPS reimbursement amount based on the numbers of visits to determine the dollars amounts to be associated with value codes 64 and 65.  The SS will return the claim to CWF with type of bill 32x and with RIC code U.  

FL 42 and 43 Revenue Code and Revenue Description

Required.  HH PPS claims must report a 0023 revenue code line matching the one submitted on the RAP for the episode.  If this matching 0023 revenue code line is not found on the claim, reject the claim.  

If the claim represents an episode in which the beneficiary experienced a significant change in condition (SCIC), HHAs may report one or more additional 0023 revenue code lines to reflect each change, but assessments that do not change the payment group (i.e., same HHRG, one of eight HIPPS attached to that HHRG) do not have to be reported.  SCICs are determined by an additional OASIS assessment of the beneficiary which changes the HIPPS code that applies to the episode and a change order from the physician to the plan of care.  In the event that a beneficiary experiences a significant change in condition in a single day, and is assessed twice in that day, report only the later HIPPS code on a single 0023 line for that date.  Do not report the earlier HIPPS code for the earlier assessment on the same day.  Each additional 0023 revenue code line will show the new HIPPS code 
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in FL 44, the first date on which services were provided under the revised plan of care in FL 45, no units in FL 46 and zero charges in FL 47.  See previous section on revenue codes under Requests for Anticipated Payments for more detail on HIPPS coding.  

Place the Medicare reimbursement returned by the Pricer for each HIPPS code in the total charges field (FL 47) of the corresponding 0023 revenue code line. (See  §3656.7 for information on the HH PPS Pricer.)  HHAs must not submit the 0023 revenue code lines with a charge amount. 

HHAs must also report on claims all services provided to the beneficiary within the episode period.  Each service must be reported in line item detail.  Any of the following revenue codes may be used:

27X
Medical/Surgical Supplies.  (Also see 62X, an extension of 27X.)
Code indicates the charges for supply items required for patient care.

Rationale: Additional breakdowns are provided for items that hospitals may wish to identify because of internal or third party payer requirements.

Subcategory


Standard Abbreviation

0 - General Classification
MED-SUR SUPPLIES

1 - Nonsterile Supply
NONSTER SUPPLY

2 - Sterile Supply
STERILE SUPPLY

3 - Take Home Supplies
TAKEHOME SUPPLY

4 - Prosthetic/Orthotic Devices
PROSTH/ORTH DEV

5 - Pace maker

PACE MAKER

6 - Intraocular Lens
INTR OC LENS

7 - Oxygen-Take Home
02/TAKEHOME

8 - Other Implants
SUPPLY/IMPLANTS

9 - Other Supplies/Devices
SUPPLY/OTHER
Required detail: With the exception of revenue code 274, only service units and a charge must be reported with this revenue code.  If also reporting revenue code 623 to separately identify specific wound care supplies, not just supplies for wound care patients, ensure that the charge amounts for revenue code 623 lines are mutually exclusive from other lines for supply revenue codes reported on the claim. Report only non-routine supply items in this revenue code or in 623. Revenue code 274 requires a HCPCS code, the date of service units and a charge amount. 

42X

Physical Therapy
Charges for therapeutic exercises, massage, and utilization of effective properties of light, heat, cold, water, electricity, and assistive devices for diagnosis and rehabilitation of patients who have neuromuscular, orthopedic, and other disabilities.

Rationale:
Permits identification of particular services.

Subcategory

Standard Abbreviation
0 - General Classification
PHYSICAL THERP

1 - Visit Charge

PHYS THERP/VISIT

2 - Hourly Charge
PHYS THERP/HOUR

3 - Group Rate

PHYS THERP/GROUP

4 - Evaluation or Re-evaluation
PHYS THERP/EVAL

9 - Other Physical Therapy
OTHER PHYS THERP
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Required detail: HCPCS code G0151 (services of a physical therapist under a home health plan of care, each 15 minutes), the date of service, service units which represent the number of 15 minute increments that comprised the visit, and a charge amount.  

43X

Occupational Therapy
Services provided by a qualified occupational therapy practitioner for therapeutic interventions to improve, sustain, or restore an individual’s level of function in performance of activities of daily living and work, including: therapeutic activities, therapeutic exercises; sensorimotor processing; psychosocial skills training; cognitive retraining; fabrication and application of orthotic devices; and training in the use of orthotic and prosthetic devices; adaptation of environments; and application of physical agent modalities.

Subcategory
Standard Abbreviation
0 - General Classification
OCCUPATION THER

1 - Visit Charge
OCCUP THERP/VISIT

2 - Hourly Charge
OCCUP THERP/HOUR

3 - Group Rate
OCCUP THERP/GROUP

4 - Evaluation or Re-evaluation
OCCUP THERP/EVAL

9 - Other Occupational Therapy
OTHER OCCUP THER

     (may include restorative therapy)

Required detail: HCPCS code G0152 (services of an occupational therapist under a home health plan of care, each 15 minutes), the date of service, service units which represent the number of 15 minute increments that comprised the visit, and a charge amount.

44X

Speech-Language Pathology
Charges for services provided to persons with impaired functional communications skills.

Subcategory
Standard Abbreviation
0 - General Classification
SPEECH PATHOL

1 - Visit Charge
SPEECH PATH/VISIT

2 - Hourly Charge
SPEECH PATH/HOUR

3 - Group Rate
SPEECH PATH/GROUP

4 - Evaluation or Re-evaluation
SPEECH PATH/EVAL

9 - Other Speech-Language 
OTHER SPEECH PAT

     Pathology

Required detail: HCPCS code G0153 (services of a speech and language pathologist under a home health plan of care, each 15 minutes), the date of service, service units which represent the number of 15 minute increments that comprised the visit, and a charge amount.
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55X

Skilled Nursing
Charges for nursing services that must be provided under the direct supervision of a licensed nurse to assure the safety of the patient and to achieve the medically desired result.   This code may be used for nursing home services or a service charge for home health billing.
Subcategory

Standard Abbreviation
0 - General Classification
SKILLED NURSING

1 - Visit Charge
SKILLED NURS/VISIT

2 - Hourly Charge
SKILLED NURS/HOUR

9 - Other Skilled Nursing
SKILLED NURS/OTHER

Required detail: HCPCS code G0154 (services of a skilled nurse under a home health plan of care, each 15 minutes), the date of service, service units which represent the number of 15 minute increments that comprised the visit, and a charge amount.

56X

Medical Social Services
Charges for services such as counseling patients, interviewing patients, and interpreting problems of a social situation rendered to patients on any basis.

Rationale:
Necessary for Medicare home health billing require​ments.  May be used at other times as required by hospital.

Subcategory


Standard Abbreviation
0 - General Classification
MED SOCIAL SVS

1 - Visit Charge

MED SOC SERV/VISIT

2 - Hourly Charge
MED SOC SERV/HOUR

9 - Other Med. Soc. Services
MED SOC SERV/OTHER

Required detail: HCPCS code G0155 (services of a clinical social worker under a home health plan of care, each 15 minutes), the date of service, service units which represent the number of 15 minute increments that comprised the visit, and a charge amount.

57X

Home Health Aide (Home Health)
Charges made by an HHA for personnel that are primarily responsible for the personal care of the patient.

Rationale:  Necessary for Medicare home health billing require​ments.

Subcategory


Standard Abbreviation
0 - General Classification
AIDE/HOME HEALTH

1 - Visit Charge

AIDE/HOME HLTH/VISIT

2 - Hourly Charge
AIDE/HOME HLTH/HOUR

9 - Other Home Health Aide
AIDE/HOME HLTH/OTHER

Required detail: HCPCS code G0156 (services of a home health aide under a home health plan of care, each 15 minutes), the date of service, service units which represent the number of 15 minute increments that comprised the visit, and a charge amount.
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NOTE:
Do not accept revenue codes 58X, 59X when submitted with covered charges on Medicare home health claims under HH PPS.  Do not accept revenue code 624, investigatinal devices, on HH claims under HH PPS. 

Optional:
Revenue codes for optional billing of DME:

Billing of durable medical equipment (DME) provided in the episode is not required on the HH PPS claim.  Home health agencies retain the option to bill these services to their RHHI or to have the services provided under arrangement with a supplier that bills these services to the DME Regional Carrier.  Agencies that chose to bill DME services on their HH PPS claims must use the revenue codes below.  For additional instructions for billing DME services see §3629.  

29X

Durable Medical Equipment (DME) (Other Than Renal)

Code indicates the charges for medical equipment that can withstand repeated use (excluding renal equipment).

Rationale:
Medicare requires a separate revenue center for billing.

Subcategory

Standard Abbreviation

0 - General Classification
MED EQUIP/DURAB

1 - Rental


MED EQUIP/RENT

2 - Purchase of New DME
MED EQUIP/NEW

3 - Purchase of Used DME
MED EQUIP/USED

4 - Supplies/Drugs
MED EQUIP/SUPPLIES/DRUGS\

for DME Effectiveness

(HHAs Only)\

9 - Other Equipment
MED EQUIP/OTHER

Required detail: the applicable HCPCS code for the item, a date of service indicating the purchase date or the beginning date of a monthly rental, a number of service units, and a charge amount.  Monthly rental items should be reported with a separate line for each month’s rental and service units of one.  

60X

Oxygen (Home Health)
Code indicates charges by an HHA for oxygen equipment supplies or contents, excluding purchased equipment.

If a beneficiary had purchased a stationary oxygen system, an oxygen concentrator or portable equipment, current revenue codes 292 or 293 apply.  

Rationale:
Medicare requires detailed revenue coding.  
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60X
(Cont.)

Subcategory


Standard Abbreviation
0 - General Classification
02/HOME HEALTH

1 - Oxygen - State/Equip/Suppl  
02/EQUIP/SUPPL/CONT



or Cont

2 - Oxygen - Stat/Equip/Suppl
02/STAT EQUIP/UNDER 1 LPM


Under 1 LPM

3 - Oxygen - Stat/Equip/Over
02/STAT EQUIP/OVER 4 LPM


4 LPM

4 - Oxygen - Portable Add-on
02/STAT EQUIP/PORT ADD-ON

Required detail: the applicable HCPCS code for the item, a date of service, a number of service units, and a charge amount.

Revenue code for optional reporting of wound care supplies:

62X

Medical/Surgical Supplies - Extension of 27X
Code indicates charges for supply items required for patient care.  The category is an extension of 27X for reporting additional breakdown where needed.
Subcategory


Standard Abbreviation
3 - Surgical Dressings
SURG DRESSING

Required detail: Only service units and a charge must be reported with this revenue code.  If also reporting revenue code 27x to identify non-routine supplies other than those used for wound care, ensure that the charge amounts for the two revenue code lines are mutually exclusive.

HHAs may voluntarily report a separate revenue code line for charges for non-routine wound care supplies, using revenue code 623. Notwithstanding the standard abbreviation  "surg dressings", HHAs may use this line item to report charges for ALL nonroutine wound care supplies, including but not limited to surgical dressings. 

§3119.4 defines routine vs. nonroutine supplies.  Continue to use that definition to determine whether any wound care supply item should be reported in this line because it is nonroutine.

Information on patient differences in supply costs can be used to make refinements in the home health PPS case-mix adjuster.  The case mix system for home health prospective payment was developed from information on the cost of visit time for different types of patients.  If supply costs also vary significantly for different types of patients, the case mix adjuster may be modified to take both labor and supply cost differences into account.  Wound care supplies are a category with potentially large variation.  HHAs can assist CMS's future refinement of payment rates if they consistently and accurately report their charges for nonroutine wound care supplies under revenue center code 623.  HHAs should ensure that charges reported under revenue code 27x for nonroutine supplies are also complete and accurate.

HHAs may continue to report a “Total” line, with revenue code 0001, in FL 42.  The adjacent charges entry in FL 47 may be the sum of charges billed.  Your systems must assure this amount reflects charges associated with all revenue code lines excluding any 0023 lines.
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FL 44. HCPCS/Rates

Required.  On the earliest dated 0023 revenue code line, HHAs must report the HIPPS code (see §3638.23 for definition of HIPPS codes) which was reported on the RAP.  On claims reflecting a significant change in condition (SCIC), HHAs must report on each additional 0023 line the HIPPS codes produced by the Grouper based on each additional OASIS assessment.

If the Pricer software returns a HIPPS code for payment which is a different payment group (HHRG) than the code submitted by the HHA, carry this second HIPPS code on an additional field on the same 0023 line.  This second HIPPS code must be passed to CWF on the claim and shown on the HHA’s electronic remittance advice.  

For line items detailing all services within the episode period, report HCPCS codes as appropriate to that revenue code.  Coding detail for each revenue code under HH PPS is defined above under FL 43 above.

FL 45. Service Date

Required.  On each 0023 revenue code line, report the date of the first service provided under the HIPPS code reported on that line.


For line items detailing all services within the episode period, report service dates as appropriate to that revenue code.  Coding detail for each revenue code under HH PPS is defined above under FL 43 above.  For service visits that begin in one calendar day, and span into the next calendar day, HHAs report one visit using the date the visit ended as the service date.

FL 46. Units of Service
Required.  Do not report units of service on 0023 revenue code lines.  For line items detailing all services within the episode period, report units of service as appropriate to that revenue code.  Coding detail for each revenue code under HH PPS is defined above under FL 43 above.  Units for revenue codes 42x-44x, 55x-57x, must be reported as the number of 15 minute increments on home health claims, and may include time spent completing the OASIS assessment and medical records in the home.  Minutes should be reported/rounded to the nearest 15 minute increment.  Each visit must be reported as a separate line item.
FL 47.  Total Charges
Required.  Zero charges must be reported on the 0023 revenue code line (the field may be zero or blank).  Medicare claims systems will place the episode reimbursement amount for the claim in this field on the electronic claim record.  For LUPA claims, the per visit reimbursement will be reported on individual line items.
For line items detailing all services within the episode period, report charges as appropriate to that revenue code.  Coding detail for each revenue code under HH PPS is defined above under FL 43. Charges may be reported in dollars and cents (i.e., charges are not required to be rounded to dollars and zero cents).  Medicare claims systems will not make any payment determinations based upon submitted charge amounts. 
FL 48. Non-Covered Charges

Required.  The total noncovered charges pertaining to the related revenue code in FL 42 are entered here.  (See §3638.18.)
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Examples.--The following provides examples of revenue code lines as HHAs should complete them based on the reporting requirements above.  


HHAs must report the multiple 0023 lines in a SCIC situation as follows:
FL 42  
 FL 44                     FL 45    
        FL 46       
FL 47
FL 48
0023 
HAEJ1                    100100       
         

0.00

0023
HAFM1


100100




0.00

HHAs must report additional revenue code lines as follows:

FL 42  
 FL 44                     FL 45    
        FL 46       
FL 47
FL 48
270








8


84.73

291

K0006


100100

1


120.00

420

G0151


100500

3


155.00

430

G0152


100700

4


160.00

440

G0153


100900

4


175.00

550          G0154          

101200     
1
 
 
140.00

560

G0155


101400

8


200.00

570

G0156


101600

3


65.00

580





101800

3


75.00

623








5


47.75

FL  49. Untitled
Not Required. 

FLs  50A, B, and C. Payer Identification
Required.  If Medicare is the primary payer, enter "Medicare" on line A.  When Medicare is entered on line 50A, this indicates that you have developed for other insurance coverage and have determined that Medicare is the primary payer.  All additional entries across line A (FLs 51-55) supply information needed by the payer named in FL 50A.  If Medicare is the secondary or tertiary payer, identify the primary payer on line A and enter Medicare information on line B or C as appropriate.   See §§248, 250, 25l, 252, and 253 to determine when Medicare is not the primary payer.  Make conditional and other payments for Medicare Secondary Payer (MSP) situations based only on the HH PPS claim.
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FL 51. Medicare Provider Number
Required. Enter the six position alphanumeric “number” assigned by Medicare.  It must be entered on the same line as “Medicare” in FL 50. If the Medicare provider number changes within a 60-day episode, reflect this by closing out the original episode with a claim, which will receive a PEP adjustment, under the original provider number, and opening a new episode under the new provider number with a RAP.   

FLs  52A, B, and C. Release of Information Certification Indicator
Not Required.  A "Y" code indicates the provider has on file a signed statement permitting the provider to release data to other organizations in order to adjudicate the claim.  An "R" code indicates the release is limited or restricted.  An "N" code indicates no release on file.

FLs 53A, B, and C. Assignment of Benefits Certification Indicator
Not Required.

FLs 54A, B, and C. Prior Payments
Not Required.

FLs 55A, B, and C. Estimated Amount Due
Not Required.

FL 56. (Untitled)
Not Required

. 
FL 57. (Untitled)
Not Required. 
FLs 58A, B, and C. Insured's Name
Required.  On the same lettered line (A, B, or C) that corresponds to the line on which Medicare payer information is shown in FLs 50-54, the provider enters the patient's name as shown on his HI card or other Medicare notice.  All additional entries across that line (FLs 59-66) pertain to the person named in FL 58.  The instructions which follow explain when those items are completed.

If there are payers of higher priority than Medicare and the provider is requesting payment because another payer paid some of the charges and Medicare is secondarily liable for the remainder, another payer denied the claim, or the provider is requesting a conditional payment as described in §§3679K, 3680K, 3681K, or 3682K, it enters the name of the individual in whose name the insurance is carried.  If that person is the patient, the provider enters "Patient."  Payers of higher priority than Medicare include:


o
EGHPs for employed beneficiaries and their spouses.  (See §3491.);


o
EGHPs for beneficiaries entitled to benefits solely on the basis of ESRD during a period up to l8 months.  (See §3490.);


o
LGHPs for disabled beneficiaries;


o
Automobile medical, no-fault, or liability insurer.  (See §§3419 and 3490.);  or


o
WC, including BL.  (See §§3407-3416.)
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FLs 59A, B, and C. Patient's Relationship To Insured
Required.  If claiming payment under any of the circumstances described under FLs 58A, B, or C enter the code indicating the relationship of the patient to the identified insured.

Code Structure:

Code
Title
Definition
0l
Patient is the Insured
Self-explanatory.

02
Spouse
Self-explanatory.

03
Natural Child/Insured
Self-explanatory.

Financial Responsibility

04
Natural Child/Insured Does
Self-explanatory.

Not Have Financial Responsibility

05
Step Child
Self-explanatory.

06
Foster Child
Self-explanatory.

08
Employee
Patient is employed by the insured.

09
Unknown
Patient's relationship to the insured is unknown.

l5
Injured Plaintiff
Patient is claiming insurance as a result of injury covered by insured.

FLs 60A, B, and C.  Certificate/Social Security Number/HI Claim/Identification Number
Required.  On the same lettered line (A, B, or C) that corresponds to the line on which Medicare payer information was shown in FLs 39-41, and 50-54, enter the patient's Medicare health insurance claim number; i.e., if Medicare is the primary payer, enter this information in FL 60A.  Show the number as it appears on the patient's HI Card, Certificate of Award, Utilization Notice, Explanation of Medicare Benefits, Temporary Eligibility Notice, or as reported by the Social Security Office.

If claiming a conditional payment under any of the circumstances described under FLs 58A, B, or C, enter the involved claim number for that coverage on the appropriate line.

FLs 61A, B, and C. Group Name
Required.  Where you are claiming a payment under the circumstances described in FLs 58A, B, or C and there is involvement of WC or an EGHP, enter the name of the group or plan through which that insurance is provided.
FLs 62A, B, and C. Insurance Group Number
Required.  Where you are claiming a payment under the circumstances described under FLs 58A, B, or C and there is involvement of WC or an EGHP, enter the identification number, control number or code assigned by such health insurance carrier to identify the group under which the insured individual is covered.

FL 63. Treatment Authorization Code

Required. HHAs must enter the claims-OASIS matching key output by the Grouper software.  This data element links the claim record to the specific OASIS assessment used to produce the HIPPS code reported in FL 44.  This is an eighteen position code, containing the start of care date (eight positions, from OASIS item M0030), the date the assessment was completed (eight positions, from OASIS item M0090), and the reason for assessment (two positions, from OASIS item M0100). The elements in this code must be reproduced exactly as they appear on the OASIS assessment, matching date formats used on the assessment.
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In most cases the claims-OASIS matching key on the claim will match the claims-OASIS key submitted on the RAP.  In SCIC cases, however, the matching key reported must correspond to the OASIS assessment that produced the HIPPS code on the latest dated 0023 revenue code line on the claim. Verify that eighteen numeric values are reported in this field.

The investigational device (IDE) revenue code, 624, will not be allowed on HH PPS claims.  Therefore, treatment authorization codes associated with IDE items must never be submitted in this field. 

FL 64.  Employment Status Code
Required.  Where HHAs are claiming a payment under the circumstances described in the second paragraphs of FLs 58A, B, or C, and there is involvement of WC or an EGHP, they enter the code which defines the employment status of the individual identified, if the information is readily available.

Code Structure:

Code
Title





Definition
1
Employed Full Time


Individual claimed full time employment.

2
Employed Part Time


Individual claimed part time employment.

3
Not Employed



Individual states that he or she is not employed 








full time or part time.

4
Self-employed



Self-explanatory.

5
Retired





Self-explanatory.


6
On Active Military Duty

Self-explanatory.

7-8







Reserved for national assignment.

9 
Unknown




Individual’s employment status is unknown.

FL 65.  Employer Name
Required.  Where you are claiming a payment under the circumstances described under FLs 58A, B, or C, and there is involvement of WC or EGHP, enter the name of the employer that provides health care coverage for the individual.

FL 66.  Employer Location
Required.  Where you are claiming a payment under the circumstances described under FLs 58A, B, or C and there is involvement of WC or an EGHP, enter the specific location of the employer of the individual.  A specific location is the city, plant, etc. in which the employer is located.

FL 67.  Principal Diagnosis Code
Required.   HHA must enter the ICD-9-CM code for the principal diagnosis.  The code may be the full ICD-9-CM diagnosis code, including all five digits where applicable.  Where the proper code has fewer than five digits, do not fill with zeros.  The ICD-9 code and principle diagnosis reported in FL67 must match the primary diagnosis code reported on the OASIS form item M0230 (Primary Diagnosis), and on the Form HCFA-485, form item 11 (ICD-9-CM/Principle Diagnosis).  In most cases, the principal diagnosis code on the claim will match the RAP for the episode.  In cases of SCIC adjustments, the principal diagnosis reported must correspond to the OASIS assessment that produced the latest dated HIPPS code reported on an 0023 revenue code line of the claim.
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FLs 68-75.  Other Diagnoses Codes
Required.  HHAs must enter the full ICD-9-CM codes for up to eight additional conditions if they co-existed at the time of the establishment of the plan of care.  Do not duplicate the principal diagnosis listed in FL 67 as an additional or secondary diagnosis.

For other diagnoses, the diagnoses and ICD-9 codes reported in FLs 68-75 must match the additional diagnoses reported on the OASIS, form item M0240 (Other Diagnoses), and on the Form CMS-485, form item 13 (ICD-9-CM/Other Pertinent Diagnoses).  Other pertinent diagnoses are all conditions that co-existed at the time the plan of care was established.  In listing the diagnoses, place them in order to best reflect the seriousness of the patient's condition and to justify the disciplines and services provided.  Surgical and V codes which are not acceptable in the other diagnosis fields M0240 on the OASIS, or on the Form CMS-485, form item 13, may be reported in FLs 68-75 on the claim if they are reported in the narrative form item 21 of the Form CMS-485.  The sequence of codes should follow ICD-9 guidelines for reporting manifestation codes.  Therefore, if a manifestation code is part of the primary diagnosis, the first two diagnoses should match and appear in the same sequence, on all three forms.  Beyond these guidelines, Medicare does not require that the sequence of the codes on the three forms must be identical.
FL 76.  Admitting Diagnosis
Not Required.

FL 77.  E-Code

Not Required.

FL 78.  Untitled
Not Required. 

FL 79.  Procedure Coding Method Used
Not Required.

FL 80.  Principal Procedure Code and Date
Not Required.

FL 81.  Other Procedure Codes and Dates
Not Required.

FL 82.  Attending/Requesting Physician I.D.

Required.  HHAs must enter the UPIN and name of the attending physician that has signed the plan of care.
Deny the claim if the UPIN indicated in this field is on the sanctioned provider list as of the claim “From” date.
FL 83.  Other Physician I.D.
Not Required.

FL 84.  Remarks
Required.  Remarks are required only in cases where the claim is cancelled or adjusted.

FL 85.  Provider Representative Signature 

Not Required.

FL 86.  Date
Not Required.
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3638.25
HH PPS Claims When No RAP Was Submitted.--A RAP and a claim must be submitted for all episodes for which payment based on HIPPS codes will be made.  However, there may be circumstances in which an HHA is aware prior to billing Medicare at four or fewer visits will be supplied in the episode.  In these cases, since the HHA is aware that the episode will be paid a low utilization payment adjustment (LUPA) based on national standardized per visit rates, the HHA is permitted to submit only a claim for the episode.  These claims will be referred to as “No-RAP LUPA” claims.

HHAs may submit both a RAP and a claim in these instances if they choose, but only the claim is required.  HHAs should be aware that submission of a RAP in these instances will result in recoupment of funds when the claim is submitted.  HHAs should also be aware that the receipt of the RAP or a “no-RAP LUPA” claim cause the creation of an episode record in CWF and establishes an agency as the primary HHA which can bill for the episode.  If submission of a “No-RAP LUPA” delays submission of the claim significantly, the agency is at risk for that period of not being established as the primary HHA.

If the agency chooses to submit this “No-RAP LUPA” claim, the claim form should be coded like other claims as described in §3638.24.

3638.26
Special Billing Situations Involving OASIS Assessments.--Maintaining the link between payment episode periods and OASIS assessment periods is central to the HH PPS.  However, in some circumstances these periods may be difficult to synchronize.  The following instructions provide guidance for some of the more common of these situations.


A. Changes in a Beneficiary’s Health Maintenance Organization (HMO) Enrollment Status.--


1. Payment Source Changes from HMO to Medicare Fee-For-Service (FFS).--If a Medicare beneficiary is covered under an HMO during a period of home care, and subsequently decides to change to Medicare FFS coverage, a new start of care OASIS assessment must be completed that reflects the date of the beneficiary’s change to this pay source.  This is required any time the payment source changes to Medicare FFS.  With that assessment, a RAP may be sent to Medicare to open an HH PPS episode.  HHAs are advised to verify the patient’s payer source on a weekly basis when providing services to a patient with a Medicare HMO payer source to avoid the circumstance of not having an OASIS to generate a billing code for the RAP, or having the patient discharged without an OASIS assessment.


In cases where the patient changes from HMO coverage to FFS coverage, the patient’s overall Medicare coverage is uninterrupted.  This means an HH PPS episode may be billed beginning on the date of the patient’s FFS coverage.  Upon learning of the change in HMO election, the HHA should submit a RAP using the date of the first visit provided after the FFS effective date as the episode “from” date, and using the OASIS assessment performed most recently after the change in election to produce a HIPPS code for that RAP.  The claims-OASIS matching key information in FL 63 should reflect this assessment.  If a new start of care (SOC) OASIS assessment was not conducted at the time of the change in pay source, a correction to an existing OASIS assessment may be necessary to change the reported payer source and to complete the therapy item (M0825).  The HHA should correct the existing OASIS assessment conducted most closely after the new FFS start date.  If more than one episode has elapsed before the HHA learns of the change, this procedure can be applied to the additional episode(s).  If the patient is still receiving services, the HHA must complete the routine follow-up OASIS assessments (RFA#4) consistent with the new start of care date.  In some cases, HHAs may need to inactivate previously transmitted assessments to reconcile the data collections with the new episode dates.
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EXAMPLE:  A patient has a SOC date of November 22, 2000, as a managed care patient.  On December 15 the patient disenrolls from managed care and becomes a Medicare FFS patient, but the HHA was not notified.  The HHA finds out about the disenrollment on February 1, 2001, when it bills the HMO.  The HHA had conducted a follow-up OASIS assessment on January 19, 2001, in keeping with the recertification assessment timing requirements.  It did not, however, do an OASIS within 5 days of December 15.  How does the HHA get paid under PPS for the services that were provided to this patient between December 15 and February 1?


The HHA should go to the January 19, 2001 OASIS assessment, use the information recorded there, and generate a new start of care assessment using the data from that assessment.  This new start of care assessment should reflect December 15 as the start of care date at item M0030, and should accurately reflect the therapy need at M0825 for the episode beginning December 15 in order to generate the HIPPS code for billing purposes.  The date the assessment was completed (M0090) should reflect the original date, i.e., January 19, 2001.  Timing warnings from the OASIS State system will be generated based on the difference between the start of care date and the date the assessment was completed (> 5 days), but these warnings are unavoidable in these situations and can be disregarded.

Since the January 19 assessment is no longer relevant to this episode, it can be inactivated according to the current policies for correcting OASIS records.  The HHA would conduct a routine follow-up assessment (RFA4) based on the December 15 start of care date, that is between February 8 and February 12, 2001, and every 60 days from that point on if the patient continues care.


In the rare situation in which the HHA has not performed OASIS assessments on the patient while the patient was under HMO coverage (as is required for all skilled need patients under OASIS regulations) and the patient has been discharged, the HHA may use their medical records to reconstruct the OASIS items needed to determine a HIPPS code applicable to the period of Medicare fee-for-service eligibility and coverage.




2.
Payment Source Changes from FFS to HMO.--In cases where the patient elects HMO coverage during an HH PPS episode, the episode will end and be proportionally paid according to its shortened length (a partial episode payment-- PEP-- adjustment).  The HMO becomes the primary payer upon the HMO enrollment date.  The HHA may learn of the change after the fact, for instance, upon rejection of their claim by Medicare systems.  The HHA must resubmit this claim indicating a transfer of payer source using patient status code “06” and reporting only the visits provided under the fee-for-service eligibility period.  The claim “through” date and the last billable service must occur before the HMO enrollment date.  If the patient has elected to move from Medicare FFS to a Medicare HMO and is still receiving skilled services, the HHA should indicate the change in payer source on the OASIS at the next assessment time point.

B. Inpatient Hospital Stays On or Near Day 60/61 of Continuous Care Episodes.--


1.
Beneficiary is in Hospital on Both Days 60 and 61.-- A beneficiary may be in the hospital for the entirety of both day 60 (the last day of one episode) and day 61 (the first day of the next episode of continuous care).  In this case, HHAs must discharge the beneficiary from home care for Medicare billing purposes, because home care could not be provided until what would be, at the earliest, Day 62.  There has been a gap in the delivery of home care between the two episodes and so the episodes cannot be billed as continuous care.  The RAP for the episode beginning after the hospital discharge would be submitted with a claim “through” date in FL 6 of the UB-92 claim form (or electronic equivalent) that reflected the first date of service provided after the hospital discharge.
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The RAP would  also report a new admission date in FL 17.  The HIPPS code submitted on the RAP would reflect the OASIS assessment performed after the patient returned from the hospital.  This OASIS assessment would also be reflected in the claims-OASIS matching key in FL 63.  This OASIS assessment would be submitted to the State agency as a Start of Care assessment.




2.
Beneficiary is Discharged from the Hospital on Day 60 or Day 61.--A hospital discharge may occur on day 60 or day 61 and the HHA may performs a Resumption of Care assessment which DOES NOT change the HIPPS code from a recertification assessment performed in the last five days (days 56-60) of the previous episode but prior to the hospitalization.  In this case, home care would be considered continuous if you did not discharge the patient during the previous episode.  (Medicare claims processing systems permit “same-day transfers” among providers.)  The RAP for the episode beginning after the hospital discharge would be submitted with a claim “through” date in FL 6 reflected day 61.  The RAP would not report a new admission date in FL 17. The HIPPS code submitted on the RAP would reflect the recertification OASIS assessment performed before the beneficiary’s admission to the hospital.  This OASIS assessment would also be reflected in the claims-OASIS matching key in FL 63.  This OASIS assessment would be submitted to the State agency, as would the Resumption of Care assessment.


A hospital discharge may occur on day 60 or day 61 and the HHA performs a Resumption of Care assessment which DOES change the HIPPS code from a recertification assessment performed in the last five days (days 56-60) of the previous episode but prior to the hospitalization.  In this case, home care would not be considered continuous and HHAs must discharge the beneficiary from home care for Medicare billing purposes.  The RAP for the episode beginning after the hospital discharge would be submitted with a claim “through” date in FL 6 that reflected the first date of service provided after the hospital discharge.  The RAP would also report a new admission date in FL 17.  The HIPPS code submitted on the RAP would reflect the OASIS assessment performed after the patient returned from the hospital.  This OASIS assessment would also be reflected in the claims-OASIS matching key in FL 63.  This OASIS assessment would changed to indicate a Start of Care assessment prior to submission to the State agency.




3.
Beneficiary is Admitted to Hospital on Day 61 Prior to Delivery of Services in the Episode.--Beneficiary may be hospitalized in the first days of an episode, prior to receiving home health services in the new episode.  These cases are handled for billing and OASIS identically to cases in which the beneficiary was discharged on days 60 or 61.  If the HIPPS code resulting from the Resumption of Care OASIS assessment is the same as the HIPPS code resulting from the recertification assessment, the episode may be billed as continuous care.  If the HIPPS code changes, the episode may not be billed as continuous care.


The basic principle underlying these examples is that the key to determining if episodes of care are considered continuous is whether or not services are provided in the later episode under the recertification assessment performed at the close of the earlier episode.


C.
Patients For Whom OASIS Transmission to the State Agency is Not Allowed.--Rare cases may arise in which an HHA provides Medicare covered home health services to a beneficiary for whom an OASIS assessment is normally not required.  Examples of this would be pediatric or maternity patients that are entitled to Medicare by their disability status.  In these cases, an OASIS assessment must be performed on the patient exclusively in order to arrive at a HIPPS code to place on the RAP and the claim for the episode.  This HIPPS code is necessary to serve as the basis of payment for the episode.  However, HHAs must not transmit this OASIS assessment to the State agency because it is not allowed by law.
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Since the OASIS assessment on which payment is based is not transmitted to the State, the claim for the episode must not report a ‘claims-OASIS matching key’ in the treatment authorization field of the claim form.  Instead, this field on the claim form for the RAP or claim should be filled with a string of ones (e.g., “111111111111111111”) in order to pass Medicare claims system edit which requires this field to contain a numeric value.  This is the only circumstance in which the ‘claims-OASIS matching key’ on a RAP or claim for payment may be filled with ones.  (See §3638.31 for the use of this practice on no-payment claims.)  In all other respects, the RAP and claim for the episode should be identical to other HH PPS RAPs and claims.
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Inpatient Hospital Stays and the End of Episodes—Five Scenarios


The chart below presents the information in this section in tabular form.  Each example assumes an episode beginning10-2-2002 which would otherwise end 11-30-2002 (“Day 60”). The subsequent episode could begin 12-1-2002 (“Day 61”) and end 1-29-2003.


	Scenario Example
	OASIS Impact
	Claim Impact

	1)  Hospitalized on Days 60 AND 61 

· Beneficiary is assessed for recertification on 11-26-2002

· Admitted to hospital on 11-28-2002

· Discharged from hospital 12-2-2002

· Returns to same HHA, receives next visit 12-3-2002


	Start of Care (SOC) assessment upon return from hospital
	Episodes are NOT considered continuous care

· RAP submitted with “From” and admission date of 12-3-2002, 

· New episode now extends to 1-31-2003

· Matching key reflects SOC assessment 



	2)  Discharge on Day 60 or 61, HIPPS code changes

· Beneficiary is assessed for recertification on 11-26-2002, HIPPS code: HBGK1

· Admitted to hospital on 11-28-2002

· Discharged from hospital 11-30-2002(Day 60)

· Returns to same HHA, receives next visit and resumption assessment 12-2-2002,       HIPPS code: HCHL1.


	Resumption of Care (ROC) assessment upon return from hospital, submitted as SOC
	Episodes are NOT considered continuous care

· RAP submitted with “From” and admission date of 12-2-2002, 

· New episode now extends to 1-30-2003

· Matching key reflects SOC assessment 



	3)  Discharge on Day 60 or 61, HIPPS code unchanged

· Beneficiary is assessed for recertification on 11-26-2002, HIPPS code: HDIM1

· Admitted to hospital on 11-28-2002

· Discharged from hospital 12-1-2002 (Day 61)

· Returns to same HHA, receives next visit and resumption assessment on or after 12-2-2002, HIPPS code: HDIM1.
	ROC assessment upon return from hospital
	Episodes ARE considered continuous care

· RAP submitted with “From” date of 12-1-2002 and original admission date, 

· Original episode period unchanged

· Matching key reflects ROC assessment 
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	Scenario Example
	OASIS Impact
	Claim Impact

	4) Hospitalized on Day 61, 

HIPPS code changes

· Beneficiary is assessed for recertification on 11-26-2002, HIPPS code: HAEK1

· Admitted to hospital on 12-1-2002 (Day 61)

· Discharged from hospital 12-4-2002

· Returns to same HHA, receives first visit in episode and resumption assessment 12-5-2002,  HIPPS code: HBFL1.


	ROC assessment upon return from hospital, submitted as SOC
	Episodes are NOT considered continuous care

· RAP submitted with “From” and admission date of 12-5-2002, 

· New episode now extends to 2-2-2003

· Matching key reflects SOC assessment 



	5) Hospitalized on Day 61,

 HIPPS code unchanged

· Beneficiary is assessed for recertification on 11-26-2002, HIPPS code: HDIM1

· Admitted to hospital on 12-1-2002, after HH visit same day (Day 61)

· Discharged from hospital 12-4-2002 

· Returns to same HHA, receives next visit and resumption assessment 12-5-2002, HIPPS code: HDIM1.


	ROC assessment upon return from hospital
	Episodes ARE considered continuous care

· RAP submitted with “From” date of 12-1-2002 and original admission date, 

· Original episode period unchanged

· Matching key reflects ROC assessment 
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3638.30
Beneficiary-Driven Demand Billing Under HH PPS.--Demand billing is a procedure through which beneficiaries can request Medicare payment for services that (1) their HHAs advised them were not medically reasonable and necessary, or that (2) they failed to meet the homebound, intermittent or non-custodial care requirements, and therefore would not be reimbursed if billed.  The HHA must inform the beneficiary of this assessment in an Advance Beneficiary Notice (ABN), which also must be signed by the beneficiary or appropriate representative.  In short, beneficiaries pay out of pocket or third party payers cover the services in question, but HHAs in return, upon request of the beneficiary, are required to bill Medicare for the disputed services.  If, after its review, Medicare decides some or all the disputed services received on the "demand bill" are covered and pays for them, the HHA would refund the previously collected funds for these services.  If the Medicare determination upholds the HHA's judgement that the services were not medically reasonable and necessary, or that the beneficiary failed to meet the homebound or intermittent care requirements, the HHA keeps the funds collected, unless the Regional Home Health Intermediary (RHHI) determines the ABN notification was not properly executed, or some other factor changed liability for payment of the disputed services back to the HHA.

With the advent of HH PPS, the Medicare payment unit for home care changes from visits to episodes, usually 60 day in length.  In order to be eligible for episode payment, Medicare beneficiaries must be: (1) under a physician plan of care, and (2) at least one service must have been provided to the beneficiary, so that a request for anticipated payment (RAP) can be sent to Medicare and create a record of an episode in Medicare systems.  Therefore, initially under HH PPS, demand billing must conform to ALL of the following criteria:

o
Situations in which disputed services are called for under a plan of care, but the HHA believes the services do not meet Medicare criteria for coverage;

o
Claims sent to Medicare with type of bill 32x and 33x; and, 

o
Episodes on record in Medicare systems (at least one service in episode).

A.
Interval of Billing.--Under HH PPS, the interval of billing will change and become standard.  At most, a RAP and a claim will be billed for each episode.  Providers may submit a RAP after the delivery of the first service in the 60-day episode, and they must submit a claim either after discharge or after the end of the 60-day episode.  This will not change in demand bill situations, so that only the claim at the end of the episode is the demand bill.

B.
Timeliness of Billing.--Several CMS memoranda to HHAs serving Medicare beneficiaries since 1998 request prompt filing of demand bills.  This request should be met to the greatest degree possible, even though the HH PPS billing interval is fixed (A. above), and timely filing requirements for claims remain the same as under the cost reimbursement system.  HH PPS provides a new incentive to be prompt in filing claims, since RAP payments will be automatically recouped against other payments if the claim for a given episode does not follow the RAP in the later of: (1) 120 days from the start of the episode; or (2) 60 from the payment date of the RAP.  The RAP must be re-billed once payment has been recouped if the claim is to be billed unless the claim is a no-RAP LUPA as described in §3638.25.


C.
Overlap with Cost Reimbursement System Billing.--Note that statute on timely filing for Medicare claims allows a period of several months after October 1, 2000 in which home health claims can be submitted under both under the interim payment system (IPS) and the prospective payment system.  This is also true of demand bills, but like these other claims, demand bills must cover a discrete period in time under one or the other payment system, not spanning both systems.  IPS claims must be limited to services on or before September 30, 2000; HH PPS claims for services on or after October 1, 2000.
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D.
Claim Requirements.--Original HH PPS claims are submitted with type of bill (TOB) 329 in form locator (FL) 4, and provide all other information required on that claim for HH PPS episode, including all visit-specific detail for the entire episode (do NOT use 3X0).  When such claims also serve as demand bills, the following information must also be provided: condition code "20" in FL 24-30; and the services in dispute shown as non-covered (FL 48) line items.  Provision of this additional information assures medical review of the demand bill.  HH PPS adjustment bills, TOB 327, may also be submitted but must have been preceded by the submission of a 329 claim for the same episode.  RAPs are not submitted with indication of demand billing.

Cases may arise in which the services in dispute are visits for which an agency has physician’s orders, but the duration of the visits exceeds Medicare coverage limits.  However, the portion of these visits that is not covered by Medicare may be covered by another payer (e.g., an eight hour home health aide visit in which the first two hours may be covered by Medicare and the remaining six hours may be covered by other insurance).  In such cases, HHAs must submit these visits on demand bills as a single line item, representing the portion potentially covered by Medicare with a covered charge amount and the portion to be submitted for consideration by other insurance with a non-covered charge amount on the same line.  Units reported on this line item should represent the entire elapsed time of the visit (the sum of the covered and non-covered portions), represented in 15 minute increments.


E.
Favorable Determinations and Medicare Payment.--Results of Medicare determinations favorable to the party requesting the demand bill will not necessarily result in increased Medicare reimbursement.  In such cases, and even if a favorable determination is made but payment does not change, HHAs will still refund any monies collected from beneficiaries or other payers for services previously thought not medically necessary under Medicare.  Medicare payment will only change with the addition of covered visits if one or more of the following conditions apply: 



ο
An increase in the number of therapy visits results in meeting the therapy threshold for an episode in which the therapy threshold was not previously met--in such cases, the payment group of the episode would be changed by the RHHI in medical review;



o
An increase in the number of overall visits that either:  (1) changes payment from a low-utilization payment adjustment to a full episode, or (2) results in the episode meeting the threshold for outlier payment (it is highly unlikely both things occur for the same episode);



o
A favorable ruling on a demand bill adds days to: (1) an episode that received a partial episode payment (PEP) adjustment, or (2) a period within an episode that received a significant change in condition (SCIC) adjustment.

If a favorable determination is made, RHHIs will assure pricing of the claim occurs after medical review so that claims also serving as demand bills receive appropriate reimbursement. 


F.
Appeals.--Appeal of  Medicare determinations made on HH PPS claims also serving as demand bills is accomplished by appealing the HH PPS claim.  Such appeals are done in accordance with regulations stipulating appeals rights for Medicare home health claims. HH PPS RAPs do not have appeal rights, rather, appeals rights are tied to the claims which represents all services delivered for the entire episode unit of payment. 


G.
Non-Covered Charges on Demand Bills.--Demand bill final claims may be received with all non‑covered charges.  In such a case, assuming medical review determines that no services are in fact covered, the standard systems are to send a cancel claim to CWF with cancel only code F in order to cancel the RAP already paid, show in CWF the recovery of the RAP reimbursement and remove the episode period from the HEHH in CWF.  This process is specific to entirely non‑covered claims with condition code 20 only.
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3638.31
No-Payment Billing and Receipt of Denial Notices Under HH PPS.--Claims for homebound Medicare beneficiaries under a physician plan of care and electing fee-for-service coverage are reimbursed under HH PPS as of October 1, 2000.  After the advent of this payment system, home health agencies (HHAs) may continue to seek denials for entire claims from Medicare in cases where a provider knows all services will not be covered by Medicare.  Such denials are usually sought because of the requirements of other payers for providers to obtain Medicare denial notices before they will consider providing additional payment.  Such claims are often referred to as no-payment or no-pay bills, or denial notices.


A.
Submission and Processing.--In order to submit a no-payment bill to Medicare under HH PPS, providers must use TOB 3x0 in Form Locator (FL) 4 and condition code 21 in FL 24-30 of the Form CMS-1450 claim form.  The statement dates on the claim, FL 6, should conform to the billing period they plan to submit to the other payer, insuring that no future date is reported.  Providers must also key in the charge for each line item on the claim as a non-covered charge in FL 48 of each line.  In order for these claims to process through the subsequent HH PPS edits in the system, providers are instructed to submit a 0023 revenue line and OASIS Matching Key on the claim.  If no OASIS assessment was done, report the lowest weighted HIPPS code (HAEJ1) as a proxy, an 18-digit string of the number 1, "111111111111111111", for the OASIS Claim-Matching Key in FL 63, and meet other minimum Medicare requirements for processing RAPs.  If an OASIS assessment was done, the actual HIPPS code and Matching-Key output should be used.  Medicare standard systems will bypass the edit that requires a matching RAP on history for these claims, then continue to process them as no‑pay bills.  Standard systems must also ensure that a matching RAP has not been paid for that billing period.  FL 20, source of admission, and treatment authorization codes, FL 63, should be unprotected for non-pay bills.


B.
Simultaneous Covered and Non-Covered Services.--In some cases, providers may need to obtain a Medicare denial notice for non-covered services delivered in the same period as covered services that are as part of an HH PPS episode.  In such cases, the provider should submit a non-payment bill according to the instructions above for the non-covered services alone, AND submit the appropriate HH PPS RAP and claim for the episode.  If the episode billed through the RAP and claim is 60 days in length, the period billed under the non-payment bill should be the same.  Medicare standard systems and the Common Working File will allow such duplicate claims to process when all services on the claim are non-covered.
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3639.
BACKGROUND ON HH PPS

3639.1
Creation of  HH PPS.--The Balanced Budget Act of 1997 (BBA 97-- see section below for acronym table), amended by the Omnibus Consolidated Emergency Supplemental Appropriations Act of 1998 (OCESAA) and the Balanced Budget Refinement Act of 1999 (BBRA 99), created a prospective payment system for Medicare home health services specifying the following affecting claims operations and individual claim payment:

o
Required payment be made on the basis of a prospective amount;


o
Allowed the Secretary of the Department of Health and Human Services (DHHS) to determine a new unit of payment;


o
Required the new unit of payment to reflect different patient-related conditions (case mix) and 
wage adjustments;


o
Allowed for cost outliers (supplemental payment for exceptional high-cost cases);


o
Required proration of the payment when a beneficiary chooses to transfer among home health agencies (HHAs) within an episode;


o
Required services to be recorded in 15 minute increments on claims;


o
Required UPINs (physician identifiers) for prescribing physicians to appear on claims;


o
Eliminated PIP (periodic interim payment) payments for HHAs;

Required consolidated billing by HHAs for all services and supplies for patients under a home health plan of care (POC);



--
BBRA 99 removed durable medical equipment (DME) from the scope of consolidated billing under BBA 97, and

o
Required an effective date for implementation of the system of October 1, 2000. 

UPINs and 15 minutes increments mentioned in BBA 97 have been required on Medicare home health claims since October 1999.  Also, despite the creation of the new payment system, existing laws affecting claims payment, such as those specifying a payment floor and Medicare Secondary Payer payment procedures, are still valid for Medicare claims and were not changed by HH PPS.

3639.2
Regulatory Implementation of HH PPS.--Given the creation of the new payment system in law, HCFA codified implementing provisions in a final notice of rulemaking published in the Federal Register.  This notice specified:


o
The unit of payment is a 60 day episode; 


o
Each episode is anticipated to be paid in two split payments, one billed on a Request for Anticipated Payment (RAP) at the beginning of the episode and one on a claim at the end of the episode;
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o
Only claims provide line-items detailing the individual services delivered;


o
Home Health Resources Groups (HHRGs), also called HRGs, represented by HCFA HIPPS 
coding on claims, are the basis of payment for each episode; HHRGs are produced through publicly available Grouper software that determines the appropriate HHRG when results of comprehensive assessments of the beneficiary (made incorporating the OASIS data set) are 
input or “grouped”  in this software;


o
HHRGs can be changed mid-episode if there is a significant change in a patient’s condition (SCIC adjustment);


o
Episodes can be truncated and given partial episode payments (PEP adjustment) if beneficiaries choose to transfer among HHAs or if a patient is discharged and subsequently readmitted during the same 60 day period;  


o
Payments are case-mix and wage adjusted employing Pricer software (a module that will be attached to existing Medicare claims processing systems) at the Regional Home Health Intermediary (RHHI) processing Medicare home health claims;


o
There are also reducing adjustments in payment when the number of visits provided during the episode fall below a certain threshold (low utilization payment adjustments: LUPAs);


o
There are downward adjustments in HHRGs if the number of therapy services delivered during an episode does not meet anticipated thresholds-- therapy threshold;


o
There are cost outliers, in addition to episode payments;


o
The primary HHA under consolidated billing must identify itself to HCFA and its claims processing agents through submission of RAPs and claims-- only that one HHA, the primary or the one establishing the beneficiary’s plan of care, can bill for home health services under the home health benefit other than DME; if multiple agencies are providing services 
simultaneously, they must take payment under arrangement with the primary agency.

3639.3
Commonalities of the Cost Reimbursement and HH PPS Environments.--Much of home health billing remains the same under HH PPS as it was under the prior payment system:


o
Payment for services remains specific to the individual beneficiary, who is homebound and under a physician’s plan of care;


o
Payment is adjusted relative to the site services are delivered, as required by BBA 97;


o
Shifting payment for home health claims between the Medicare Part A and B trust funds, as stipulated by another section of BBA 97, is still required; the mechanism will change when the basis of payment changes to episodes, but will not require any action on the part of HHAs;


o
Claims will be processed by the current Regional Home Health Intermediaries (RHHIs);


o
The platform of existing Medicare claims processing systems is used, including the Common 
Working File (CWF) and the Fiscal Intermediary Standard System (FISS) or Arkansas Part A 
Standard System (APASS), known together as the standard systems (SS), and the PS&R system supporting audit and reimbursement functions;
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o
HH PPS will employ formats, such as the paper and electronic Form CMS-1450 (UB-92) for RAPs and claims,  and related existing transaction formats are still used (i.e., the 835 electronic and paper remittances, Medicare Summary Notice (MSN;)

3639.4
Effective Date and Scope of  HH PPS for Claims.--As of October 1, 2000, all HHAs must bill all services delivered to homebound Medicare beneficiaries under a home health plan of care under HH PPS.  HH PPS applies to claims billed under the cost reimbursement system on Form CMS-1450 (UB-92) or electronic equivalent, with Form Locator 4 (FL 4), Type of Bill (TOB), completed with:  first digit “3”, second digit “2” or “3”, and a varying third digit represented as X.  HHAs will still occasionally bill Medicare using TOB 34X, but these claims will not be subject to PPS payment.

If an HHA has beneficiaries already under an established plan of care prior to this date, all these open claims for services on or before September 30, 2000 need to be closed, though HHAs may submit these bills for several months in accordance with current time limitations for HHA claims.  Under no circumstances should a HHA claim span payment systems or September and October 2000 dates.

3639.5
Configuration of the HH PPS Environment.--The configuration of Medicare home health claim processing is similar to previous processing systems.  The flow from the HHA at the start of billing, to the receipt of remittances and electronic funds transfer (EFT) by the agency, to the recording of payment in either billing or accounting systems (bill./acct software) can be envisioned as follows:
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3639.6
New Software for the HH PPS Environment.--New subsystems, also known as drivers or software applications or modules, have been created for HH PPS for Medicare home health claims processing:
· HHRGs for claims are determined at HHAs by entering OASIS data (OASIS is the clinical data set that currently must be completed by HHAs for patient assessment) into Grouper software at the HHA -- OASIS HAVEN software was updated to integrate the Grouper from the advent of HH PPS on, and CMS has made Grouper specifications available on its web site for those designing their own software.

· There is an inquiry system in CWF-- HIQH-- available via RHHI remote access, through which HHAs can ascertain if an episode has already been opened for a given beneficiary by another provider (i.e., that they are clearly the primary HHA), and track episodes of beneficiaries for whom they are the primary HHA.

· All HH PPS claims run through Pricer software, which is integrated into the standard systems.  In addition to pricing HIPPS codes for HHRGs, this software maintains national standard visit rate tables to be used in outlier and LUPA determinations.
The tables which follow summarize information in §§3639.1 through 3639.6.
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3639.6 (Cont.)
	LEGISLATION
	REGULATION
	INSTRUCTIONS

	Balanced Budget Act of 1997 (BBA 97), Omnibus Consolidated Emergency Supplemental Appropriation Act of 1998 (OCESAA), Balanced Budget Refinement Act of 1999 (BBRA 99):  Amendments to the Social Security Act 
	HH PPS Proposed Rule October 28, 1999; HH PPS Final Rule July 3, 2000
	Key sections 3638.12 - 3640.12, 3656.6, 3752-3754 Medicare Intermediary Manual (September  2000); Key sections 467-475, 485 Home Health Manual (August 2000)

	Pay on a prospective basis
	Creates two split percentage payments at beginning and end of episode
	Description and billing procedures for Request for Anticipated Payment (RAP) and HH PPS claim

	Determine a new unit of payment
	Determines basis of payment is 60-day episode
	Description of episode payment and adjustments

	
	Specifies adjustments to episode payment: Significant Change in Condition (SCIC), Partial Episode Payment (PEP), Low Utilization Payment Adjustment (LUPA), therapy threshold and outlier
	Description of  payment and processing of these adjustments as part of billing

	Reflect patient condition in payment – case mix
	Identifies 80 payment groups represented by Home Health Resource Groups (HHRGs)
	Use of Health Insurance Prospective Payment System (HIPPS) codes on RAPs and claims to represent HHRGs

	Allow cost outliers
	Gives outlier methodology 
	Description of  billing/payment process

	Pro-rate payment for transfers
	Reflects law
	Description of  billing process for transfers

	Eliminate PIP payments with advent of HH PPS
	Addresses public comments on elimination of PIP in Final Rule
	

	Require consolidated billing, except DME
	Creates concept of primary agency in consolidated billing
	Description of  effects on billing and claim payment

	Require ultimate effective date of October 1, 2000
	Reflects law
	Creation of  program memorandum on Phase-in plan (8/31/00; A-00-59)

	
	Refers to new software modules in payment process: Grouper and Pricer software
	Description of Pricer logic (note OASIS is incorporation into HAVEN/software specification for OASIS)

	Require reporting services in 15-minute increments
	
	Manualizes (puts in instructions)  previous requirements for billing

	Require UPINs on claims
	
	Requirement existed prior to HH PPS
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Former Cost-reimbursement Billing Environment ‘vs.’ HH PPS


	FEATURE
	Cost-Reimbursement
	HH PPS

	Payment is for individual beneficiary who is homebound and under a Physician’s Plan of Care (POC)
	YES, 32x and 33x claims
	YES, 32x RAPs and claims (may be shifted to 33x)

	Payment for services and items not under POC on 34x bills
	YES
	YES, not paid under HH PPS

	Payment is adjusted for site of service
	YES, with implementation of BBA 97 requirement
	YES, now applied in Pricer software

	Payment for home health services must be shifted between Part A and B trust funds
	YES, with implementation of BBA 97 requirement
	YES, but mechanism changes with implementation of HH PPS

	Payment based on individual service or item
	YES
	NO, based on episode, bundling items and service for 60-day period

	Claims are processed by Medicare Regional Home Health Intermediaries (RHHIs)
	YES
	YES, RAPs and claims

	Current claims and ancillary formats employed (i.e., UB-92, 835, MSN, APASS EOMB)
	YES
	YES, with new requirements for HH PPS

	Claims span September and October 2000 
	NO
	NO

	Claim submission effective dates 
	Services on September 30, 2000 and before
	Services on October 1, 2000 and after

	Claims span calendar year
	NO
	YES, HH PPS; NO 34x

	Current Medicare information systems and software used in processing claims (i.e., CWF, FISS, APASS, PS&R) 
	YES
	YES, RAPs and claims

	Use of Grouper software at HHA
	NO
	YES

	Use of CWF HIQH inquiry system 
	NO
	YES

	Use of Pricer software at RHHI
	NO
	YES
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3639.9
3639.7
The Home Health Prospective Payment System (HH PPS) Episode--Unit of Payment.--The episode is the unit payment for HH PPS.  The episode payment is specific to one individual homebound beneficiary, reimburses all home care and routine and non-routine supplies used by that beneficiary during the episode, and is the only Medicare form of payment for such services, with the following exceptions: durable medical equipment (DME), osteoporosis drugs, and other services or items HHAs may deliver to homebound beneficiaries that are not part of the Medicare home health benefit (i.e., vaccines).  Routine supplies have not been separately reimbursable for Medicare home health care, and will not be reimbursed in addition to episode payments.

3639.8
Number, Duration and Claims Submission of HH PPS Episodes.--The beneficiary can be covered for an unlimited number of non-overlapping episodes.  The duration of a single full-length episode is 60 days.  Episodes may be shorter than 60 days.  For example, an episode may end before the 60th day in the case of a transfer to another HHA, or a discharge and readmission to the same HHA.  Payment is pro-rated for these shortened episodes in which more home care is delivered in the same 60-day period.  Claims for episodes may be submitted prior to the 60th day if the beneficiary has been discharged and treatment goals have been met, though payment will not be pro-rated unless more home health care is subsequently billed in the same 60-day period.  Claims for episodes may also be submitted prior to the 60th day if the beneficiary has been transferred to another HHA.  In transfer cases payment for the episode will be prorated.

The initial episode begins with the first service delivered under that plan of care.  A second subsequent episode in a period of continuous care would start on the first day after the initial episode was completed, the 61st day from when the first service was delivered, whether or not a service was delivered on the 61st day.  This pattern would continue (the next episode would start on the 121st day, the next on the 181st day, etc.).

More than one episode for a single beneficiary may be opened by the same or different HHAs for different dates of service.  This will occur particularly if a transfer to another HHA, or discharge and readmission to the same HHA, situation exists.  Allowing multiple episodes is intended to assure continuity of care and payment.

3639.9
Effect of Election of HMO and Eligibility Changes on HH PPS Episodes.--The home health prospective payment system only applies to Medicare fee-for-service claims.  If a Medicare beneficiary is covered under a health maintenance organization (HMO) during a period of home care, and subsequently decides to change to Medicare fee-for-service coverage, a new OASIS assessment must be completed.  With that assessment, a Request for Anticipated Payment (RAP) may be sent to Medicare to open an HH PPS episode.

If a beneficiary under fee-for-service receiving home care elects HMO during an HH PPS episode, the episode will end and be proportionally paid according its shortened length (a partial episode payment—PEP -- adjustment).  The HMO becomes the primary payer upon the HMO enrollment date.  Other changes in eligibility affecting fee-for-service status should be handled in a similar manner.
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3639.10
Split Percentage Payment of Episodes and Development of Episode Rates.--A split percentage payment will be made for most episode periods.  There will be 2 payments (initial and final), the first paid in response to a RAP, and the last in response to a claim.  Added together, the first and last payment equal 100 percent of the permissible reimbursement for the episode.

There will be a difference in the percentage split of initial and final payments for initial and subsequent episodes for each patient in continuous care.  For all initial episodes, the percentage split for the two payments will be 60 percent in response to the RAP, and 40 percent in response to the claim.  For all subsequent episodes in periods of continuous care, each of the two percentage payments will equal 50 percent of the estimated case mix adjusted episode payment.  There is no set length required for a gap in services between episodes for a following episode to be considered initial rather than subsequent.  If any gap occurs, the next episode should be considered initial for payment purposes.

Payment rates for HH PPS episodes were developed from audited cost reports of previous years’ data from claims for each of the six home health visit disciplines.  These amounts were updated for inflation, and also include: non-routine medical supplies, even those that could have been unbundled to Medicare Part B, therapy services that could have been unbundled to Part B, and adjustments for OASIS reporting costs, both one time and ongoing.  After these adjustments, the resulting rates were further standardized so that case-mix and wage indexing could be appropriately applied, adjusted for budget neutrality, and then reduced to allow for a pool for outlier payments.

3639.11
Basis of Medicare Prospective Payment Systems and Case Mix.--There are multiple prospective payment systems (PPS) for Medicare for different provider types.  Before 1997, prospective payment was a term specifically applied to inpatient hospital services.  In 1997, with passage of the Balanced Budget Act, prospective payment systems were mandated for other provider groups/bill types:  skilled nursing facilities, outpatient hospital services, home health agencies and rehabilitation hospitals.  While there are definite commonalities among these systems, there are also variations in how each system operates, and in the payment units for these systems.  HH PPS is the only system with the 60-day episode as the payment unit.

Regarding the creation of the inpatient hospital prospective payment system, in 1982, the Tax Equity and Fiscal Responsibility Act or TEFRA, required Medicare hospital reimbursement limits to include a case mix adjustment, and amendments to the Social Security Act in 1983 created a national hospital inpatient prospective payment system for Medicare.  This legislation was passed in an effort to capture an effective framework for monitoring the quality of care and the utilization of services.

The term prospective payment might imply a system where payment would be made before services are delivered, or payment levels were determined prior to the completion of care.  With HH PPS, at least one service must be delivered before billing can occur.  For HH PPS, a significant portion for the 60-day episode unit of payment will be made at the beginning of the episode with as little as one visit delivered.  PPS also means a shift of the basis of payment, such as from payment tied to a claim or distinct revenue or procedural code, to a basis such as episode or diagnosis related group (DRG).
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Case mix is related to the creation of PPS through efforts to make payment systems more effective.  With the creation of inpatient hospital PPS, there was a recognition that the differing characteristics of hospitals, such as teaching status or number of beds, contributed to substantial cost differences, but that even more cost impact was linked to the characteristics of the patient populations of the hospitals.  This concept is replicated in other Medicare PPS systems, where research is applied to adjust payments for patients requiring more complex or costly care--the concept of case mix complexity.  HH PPS considers a patient’s clinical and functional condition, as well as service demands, in determining case mix for home health care.

It is DRGs, or Diagnosis Related Groups, that link case mix to inpatient hospital payment.  The current DRG Definitions Manual defines a DRG as “a manageable, clinically coherent set of patient classes that relate a hospital’s case mix to the resource demands and associated costs experienced by the hospital”.  For individual Medicare inpatient bills, DRGs are produced by an electronic stream of claim information, which includes data elements such as procedure and diagnoses, through Grouper software that reads these pertinent elements on the claim and groups services into appropriate DRGs.  DRGs are then priced by a separate Pricer software module at the Medicare claims processing intermediary.  Processing for HH PPS is built on this model, using home health resources groups (HHRGs), instead of DRGs.

In HH PPS, 60-day episode payments are case-mix adjusted using elements of the patient assessment.  Since 1999, HHAs have been required by Medicare to assess potential patients, and re-assess existing patients, incorporating the OASIS (Outcome and Assessment Information Set) tool as part of the assessment process.  The total case mix adjusted episode payment is based on elements of the OASIS data set including the therapy hours or visits provided over the course of the episode.  The number of therapy hours or visits projected at the start of the episode, entered in OASIS, will be confirmed by the hour or visit information submitted on the claim for the episode.  Though therapy hours or visits are only adjusted with receipt of the claim at the end of the episode, both split percentage payments made for the episode are case-mix adjusted based on Grouper software run by the HHAs, most commonly incorporated in the HAVEN software supporting OASIS.  Pricer software run by the RHHIs processing home health claims performs pricing including wage index adjustment on both episode split percentage payments.

3639.12
Coding of HH PPS Episode Case-Mix Groups on HH PPS Claims: (H)HRGs and HIPPS Codes.--Under the home health prospective payment system, a case-mix adjusted payment for a 60-day episode will be made using one of 80 Home Health Resource Groups (HHRG or HRG), comparable to diagnosis related groups (DRGs) under Medicare’s inpatient hospital PPS.  On Medicare claims, these HHRGs will be represented as HIPPS codes. HIPPS codes allow the HHRG code to be carried more efficiently and include additional data on how the HHRG was derived.

Health Insurance Prospective Payment System (HIPPS) codes thus represent specific patient characteristics (or case mix) on which Medicare payment determinations are made.  For HHAs, a specific set of these payment codes represent case mix groups based on research into utilization and resource use patterns.  Other HIPPS coding is used to bill Medicare for skilled nursing facility PPS.  Appropriate HIPPS codes must be used when billing Medicare within specific affected payment systems, and are used in association with special revenue codes used on Form CMS 1450 (UB‑92) claims forms for institutional providers.
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3639.13
Composition of HIPPS Codes for HH PPS.--The following scheme has been developed to create distinct 5-position, alpha-numeric home health HIPPS codes.  The first position is a fixed letter “H” to designate home health, and does not correspond to any part of HHRG coding.

The second, third and fourth positions of the code are a one-to-one crosswalk to the three domains of the HHRG coding system.  A full listing of HHRGs can be found in the HH PPS final rule, and future HHRG and HIPPS code lists will be released in annual HH PPS Program Memoranda providing specific payment system annual rate updates.  Note the second through fourth positions of the HH PPS HIPPS code will only allow alphabetical characters.

The fifth position indicates which elements of the code were output from the Grouper based on complete OASIS data, or derived by the Grouper based on a system of defaults where OASIS data is incomplete.  This position does not correspond to HHRGs since these codes do not differentiate payment groups depending on derived information.  The fifth position will only allow numeric characters.  Codes output with a fifth position value other than “1” are produced from incomplete OASIS assessments not likely to be accepted by State OASIS repositories.

The first position of every home health HIPPS code will be:  'H'.  The rest of the five positions discussed above can be summarized as follows:

(Clinical)

   (Functional)
  (Service)

Position

   Position

   Position

Position


Domain

    
   #2

    

#3

   
    #4

   
#5  



Level
	A (HHRG: C0)
	E (HHRG: F0)
	J (HHRG: S0)
	1 = 2nd, 3rd & 4th positions computed
	= min

	B (HHRG: C1)
	F (HHRG: F1)
	K (HHRG: S1)
	2 = 2nd position derived
	= low

	C (HHRG: C2)
	G (HHRG: F2)
	L (HHRG: S2)
	3 = 3rd position derived
	= mod

	D (HHRG: C3)
	H (HHRG: F3)
	M (HHRG: S3)
	4 = 4th position derived
	= high

	
	I (HHRG: F4)
	
	5 = 2nd & 3rd positions derived
	= max

	    
	
	
	6 = 3rd & 4th positions derived
	

	
	
	
	7 = 2nd & 4th positions derived
	

	
	
	
	8 = 2nd, 3rd & 4th positions derived
	

	
	
	N thru Z
	9, 0
	expansion

values for future use


For example, the fully computed code for the minimum level in all three domains would be HAEJ1.
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3639.14
Significance of HIPPS Coding for HH PPS.--Based on this coding structure:


o
The 80 HHRGs are represented in the claims system by 640 HIPPS codes, eight codes for each HHRG, but only one of the eight, with a final digit “1”, indicates a complete data set.


o
The eight codes of a particular HHRG have the same case-mix weight associated with them.  Therefore, all eight codes for that HHRG will be priced identically by the Pricer software.


o
HIPPS codes created using this structure are only valid on claim lines with revenue code 0023.
3639.15
Overview of the Provider Billing Process Under Home Health Prospective Payment.--The next four sections of this manual lay out the basic HH PPS claim process without payment adjustments.  Payment adjustments follow in subsequent sections.

3639.16
Overview--Grouper Links Assessment and Payment.--Since 1999, HHAs have been required by Medicare to assess potential patients, and re-assess existing patients, using the OASIS (Outcome and Assessment Information Set) tool.  OASIS is entered, formatted and locked for electronic transmission to State agencies via HAVEN software made publicly available by CMS.  HAVEN versions were produced incorporating the Grouper module necessary for HH PPS, along with other changes needed for the new payment system, prior to the advent of that system.

Grouper software determines the appropriate HHRG (Home Health Resources Group) for payment of a HH PPS 60-day episode from the results of an OASIS submission for a beneficiary as input or grouped in this software.  Grouper outputs HHRGs as CMS HIPPS (Health Insurance Prospective Payment System) coding.  Grouper will also output a Claims-OASIS Matching Key, linking the HIPPS code to a particular OASIS submission, and a Grouper Version Number, which is not used in billing.  Under HH PPS, both the HIPPS code and the Claims-OASIS Matching Key will be entered on RAPs and claims.  Note that if an OASIS assessment is rejected upon transmission to a State agency and is consequently corrected resulting in a different HIPPS code, the RAP and/or claim for the episode must also be canceled and re-billed using the corrected HIPPS code.

3639.17
Overview--HIQH Inquiry System Shows Primary HHA.--Prior to October 1, 2000, to establish Medicare eligibility, HHAs sent an inquiry into Medicare’s beneficiary database, the Common Working File or CWF, through their RHHI.  The Health Insurance Query Access system, or HIQA, within CWF, allows different types of institutional providers to inquire about a beneficiary and receive an immediate response about their Medicare eligibility.

With the advent of HH PPS and home health consolidated billing, described in subsequent sections, a given HHA is considered the “primary” HHA in billing situations: this primary agency is the only agency billing Medicare for home care for a given homebound beneficiary at a specific time.  Given this, when a homebound beneficiary seeks care at an HHA, the HHA wants to determine if the beneficiary is already being served by another agency -- an agency that then would already be considered primary.  HHAs can obtain that information through a new on-line inquiry transaction in CWF -- HIQH:  Health Insurance Query for HHAs.   HIQH, available at the advent of HH PPS, will show whether or not the beneficiary is currently in a home health episode of care. HIQH includes all pertinent eligibility information from HIQA, so both HHAs and hospices need only reference HIQH of the two transactions.  The HIQA system has also been updated to display the dates of an open HH episode if one exists.

If the beneficiary is not already under care at another HHA, he or she can be admitted to the inquiring HHA, and that agency will become primary.  The beneficiary can also be admitted even if an episode is already open at another HHA if the beneficiary has chosen to transfer.  The agency primary status, or change of primary status from one agency to another in a transfer situation, will 
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be reflected in the HIQH or HIQA inquiry system following submission of a RAP.

3639.18
Overview--Request for Anticipated Payment (RAP) Submission and Processing Establishes HH PPS Episode and Provides First Percentage Payment.--After the assessment is completed and locked for transmission, and once a physician’s verbal orders for home care have been received and documented, a plan of care has been established and the first service visit under that plan has been delivered, the HHA can submit a request for anticipated payment, or RAP, to Medicare.  An episode will be opened on CWF and visible in HIQH or HIQA with the receipt and processing of the RAP.  RAPs, or in special cases, claims, must be submitted for initial HH PPS episodes, subsequent HH PPS episodes, or in transfer situations to start a new HH PPS episode when another episode is already open at a different agency.  HHAs should submit the RAP as soon as possible after care begins in order to assure being established as the primary HHA for the beneficiary.

RAPs are submitted on Form CMS-1450 (UB-92) billing form or electronic equivalent under Type of Bill (Form Locator 4) 322.  RAPs incorporate the information output by Grouper for HH PPS in addition to other claim elements.  While Medicare requires very limited information on RAPs, RAPs do not require charges for Medicare.  HHAs have the option of reporting service lines in addition to the Medicare requirements, either to meet the requirements of other payers, or to generate a charge for billing software.  In the latter case, HHAs may report a single service line showing an amount equal to the expected reimbursement amount to aid balancing in accounts receivable systems.  Medicare will not use charges on a RAP to determine reimbursement or for later data collection.

Once coding is complete, and at least one billable service has been provided in the episode, RAPs or claims are to be submitted to Regional Home Health Intermediaries (RHHIs) processing Medicare home health RAPs and claims.  Pricer software will determine the first of the two HH PPS split percentage payments for the episode, which is made in response to the RAP.

3639.19
Overview--Claim Submission and Processing Completes HH PPS Payment, Closes Episode and Performs A-B Shift.--The remaining split percentage payment due to an HHA for an episode will be made based on a claim submitted at the end of the 60 day period, or after the patient is discharged, whichever is earlier.  HHAs may not submit this claim until after all services provided in the episode are provided are reflected on the claim and the plan of care and any subsequent verbal order have been signed by the physician.  Signed orders are required every time a claim is submitted, no matter what payment adjustment may apply.  HH claims must be submitted with a new type of bill -- 329.  The HH PPS claim will include elements submitted on the RAP, and all other line item detail for the episode, including, at a provider’s option, any durable medical equipment, oxygen or prosthetics and orthotics provided, even though this equipment will be paid in addition to the episode payment.  The only exception is billing of osteoporosis drugs, which will continue to be billed separately on 34X claims, even when an episode is open.  Pricer will determine claim payment as well as RAP payment for all PPS claims.

The claim will be processed in Medicare systems as a debit/credit adjustment against the record created by the RAP.  The related remittance advice will show the RAP payment was recouped in full and a 100% payment for the episode was made on the claim, resulting in a net remittance of the balance due for the episode.  Claims for episodes may span calendar and fiscal years.  The RAP payment in one calendar or fiscal year is recouped and the 100% payment is made in the next calendar or fiscal year, at that year’s rates.  Claim payment rates are determined using the statement “through” date on the claim.

Once the final payment for an episode is calculated, Medicare systems will determine whether the claim should be paid from the Medicare Part A or Part B trust fund.  This A-B shift determination will only be made on claims, not on RAPs. HHA reimbursement amounts are not affected by this process.  Value codes for A and B visits (value codes 62 and 63) and dollar amounts (64 and 65) may be visible to HHAs on electronic paid claim records, but providers will never submit these amounts directly.
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3639.20
Overview--Payment, Claim Adjustments and Cancellations.--This completes the basic process for payment illustrated in the four sections above.  However, a number of conditions can cause the episode payment to be adjusted.  Both RAPs and claims may be canceled by HHAs if a mistake is made in billing (TOB 328), though episodes will be canceled in CWF as well.  Adjustment claims may also be used to change information on a previously submitted claim (TOB 327), which may also change payment. RAPs can only be canceled, not adjusted, though may be re-billed after cancellation.

3639.21
Definition of the Request for Anticipated Payment (RAP).--The RAP is submitted by HHAs to their RHHIs to request the initial split percentage payment for an HH PPS episode, after delivering at least one service to the beneficiary.  Though submitted on a Form CMS-1450 (UB-92) and resulting in Medicare payment for home services, the RAP is not considered a Medicare home health claim and is not subject to many of the stipulations applied to such claims in regulations.  In particular, RAPs are not subject to any type of payment floor, are not subject to interest payment if delayed in processing, and do not have appeal rights.  Appeal rights for the episode are attached to claims submitted at the end of the episode, and these claims are still subject to the payment floor and payment of interest if clean and delayed in processing.

3639.22
Definition of Transfer Situation Under HH PPS--Payment Effects.--Transfer describes when a single beneficiary chooses to change HHAs during the same 60-day period.  By law under the HH PPS system, beneficiaries must be able to transfer among HHAs, and episode payments must be pro-rated to reflect these changes.  To accommodate this requirement, HHAs will be allowed to submit a RAP with a transfer indicator in Form Locator 20 (Source of Admission) of CMS Form-1450 (UB-92) even when an episode may already be open for the same beneficiary at another HHA.  In such cases, the previously open episode will be automatically closed in Medicare systems as of the date services began at the HHA the beneficiary transferred to, and the new episode for the transfer to agency will begin on that same date.  Payment will be pro-rated for the shortened episode of the transferred from agency.  Note HHAs may not submit RAPs opening episodes when anticipating a transfer if actual services have yet to be delivered.

3639.23
Definition of Discharge and Readmission Situation Under HH PPS--Payment Effects.--Under HH PPS, HHAs may discharge beneficiaries before the 60-day episode has closed if all treatment goals of the plan of care have been met, or if the beneficiary ends care by transferring to another home health agency.  Cases may occur in which an HHA has discharged a beneficiary during a 60-day episode, but the beneficiary is readmitted to the same agency in the same 60 days.  Since no portion of the 60-day episode can be paid twice, the payment for the first episode must be pro-rated to reflect the shortened period: 60 days less the number of days after the date of the delivery of last billable service until what would have been the 60th day.  The next episode would begin the date the first service is supplied under readmission, setting a new 60-day “clock”.  As with transfers, Form Locator 20 (Source of Admission) of Form CMS-1450 (UB-92) can be used to send “a transfer to same HHA” indicator on a RAP, so that the new episode can be opened by the HHA.

Note that beneficiaries do not have to be discharged within the episode period because of admissions to other types of health care providers (i.e., hospitals, skilled nursing facilities), but HHAs may choose to discharge in such cases.  When discharging, full episode payment would still be made unless the beneficiary received more home care later in the same 60-day period.
3639.24
Payment When Death Occurs During an HH PPS Episode.--If a beneficiary’s death occurs during an episode, the full payment due for the episode will be made.  This means that partial episode payment (PEP) adjustments will not apply to the claim, but all other payment adjustments apply.  The “Through” date on the claim (Form Locator 6) of Form CMS-1450 (UB-92) closing the episode in which the beneficiary died should be the date of death.  Such claims may be submitted earlier than the 60th day of the episode.
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3639.25
Adjustments of Episode Payment--Low Utilization Payment Adjustments (LUPAs).--If an HHA provides 4 visits or less, they will be reimbursed based on a standardized per visit payment instead of an episode payment for a 60-day period.  Such payment adjustments, and the episodes themselves, are called Low Utilization Payment Adjustments (LUPAs).  On LUPA claims, non-routine supplies will not be reimbursed in addition to the visit payments, since total annual supply payments are factored into all payment rates.  Since HHAs in such cases are likely to have received one split percentage payment, the difference between these wage-index adjusted per visit payments and the payment already received will be offset against future payments when the claim for the episode is received.  This offset will be reflected on remittance advices and claims history.  If the claim for the LUPA is later adjusted such that the number of visits becomes 5 or more, payments will be adjusted to an episode, rather than visit, basis.

3639.26
Adjustments of Episode Payment--Special Submission Case: “No-RAP” LUPAs.--Normally, there will be two percentage payments (initial and final) paid for an HH PPS episode, the first paid in response to a RAP, and the last in response to a claim.  However, there will be some cases in which an HHAs knows that an episode will be four visits or less even before the episode begins, and therefore the episode will be paid a per-visit-based low-utilization payment adjustment (LUPA) instead of an episode.  In such cases, the HHA may choose not to submit a RAP, foregoing the initial percentage payment that otherwise would later likely be largely recouped automatically against other payments.  Physician orders must be signed when these claims are submitted.  If an HHA later needs to add visits to the claim, so that the claim will have more than 4 visits and no longer be a LUPA, should be adjusted and the full payment based on the HIPPS code will be made. 

3639.27
Adjustments of Episode Payment--Therapy Threshold.--The total case mix adjusted episode payment is based on the OASIS assessment and the therapy hours provided over the course of the episode.  The number of therapy hours projected on the OASIS assessment at the start of the episode, entered in OASIS, will be confirmed by the visit information submitted in line-item detail on the claim for the episode.  Because the advent of 15 minute increment reporting on home health claims only recently preceded HH PPS, therapy hours will be proxied from visits at the start of HH PPS episodes, rather than constructed from increments.  Ten visits will be proxied to represent 8 hours of therapy.
Each HIPPS code is formulated with anticipation of a projected range of hours of therapy service (physical, occupational or speech therapy combined).  Logic is inherent in HIPPS coding so that there are essentially two HIPPS representing the same payment group: one if a beneficiary does not receive the therapy hours projected, and another if he or she does meet the “therapy threshold”.  Therefore, when the therapy threshold is not met, there is an automatic “fall back” HIPPS code, and Medicare systems will correct payment without access to the full OASIS data set.
If therapy use is below the utilization threshold appropriate to the HIPPS code submitted on the RAP and unchanged on the claim for the episode, Pricer software in the claims system will regroup the case mix for the episode with a new HIPPS code and pay the episode on the basis of the new code.  HHAs will receive the difference between full payment of the resulting new HIPPS amount and the initial payment already received by the provider in response to the RAP with the previous HIPPS code.  The electronic remittance advice will show both the HIPPS code submitted on the claim and the HIPPS code that was used for payment, so such cases can be clearly identified.  If the HHA later submits an adjustment claim on the episode that brings the therapy visit total above the utilization threshold, such as may happen in the case of services provided under arrangement which were not billed timely to the primary agency, Medicare systems would automatically cancel the claim with the changed HIPPS code and pay the full episode payment based on the original HIPPS.  Note that a HIPPS code may also be changed based on of medical review of claims.
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3639.29
3639.28
Adjustments of Episode Payment--Partial Episode Payment (PEP).--Both transfer situations and discharge and readmission to the same agency in a 60-day period result in shortened episodes.  In such cases, payment will be pro-rated for the shortened episode.  Such adjustments to payment are called PEPs.

When either the agency the beneficiary is transferring from is preparing the claim for the episode, or an agency that has discharged a patient knows when preparing the claim that the same patient will be readmitted in the same 60 days, the claim should contain patient status code 06 in Form Locator 22 (Patient Status) of Form CMS-1450 (UB-92).  Based on the presence of this code, Pricer calculates a PEP adjustment to the claim.  This is a proportional payment amount based on the number of days of service provided (count of days from and including the first billable service date to last billable service date).
3639.29
Adjustments of Episode Payment--Significant Change in Condition (SCIC).--While HH PPS payment is based on a patient assessment done at the beginning or in advance of the episode period itself, sometimes a change in patient condition will occur significant enough to require the patient to be re-assessed during the 60-day episode period and to require new physician’s orders.  In such cases, the HIPPS code output from Grouper for each assessment should be placed on a separate line of the claim for the completed episode at its close.  Since a line-item date is required in every case, Pricer will then be able to calculate the number of days of care provided under each HIPPS code, and pay proportional amounts under each HIPPS based on the number of days of service provided under each payment group (count of days under each HIPPS from and including the first billable service to and including the last billable service).  The total of these amounts will be the full payment for the episode, and such adjustments are referred to as significant change in condition (SCIC) adjustments.  The electronic remittance advice including a claim for a SCIC-adjusted episode will show the total claim reimbursement and separate segments showing the reimbursement for each HIPPS code.

There is no limit on the number of SCIC adjustment that can occur in a single episode.  All HIPPS codes related to a single SCIC-adjusted episode should appear on the same claim at the end of that episode, with two exceptions.  One, if the patient is re-assessed and there is no change in the HIPPS code, the same HIPPS does not have to be submitted twice, and no SCIC adjustment will apply.  Two, if the HIPPS code weight increased but the pro-ration of days in the SCIC adjustment would result in a financial disadvantage to the HHA, the SCIC is not requied to be reported.  Exceptions are not expected to occur frequently, nor is the case of multiple SCIC adjustments (i.e., three or more HIPPS for an episode).  Payment will be made based on six HIPPS, determined by RHHI medical review staff, if more than six HIPPS are billed.

The flowchart that follows outlines the decision process for billing SCIC claims.  Whenever a change in condition occurs within an episode, HHAs should compare the HIPPS codes and associated payments resulting from the multiple OASIS assessments.  This decision tree can then be used to determine whether or not a SCIC adjustment must be reported.
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3639.30
Adjustments of Episode Payment--Outlier Payments.--HH PPS payment groups are based on averages of home care experience.  When cases “lie outside” expected experience by involving an unusually high level of services in a 60-day period, Medicare systems will provide extra or “outlier” payments in addition to the case mix adjusted episode payment.  Outlier payments can result from medically necessary high utilization in any or all of the service disciplines.

Outlier determinations will be made by comparing the total of the products of: each wage and case-mix adjusted national standardized per visit rate for each discipline and the number of visits of each discipline on the claim, with the sum of:  the case mix adjusted episode payment and a wage-adjusted standard fixed loss threshold amount.  If the total product of the number of the visits and the national standardized visit rates is greater than the case-mix specific HRG payment amount plus the fixed loss threshold amount, a set percentage (the loss sharing ratio) of the amount by which the product exceeds the sum will be paid to the HHA as an outlier payment in addition to the episode payment.  Outlier payment amounts are wage index adjusted to reflect the MSA in which the beneficiary was served.  The outlier payment is a payment for an entire episode, and therefore only carried at the claim level in paid claim history, not allocated to specific lines of the claim.  Separate outliers will not be calculated for different HIPPS codes in a significant change in condition situation, but rather the outlier calculation will be done for the entire claim.

Outlier payments will be made on remittances for specific episode claims -- HHAs do not submit anything on their claims to be eligible for outlier consideration.  The outlier payment will be included in the total reimbursement for the episode claim, but it will be identified separately on the claim in history with a value code, 17, in Form CMS-1450 (UB-92) Form Locators 39-41, with an attached amount, and a condition code, 61, in Form CMS-1450 (UB-92) Form Locators 24-30, as well as on the electronic remittance advice in a separate segment.

The term outlier has been used in the past by Medicare to address exceptional cases both in terms of cost and length of stay.  While there is a cost outlier, there is no need for a long stay outlier payment for HH PPS, because the number of continuous episodes of care for eligible beneficiaries is unlimited.

3639.31 Adjustments of Episode Payment--Exclusivity and Multiplicity of Adjustments.--Episode payment adjustments as described above only apply to claims, not RAPs.  Episode claims that are paid on a per-visit or LUPA basis are not subject to therapy threshold, PEP or SCIC adjustment, and also will not receive outlier payments.  Of other HH PPS claims, multiple adjustments may apply on the same claim, though some combinations of adjustments are unlikely (i.e., a significant change in condition (SCIC) and therapy threshold adjustment in a shortened episode (PEP adjustment)).  All claims except LUPA claims will be considered for outlier payment.  Payment adjustments are calculated in HH PPS Pricer Software (see subsequent section).

The table which follows summarizes information in § 3639.23 through 3639.31.
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Matrix of HH PPS Episode Payment Adjustments


	TYPE:
	Eligibility Change
	Death of Beneficiary
	Low-Utilization Payment Adjustment (LUPA)
	Therapy Threshold

	Description
	HH PPS applies to FFS Medicare only, change to/from this status will open/close episode, with PEP if mid-episode and not LUPA
	Beneficiary dies during open episode
	Completed episode is four or fewer visits
	40 of 80 HH PPS payment groups require 10 or more therapy visits in episode, each of 40 “high” can fall back to one of 40 “low”

	Frequency
	None amidst episode
	Once, ends episode 
	Once per episode
	Once per episode

	Wage Adjusted?
	Episode is
	Episode is
	Yes, visit payment is
	Episode is

	Case-mix Adjusted?
	Episode may be
	Episode may be
	No
	Episode is

	Calculation Basis
	Mostly likely PEP or LUPA
	None ex-clusively
	Count of all visits 
	Count of  therapy visits (Rev. 1853 Codes: 42x, 43x, 44x)

	Other Adjustment?
	Can be LUPA or PEP, if PEP may have others
	All others except PEP can apply
	No
	All others except LUPA

	Billing Re- quirements
	None ex-clusively, may use RAP, must use claim, claim has no-RAP LUPA option if LUPA
	May use RAP, claim with no-RAP LUPA option, claim has  patient status code 20 (FL22)
	May use RAP, must use claim, claim has

no-RAP LUPA option 
	Requires RAP and claim billed

	Activation
	CWF receives eligibility status change, claim is changed if needed
	No payment  change for death, Pricer calculates episode payment
	Pricer calculates payment by national std. visit rates
	Pricer changes “high” HIPPS to “low” if threshold not met*, prices claim after change



*Provider can re-bill entire episode if needed to report corrected information, including HIPPS
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Matrix of HH PPS Episode Payment Adjustments (cont.)

	TYPE:
	Partial Episode Payment Adjustment (PEP)
	Significant Change in Condition (SCIC)
	Outlier

	Description
	Episode is shortened because beneficiary receives HH care elsewhere in 60-day period (transfer, readmission) or eligibility change
	Patient experiences change(s) in condition significant enough to require re-assessment during episode
	Payment made in addition to episode payment for high-cost patients (no stay outlier since episodes are unlimited)

	Frequency
	Once, ends episode
	Unlimited per episode
	One per episode

	Wage Adjusted?
	Episode is
	Episode is
	Yes

	Case-mix Adjusted?
	Episode is
	Yes, with each HIPPS code
	No

	Calculation Basis
	Days in episode (first billable service date to last)
	Count of days for each HIPPS code by first to last billable service date
	Difference of HIPPS or visits for episode, less fixed loss

	Other Adjustment?
	All others except LUPA
	All others except LUPA
	All others except LUPA

	Billing Re- quirements
	Requires RAP and claim billed, signal with use of discharge date and patient status “06” on claim
	Requires RAP and claim billed, claim has more than one HIPPS, do not report if payment group same or financial loss with sicker pt.
	Requires RAP and claim billed, providers do not bill for outlier payment

	Activation
	Pricer calculates, CWF adjusts claim if PEP is not shown with 06 on billed claim
	Pricer calculates payment for each HIPPS and adds for episode payment
	Pricer calculates on all episodes except LUPA and pays when applicable. 
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Exhibit:  Seven Scenarios for Home Health Prospective Payment Adjustment.--The next few pages illustrate RAP and claim submission, and more common payment adjustments, under this payment system.

1.
One 60-Day Episode, No Continuous Care (Patient Discharged):


RAP








Claim











Contains one HIPPS




Submitted after discharge or 60 days with 
Code and Claim-OASIS Matching 


Patient Status Code 01
Key output from Grouper 





software linked to OASIS



Contains same HIPPS Code as RAP

Does not give any 





Gives all line-item detail for the entire

line-item detail for Medicare



HH Episode
use as primary payer






(can carry charges on
lines not used by Medicare)
From and Through Dates match,


From Date same as RAP,

date of first service delivered



Through Date Discharge or Day 60

Creates HH Episode in HIQH Inquiry 
Closes HH Episode in HIQH Inquiry System
System
Triggers initial percentage payment

Triggers final percentage payment

for 60-day HH Episode
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2.
Initial Episode in Period of Continuous Care:

FIRST EPISODE:-------------------------------------------------|

NEXT EPISODE(s)--:
RAP





Claim




RAP(s) &Claim(s)


















Contains one HIPPS




Submitted after 60 days with  

Unlike previous RAP

Code and Claim-OASIS Matching

Patient Status Code 30


in period,

Key output from Grouper 









Admission
software linked to OASIS










Date will be the
















same as that on the

Does not give any other



Contains same HIPPS Code

first RAP of

line-item detail for Medicare


as RAP, and gives all line-


the period, and will

use







item detail for all the HH Episode
stay the same on


RAPs and claims


throughout the period


of continuous care

From and Through Dates



From Date same as RAP,


From and Through
match first service delivered


Through Date, Day 60


Dates, RAP claims,


of HH Episode




are first day of  HH

Episode, w/ or w/o


service (i.e., Day


61, 121, etc.)

Creates HH Episode in 



Closes HH Episode in 


Creates or closes 

HIQH Inquiry System



HIQH Inquiry System


HH Episode(s)
Triggers initial percentage payment

Triggers final percentage payment
Triggers payment(s)

or  60-day HH Episode
o
These two scenarios (1. and 2. above) are expected to encompass most episode billings

o
For RAPs, Source of Admission Code “B” is used is used to receive transfers from other agencies, “C” if readmission to same agency after discharge

o
There is no number limit on medically-necessary episodes in continuous care periods
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3.
A Single LUPA Episode:
       
RAP


 


     

     



Claim
              









Contains one HIPPS




Submitted after discharge or 60 days with 
Code and Claim-OASIS Matching

Patient Status Code 01
Key output from Grouper 





software linked to OASIS


Contains same HIPPS Code as RAP,

Does not give any 





Gives all line-item detail for the entire HH 

other line-item detail for



Episode-- line item detail will not show 
Medicare use






more than 4 visit for the entire episode 

From and Through Dates match,


From Date same as RAP,

first service delivered




Through Date Discharge or Day 60
Creates HH Episode in HIQH Inquiry 
Closes HH Episode in HIQH Inquiry System
System
Triggers initial percentage payment

Triggers final percentage payment for 

60-day HH Episode
o
Though less likely, a LUPA can also occur in a period of continuous care (scenario not 
illustrated)

o
While also less likely, a LUPA, though never pro-rated, can also be part of a shortened 
episode (see PEP Episodes, below) or an episode in which the patient condition changes 
(see SCIC Episode, below)-- these less likely scenarios are not illustrated 
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4.
“No-RAP” LUPA Episode:
Claim
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1

2

3 PATIENT CONTROL NO.

4  TYPE

OF BILL

 

 

000002

32X

5 FED. TAX NO.

6 STATEMENT COVERS PERIOD

7  COV D.

8  N-C D.

 

9  C-I D.

10  L-R D.

11

FROM

THROUGH

 

 

020197

 

022897

 

 

 

12  PATIENT NAME

Doe

Jane

 

 

13  PATIENT ADDRESS

123 Main Street

Anywhere  IA

50000

 

 

 

 

 

14  BIRTHDATE

15  SEX

16  MS

ADMISSION

21  D HR

22  STAT

23  MEDICAL RECORD NO.

CONDITION CODES

31

17  DATE

18  HR

19  TYPE

20  SRC

24

25

26

27

28

29

30

 

08311923

F

 

010197

 

 

 

 

 

30

 

 

 

32      OCCURRENCE

33      OCCURRENCE

34      OCCURRENCE

35      OCCURRENCE

36                    OCCURRENCE SPAN

37

CODE

DATE

CODE

DATE

CODE

DATE

CODE

DATE

CODE

FROM

THROUGH

A

A

a

27

010197

 

 

 

 

 

 

 

 

 

 

B

B

b

C

C

38

 

39            VALUE CODES

40            VALUE CODES

41            VALUE CODES

CODE

AMOUNT

CODE

AMOUNT

CODE

AMOUNT

a

 

 

 

 

 

a

b

b

c

c

d

d

42  REV. CD.

43  DESCRIPTION

 

44  HCPCS/RATES

45  SERV. DATE

46  SERV. UNITS

47 TOTAL CHARGES

48 NON-COVERED CHARGES

49

1

 

0550

Skilled Nurse

 

020397

 

1

 

100

00

1

2

 

0550

Skilled Nurse

021797

 

1

 

100

00

2

3

3

4

 

 

 

 

 

4

5

 

 

 

 

 

5

6

 

 

 

 

6

7

 

 

 

 

7

8

8

9

9

10

10

11

11

12

12

13

13

14

14

15

15

16

16

17

17

18

18

19

19

20

20

21

21

22

 

 

 

 

 

22

23

23

50  PAYER

51  PROVIDER NO.

52  REL

53  ASG

54  PRIOR PAYMENTS

55  EST. AMOUNT DUE

56

INFO

BEN

A

 

 

 

B

 

 

 

C

 

 

57

DUE FROM PATIENT

è

58  INSURED'S NAME

 

59 P. REL

60  CERT. - SSN - HIC. - ID NO.

61  GROUP NAME

62  INSURANCE GROUP NO.

A

 

 

 

A

B

 

 

 

B

C

 

 

 

C

63  TREATMENT AUTHORIZATION CODES

64 ESC

65  EMPLOYER NAME

66  EMPLOYER LOCATION

A

A

B

B

C

C

OTHER DIAG. CODES

76  ADM. DIAG. CD.

77  E-CODE

78

67 PRIN DIAG CD

68  CODE
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I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

Your Agency Name

Address

City, State, Zip


   
When a home health agency (HHA) knows from the outset that an episode will be 4 visits or less, the agency may choose to bill only a claim for the episode. (Note claims characteristics are the same as the LUPA final claim on the previous page.)

PROs:







CONs:
Will not get large episode percentage

No HH Episode record is created in the 

payment up-front for LUPA that


Inquiry System, therefore beneficiary

will be reimbursed on a visit basis


is not linked to the HHA providing

(overpayment concern, but new payment 
services UNTIL a claim is received

system will recoup such “overpayments”

automatically against future payments)

Less paperwork 





No payment until claim is processed
Rev. 1808 
6-191.16
3639.32 (Cont.)
BILL REVIEW
09-00

5.
Episode with a PEP Adjustment--Transfer to AnotherAgency  OR Discharge-Known Readmission to Same Agency:
RAP










Claim    







Contains one HIPPS





Submitted after discharge 

Code and Claim-OASIS Matching 


w/Patient Status Code 06 

Key output from Grouper
software linked to OASIS
Does not contain other





Contains same HIPPS Code
line-item detail for






as RAP, and gives all line-
Medicare use







item detail for all the HH Episode
From and Through Dates match,



From Date same as RAP,

first service delivered





Through Date is discharge

Creates HH Episode in 





Closes HH Episode in HIQH
HIQH Inquiry System





Inquiry System at date 

of discharge, not 60 days

Triggers initial percentage payment


Triggers final percentage payment,

and total payment for the episode


 




will be cut back proportionately


(x/60), “x” being the number of days 

of the shortened episode

o
Known Readmission:  agency has found after discharge the patient will be re-admitted in the same 
60-day episode (“transfer to self”-- new episode) before final claim submitted
o
The next episode presumably would be billed as either Scenario 1. or 2. above
o
A PEP can also occur in a period of otherwise continuous care (scenario not illustrated)

o
A PEP episode can contain a change in patient condition (see SCIC Episode, below)-- this scenario 
is not illustrated 
6-191.17
Rev. 1808 
09-00
BILL REVIEW
3639.32 (Cont.)


6.
Episode with a PEP Adjustment--Discharge and “Unknown” Re-Admit, Continuous Care:
FIRST EPISODE--------------------------------------------------------------|   START OF NEXT EPISODE-:

RAP






Claim    
 





RAP
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







Contains one HIPPS



Submitted after discharge or 60

Unlike previous RAP

Code and Claim-OASIS Matching
days w/Patient Status Code 01 
in 
period,

Key output from Grouper 


--agency submitted claim


Admission 
software linked to OASIS


before the patient was 


Date will be the









re-admitted in the



same as that opening

same 60-day HH Episode


the period, and will

 













stay the same on

RAPs and claims

throughout the period

of continuous care

Does not contain other


Contains same HIPPS Code

Contains Source of
line-item detail for



as RAP, and gives all line-


Admission Code “C”
Medicare use




item detail for all the HH Episode
to indicate patient re-

admitted in same 60

Creates HH Episode in 


Closes HH Episode in


days that would have 

HIQH Inquiry System


HIQH Inquiry System 60 days

been in previous 

initially, and then revised


episode, but now








to less than 60 days



new HH Episode will 

after next RAP

 


begin and previous

received





episode automatic- 

ally shortened

From and Through Dates


From Date same as RAP,


From and Through
match first service delivered

Through Date Discharge


Dates equal first

or Day 60 of HH Episode


episode day, w/ or

 w/o service

(i.e., Day 61, 121)

Triggers initial percentage payment
Triggers final percentage payment,
Opens next

may be total payment for the epi-
HH Episode in

sode at first, but will be cut back 
HIQH Inquiry System 

proportionately (x/60) to the num-  


ber of days of the shortened episode
Triggers initial

when next billing received


payment for new

HH Episode
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7.
Episode with a SCIC Adjustment:


RAP





    


Claim    



          



    
          


Contains one HIPPS




Submitted after discharge 


Code and Claim-OASIS Matching 

with Patient Status Code  


Key output from Grouper 



as appropriate (01, 30, etc.)

software linked to OASIS










Carries Matching Key
and diagnoses consistent

w/last OASIS assessment

Does not contain other




Contains same HIPPS Code



line-item detail for





as RAP, additional


Medicare use






HIPPS output every time 

patient reassessed because
of change in condition,

and gives all line-


item detail for all the HH Episode


From and Through Dates match,


From Date same as RAP,

first service delivered




Through Date Discharge or Day 60

Creates HH Episode in 




Closes HH Episode in 

 

HIQH Inquiry System




HIQH Inquiry System



Triggers initial percentage payment

Triggers final percentage payment
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3639.33

3639.33
Exhibit:  General Guidance on Line Item Billing Under HH PPS.--The following tables are added for quick reference on billing most line-item on HH PPS Requests for Anticipated Payment (RAPs) and claims, the first table emphasizes services and the second items and supplies:

	TYPE OF LINE ITEM
	Episode

	 Services/Visits

	Outlier 

 

	CLAIM

CODING
	New 0023 revenue code with new HIPPS code (HHRG) on HCPCS field of same line
	Current revenue codes 42x, 43x, 44x, 

55x, 56x, 57x w/Gxxxx HCPCS for increment reporting, (NOTE revenue codes 58x and 59x not permitted for HH PPS)
	Determined by Pricer--    NOT billed by HHAs

	TYPE OF BILL (TOB)
	Billed on 32x only (have 485, patient homebound)
	Billed on 32x only if POC; 34x* if no 485
	Appears on remittance only for HH PPS claims (via Pricer) 

	PAYMENT BASIS
	PPS episode rate: (1) full episode w/ or w/out SCIC adjustment; (2) less than full episode w/PEP adjustment, (3) LUPA paid on visit basis (4) therapy threshold adjustment
	When LUPA on 32x, visits paid on adjusted national standardized per visit rates; paid as part of Outpatient PPS for 34x*
	Addition to PPS episode rate payment only, NOT LUPA, paid on claim basis, not line item

	PPS CLAIM? 
	Yes, RAPs and Claims
	Yes, Claims only [34x* no 485/non-PPS]
	Yes, Claims only


NOTE:
For HH PPS, HHA submitted IC TOB must be 322-- may be adjusted by 328; Claim TOB must be 329-- may be adjusted by 327, or 328.
* 34x claims for HH visit/services on this chart will not be paid separately if a HH episode for same beneficiary is open on CWF (exceptions noted on chart below).
Rev. 1853
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TYPE OF LINE ITEM
	DME**

(non-implantable, other than Oxygen & P/O)
	Oxygen & P/O
(non-implantable P/O)
	Non-routine*** Medical Supplies 


	Osteoporosis Drugs

	 Vaccines

	Other Outpt. Items (antigens, splints & casts)



	
CLAIM CODING
	Current revenue 

codes 29x, 294 for drugs/supplies for effective DME use w/HCPCS
	Current revenue 

codes 60x (Oxygen) and 274 (P/O) w/HCPCS
	Current revenue code 27x and voluntary use of 623 for wound care supplies
	Current revenue code 636 & HCPCS

	Current revenue  

codes 636 (drug) and HCPCS, 771 (administration)
	Current revenue code 271 & HCPCS

	
TYPE OF BILL (TOB)
	Billed to RHHI on 32x if 485, 34x* if no 485
	Billed to RHHI on 32x if 485, 34x* if no 485 
	Billed on 32x if 485, or 34* if no 485
	Billed on 34x* only 
	Billed on 34x* only 
	Billed on 34x* only

	
PAYMENT BASIS
	Fee 

Schedule
	Fee 

Schedule
	Bundled into PPS payment if 32x  (even LUPA); paid in cost report settlement for 34x*
	Cost, and paid separately with or without open HH PPS episode
	Paid as part of Outpatient PPS, and paid separately with or without open HH PPS episode
	Paid as part of Outpatient PPS, and paid separately with or without open HH PPS episode

	
PPS CLAIM? 
	Yes, Claim only
[34x* no 485/non-PPS]
	Yes, Claim only [34x* no 485/non-PPS]
	Yes, Claim only [34x* no POC/non-PPS]
	No (34x* claims only)
	No (34x* claims only)
	No (34x* claims only)


NOTE:
For HH PPS, HHA submitted Claim TOB must be 329 (adjusted by 327 or 328).
* 34x claims for HH services, except as noted for specific items above, will not be paid separately if a HH episode for same beneficiary is open on CWF.
**Other than DME treated as routine supplies according the Medicare FI (§3629) and Home Health (§473) Manuals. 
***Routine supplies are not separately billable or payable under Medicare home health care. When billing on type of bill 32x, catheters and ostomy supplies are considered non-routine supplies and are billed with revenue code 27x.  
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Exhibit: Acronym Table.--The following Acronym Table is offered to help with interpretation of the two previous sections, which, due to format constraints, could not spell out all terms:
	ITEM
	COMMENTS

	Admission Date
	For HH PPS, date of first service of episode OR first service in a period of continuous care (multiple episodes) placed in Form Locator 17 of the HCFA Form 1450 (UB-92) found in Medicare and/or NUBC (National Uniform Billing Committee) manuals.  HCFA manuals can be found on its Web Site (www.hcfa.gov/pubforms/p2192toc.htm).

	Claim
	Second of two “bookends” at opening and closing of HH PPS episode to receive one of two split percentage payments. 

	DME
	Durable Medical Equipment. Billed by revenue codes &/or HCPCS.  Paid by HCFA according to a HCFA DME fee schedule accessible on the HCFA Web Site (www.hcfa.gov/stat/pufiles.htm).

	DMERC
	DME Regional Carrier.  4 Medicare carriers nationally processing claims for DME on HCFA 1500 claims.

	Episode
	60-day unit of payment for HH PPS. 

	Grouper
	A software module that “groups” information for payment classification; for HH PPS, data from the OASIS assessment tool is grouped to form HHRGs and output HIPPS codes.  Specifications for the HH PPS Grouper are posted on the HCFA Web Site (www.hcfa.gov/medicare/hhmain.htm), and the grouper module is also built into PPS-compatible versions of HAVEN software, software publicly available automating the OASIS assessment tool.

	HCFA
	The Health Care Financing Administration, the Federal Agency administering the Medicare program and the federal portions of Medicaid and the Child Health program.

	HCFA Form-1450
	HCFA’s version of the UB-92 (see UB-92, below). 

	HCPC(S) Code(s)
	HCFA Common Procedural Coding System.  Coding for services or items used on the Form HCFA-1450 (UB-92) in FL 44 or Form HCFA-1500 claim forms.  A list of HCPCS is accessible on the HCFA Web Site (www.hcfa.gov/stat/pufiles.htm).

	HH
	Home Health

	HHA(s)
	Home Health Agency(ies)

	(H)HRG
	Home Health Resource Group.  One of 80 HH episode payment rates. 

	HIPPS
	Health Insurance Prospective Payment System. Procedural coding used in FL 44 of the Form HCFA-1450 (UB-92) in association with certain HCFA prospective payment systems (skilled nursing facility, home health). 8 HIPPS are assigned to each HHRGs for HH PPS.

	Inquiry System (HIQH)
	An on-line transaction providing information on HH PPS episodes for specific Medicare beneficiaries for HHAs and hospices.  Like the current HIQA eligibility inquiry system, this system will be based on batch claim data available in the Common Working File, a component of Medicare claims processing systems, available to providers via their RHHIs.

	Line Item
	Service or item-specific detail of claim.  Contains repeated entries of Form Locators 42-49 on HCFA Form-1450 (UB-92).

	LUPA
	Low Utilization Payment Adjustment.  An episode of 4 or less visits paid by national standardized per visit rates instead of HHRGs

	National Standard Per Visit Rates
	National rates for each 6 home health disciplines based on historical claims data.  Used in payment of LUPAs and calculation of outliers.
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	No-RAP LUPAs
	A billing scenario in which only a claim, not a RAP, is submitted for an episode by an HHA because the HHA is aware from the outset that the episode will be four visits or less.

	OASIS
	Outcome Assessment Information Set.  The standard assessment instrument required by HCFA for use in delivering home health care.

	Outlier
	An addition to a full episode payment when costs of services delivered exceed a fixed loss threshold.  HH PPS outliers are computed as part of Medicare claims payment by Pricer for all non-LUPA episodes.

	Patient Status Code
	Form Locator 22 of the Form HCFA-1450 (UB-92) describing patient status at discharge/end of period;  of note for HH PPS in the code list filling this location: “01"= “discharge to home/self care”, “06" = “discharged/transferred home/HHA care” and “30" = “still a patient”. 

	PEP
	Partial Episode Payment (adjustment).  A reduced episode payment that may be made based on the number of service days in an episode (always less than 60 days, employed in cases of transfers or discharges with readmissions).

	POC
	Plan of care.  Medicare HH services for the homebound beneficiaries must be delivered  under a plan established by a physician (see 485 below). 

	P/O(S)
	Prosthetics and orthotics

	PPS
	Prospective Payment System.  Medicare payment for medical care based on pre-determined payment rates or periods, linked to the anticipated intensity of services delivered and/or beneficiary condition.

	Pricer
	Software modules in Medicare claims processing systems, specific to certain benefits, used in pricing claims, most often under prospective payment systems.

	RAP
	Request for Anticipated Payment.  First of two “bookends” at opening and closing of HH PPS episode to receive one of two split percentage payments. Note although the RAP uses a Form HCFA-1450 (UB-92), it is not a claim according to Medicare statutes, and in not subject to the payment floor, among other differences from claims. 

	Revenue Code
	Payment codes for services or items place in Form Locator  42 of the Form HCFA-1450 (UB-92. Note that a new revenue code 0023 will be used on a distinct line item when billing episode payments (HIPPS in HCPCS field, separate line items for visits and supplies follow on claim);  an “x” in the last digit of numeric three digit revenue codes means that value can vary from 0-9. 

	RHHI
	Regional Home Health Intermediary.  Five fiscal intermediaries nationally designated to process Medicare home health and hospice claims. 

	SCIC
	Significant Change in Condition (adjustment).  When changes in patient condition dictate, a single episode may be paid under multiple HHRGs, the amount for each HHRG is pro-rated to the number of service days delivered under that HHRG, and all pro-rated amounts added for the final episode payment. 

	Source of Admission Code
	Form Locator 20 of the Form HCFA-1450 (UB-92); of note in the code list filling this location are the following new codes for HH PPS: “B” = “transfer from another home health facility”, and “C” = “readmission to the same HHA”.

	TOB
	Type of Bill (i.e., 32x, 34x).  Coding representing the nature of each Form HCFA-1450 (UB-92) claim (i.e., type of benefit, such as homebound home health; payment source, such as specific Medicare trust fund; and frequency of bill , such as initial or cancellation)-- an “x” in the last digit of numeric three digit type of bill means that value can be from 0-9. 

	UB-92
	The claim or bill form, in either paper or electronic version, used by most institutional health care providers.  Published by HCFA as the Form HCFA-1450, but the standard itself is maintained by a non-governmental body: the National Uniform Billing Committee, an entity under the American Hospital Association in Chicago. 

	10/01/00
	Legislated effective date for HH PPS. 

	1500
	The claim form, in either paper or electronic version (NSF), used by most non-institutional health care providers and suppliers to bill Medicare.  Published by HCFA as the Form HCFA-1500. 

	485
	HCFA form number for Plan of Care (see POC above).
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Home Health Prospective Payment System (HH PPS) Consolidated Billing and Primary HHAs.--The Balance Budget Act of 1997 required consolidated billing of all home health services while a beneficiary is under a home health plan of care authorized by a physician. Consequently, billing for all such items and services is to be made to a single HHA overseeing that plan, and this HHA is known as the primary agency or HHA for HH PPS billing purposes.  

The law states payment will be made to the primary HHA without regard as to whether or not the item or service was furnished by the agency, by others under arrangement to the primary agency, or when any other contracting or consulting arrangements exist with the primary agency, or “otherwise”.  Payment for all items is included in the HH PPS episode payment the primary HHA receives.

The HHA that submits the first Request for Anticipated Payment (RAP) or No-RAP low-utilization payment adjustment (LUPA) claim successfully processed by Medicare systems will be recorded as the primary HHA for a given episode in the Common Working File (CWF)‑based HIQH inquiry system for HH PPS.   If a beneficiary transfers during a 60-day episode, then the transfer HHA that establishes the new plan of care assumes responsibility for consolidating billing for the beneficiary.

Types of services that are subject to the home health consolidated billing provision:


o
Skilled nursing care;


o
Home health aide services;


o
Physical therapy;


o
Speech-language pathology;


o
Occupational therapy;


o
Medical social services;


o
Routine and non-routine medical supplies;


o
Medical services provided by an intern or resident-in-training of a hospital, under an approved 
teaching program of the hospital, in the case of a HHA that is affiliated or under common control with that hospital; and

o
Care for homebound patients involving equipment too cumbersome to take to the home.
Fiscal and regional home health intermediaries and carriers will reject any claims from other than the primary HHA that contain billing for the services and items above when billed for dates of service within an established 60‑day home health episode. This applies to provider types including and beyond HHAs (i.e., outpatient hospital facilities, suppliers).  HHAs and hospices will be able to access information on existing episodes from the HIQH Inquiry system, other institutional providers from the HIQA/HUQA system.  Both these inquiry systems, though based on information contained in the CWF, are available to Medicare providers through their intermediaries.  (See also § 3640 for further information on CWF and consolidated billing.)
Durable medical equipment (DME) is exempt from home health consolidated billing by law.  Therefore, DME may be billed by a supplier to a DME regional carrier or billed by a HHA, even HHAs other than the primary HHA, to a RHHI.  Medicare systems will allow either party to submit DME claims, but will ensure that the same DME items are not submitted to both the intermediary and the carrier at the same time for the same beneficiary.  In the event of duplicate billing to both the RHHI and the DMERC, the first claim received will be processed and paid.  Subsequent duplicate claims will be denied.  Medicare systems will also prevent the simultaneous payment for the purchase and the rental of the same item.
Osteoporosis drugs are subject to home health consolidated billing, even though these drugs continue to be paid on a cost basis, in addition to episode payments, and are billed on claims with a bill type not specific to HH PPS (type of bill 34x).  When episodes are open for specific beneficiaries, only the primary HHAs serving these beneficiaries will be permitted to bill osteoporosis drugs for them. 
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3640.
NEW COMMON WORKING FILE (CWF) REQUIREMENTS FOR THE HOME HEALTH PROSPECTIVE PAYMENT SYSTEM (HH PPS)

3640.1
Creation of the Health Insurance Query System for Home Health Agencies (HIQH) and Hospices in the Common Working File--Replacement of HIQA.--In the past, the Health Insurance Query Access system, or HIQA, within the CWF, a key part of Medicare claims processing systems, allowed different types of institutional providers to inquire about a beneficiary and receive an immediate response about their Medicare eligibility. HIQA has been available to home health agencies (HHAs) and hospices through their Medicare contractor, a RHHI.

With the advent of the home health prospective payment system (HH PPS) and home health consolidated billing, HHAs and other providers similarly needed to determine if beneficiaries were already being served by other HHAs, because only one HHA is able to bill HH services as defined in §3639.25 during a given episode period, though other providers may obtain reimbursement under arrangement with the primary agency.  In such cases, HHAs already providing services would be considered the primary agency for billing purposes.  If the beneficiary is not already under care at another HHA, he or she can be admitted to a new HHA, and that agency would become primary.  Beneficiaries can also be admitted to a second agency as primary, even if an episode is already open at another HHA, if a transfer situation exists. 

With the implementation of HH PPS in 2000, CWF was expanded so that information pertinent to determining primary HHA status could be obtained through an on-line inquiry transaction in CWF, HIQH:  Health Insurance Query for HHAs.  This transaction is also available to all institutional providers.  The agency’s primary status, or change of primary status from one agency to another in a transfer situation, is reflected in HIQH following submission of RAPs or claims by HHAs. Since HIQH includes information provided in HIQA, and since beneficiaries often move from home health to hospice care, both HHAs and hospices can employ HIQH as their single CWF inquiry transaction as of October 1, 2000. Unlike HIQA, which is paired with HUQA, HIQH does not have a parallel transaction system.

HIQA/HUQA will continue to exist and be used routinely by other Medicare institutional providers. HIQA will also be expanded so that these providers will be able to know if a HH PPS episode is open, since HH PPS consolidated billing may affect the processing of their claims.

3640.2
HIQH Inquiry and Response.--HIQH is  also available through RHHIs like HIQA, and shows whether or not the beneficiary is currently in a home health episode of care (being served by a primary HHA), along with other information.  To inquire, an HHA or other provider would enter data matching what was previously entered for HIQA, though under the new transaction identifier HIQH, including: 


o
The beneficiary’s Health Insurance Claim Number (HICN), name and sex; 


o
The pertinent Contractor and Provider Numbers; 


o
CWF Host, and one new item: 


o
Date the HHA Has Served or Expects to Serve the Beneficiary.

CWF will immediately return information on the two episode periods in the CWF Episode File closest to the date submitted in the new item.  If a date is not specified, information on the two most recent episode periods in the file will be returned.  The HIQH response will display the following information for the specific beneficiary in response to the inquiry:


o
The beneficiary’s Health Insurance Claim Number (HICN);


o
The pertinent Contractor and Provider Numbers; 


o
Episode Start and End Dates--these dates make apparent if  a primary HHA is already billing for a beneficiary and for how long; 
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o
Period Status Indicator--the patient status codes either on a RAP, if the episode has not yet 
been closed by a claim, or the claim for the episode:  these codes reveal whether a beneficiary been discharged (patient status 01), has transferred or discharged and readmitted (06), has died (20) or is expected to remain in the care of the HHA currently providing services (30), or any other status indicated by a valid patient status code;


o
HH Benefit Periods--the two most recent home health benefit periods, which Medicare uses 
to pay claims from either the Part A or Part B trust funds; 


o
Medicare Secondary Payer (MSP) Information or HMO Entitlement Information-- if it  
exists for the beneficiary, this information will be returned; 


o
Hospice Periods--the two most recent hospice periods for the patient, if any; and

o
HIQA Header Information--all that pertains to home health and hospice from the basic entitlement information from page 1 of the HIQA inquiry.

HIQH will provide a specific response message in cases when no episodes exist for a given beneficiary.  This message will make clear that for the date(s) requested, no home health episode information is available.

3640.3
Timeliness and Limitations of HIQH Responses.--Though inquirers get a response back from HIQH within a very short time frame, these responses are not truly “real time”.  The CWF auxiliary file that retains episode information is updated by, and is only as current as, each RAP or claim batch run in CWF.  All processed RAPs and claims will update the episode file, even if RAPs have zero reimbursement, or if claims or RAPs are ultimately denied.  Episodes are only removed from history when HHAs cancel their own RAPs, for episode not yet closed, or claims, for closed episodes, or when RHHIs cancel claims or RAPs for specific reasons (such as fraud).

In general, HIQH responses will be as current as the previous day.  Therefore, even when a response indicates a beneficiary is not currently in an episode, the possibility exists that a RAP or claim could be in process, and the inquiring agency would still not be the primary HHA for a beneficiary for whom a ‘clear’ inquiry was received.  In such cases, the inquiring agency would not learn that they were not the primary HHA immediately, waiting until they either looked again in HIQH after new batch updates were reflected, or possibly only once the RAP or claim submitted was rejected. While this situation should occur infrequently, since one beneficiary would have to be receiving services from two different agencies virtually simultaneously, it cannot be avoided given the limitations of current batch-processing systems.

Also possible but even rarer, claims or RAPs from two different HHAs for the same beneficiary for the same date may be in the same batch of claims or RAPs sent to CWF.  In such cases, the arbitrary claim process will still result in one of the two transactions being processed first and thereby deciding which of the two agencies will be primary. 

3640.4
Inquiries to Regional Home Health Intermediaries (RHHIs) Based on HIQH Responses.-- Institutional providers with access to HIQH may want to follow-up on information they view in it.  In such cases, usually to contact the primary agency already on file to bill under arrangement, the provider’s FI should be contacted through existing provider inquiry channels. The FI will instruct the provider regarding which RHHI to contact about a particular HHA.  HCFA has confirmed that each RHHI may provide information on either the provider or contractor numbers these providers may request given the HIQH responses they receive may be provided.  Information released will be determined by each RHHI, such as name and address, but must be enough for the inquiring provider to contact either the primary HHA, if under that RHHI’s jurisdiction, or another RHHI (contractor number), if the provider number from the HIQH response is attached to another RHHI.  If an instance ever exists where a provider is an individual, such as a provider doing business using a Social Security Number as a tax identification number, information cannot be released, since it would violate the individual’s right to privacy.

6-193.1
Rev. 1839 

06-01
BILL REVIEW
3640.6
3640.5
National Home Health Prospective Payment Episode History File.--The new  CWF inquiry system for the Home Health Prospective Payment System (HH PPS), HIQH:  Health Insurance Query for home health agencies (HHAs), relays information including that contained in the HH PPS episode history file of each beneficiary. CWF was amended for HH PPS to create a national episode history file for each beneficiary, in order to enforce consolidated billing and perform HH PPS processing.  Accompanying episode period response trailers were also created, and are to be updated daily in response to HH PPS RAPs and claims, both transactions employ the Form HCFA-1450 (UB-92) form with distinct bill types that are effective October 1, 2000. 

The episode file, populated as soon as the first HH PPS episode is opened for a beneficiary with either a RAP or a claim, contains:


o
The beneficiary’s Health Insurance Claim Number (HICN);


o
The pertinent Regional Home Health Intermediary, RHHI, (Contractor) and Provider Numbers; 


o
Period Start and End Dates--the start date is received on a RAP or claim, and the end date 
is initially calculated to be the 60th day after the start date, changed as necessary when the claim  for the episode is finalized;


o
DOEBA and DOLBA, Dates of Earliest and Latest Billing Activity (respectively) -- dates needed to attribute episode payment to the correct Medicare trust fund, drawn from the existing home health benefit period file;


o
Period Status Indicator--the patient status code on an HH PPS claim, indicating the status of the HH patient at the end of the episode;


o
Transfer/Readmit Indicator--source of admission codes taken from the RAP or claim as an indicator of the type of admission (transfer, readmission after discharge);


o
The HIPPS Code(s)--up to six for any episode,  representing the basis of payment for episodes other than those receiving a low utilization payment adjustment (LUPA); 


o
Principle Diagnosis Code and First Other Diagnosis Code -- from the RAP or overlaying claim;


o
A LUPA Indicator--received from the standard system indicating whether or not there was 
a LUPA episode; and

o
A RAP Cancellation Indicator--showing whether or not a RAP has been auto-canceled for this episode because a claim was not received in required time frames: in such cases, distinguished by the internally used cancel only code “B”, this indicator is a value of “1", in all other cases, the value is “0".

Separate from the episode file, CWF passes the Claim-OASIS matching key on the RAP or claim to HCFA’s National Claims History (NCH).  This enables NCH claim data to be linked to individual OASIS assessments supporting the payment of the individual claim. The LUPA indicator is also passed to NCH, in addition to routinely passed claim data.  

The episode file contains the 36 most recent episodes for any beneficiary.  Episodes preceding the most recent 36 will be dropped off the file and will not be retrievable on-line.  The date of accretion for an episode is the date the RAP or claim is accepted or applied.

3640.6
Opening and Length of HH PPS Episodes.--Within CWF, the episode history auxiliary file is separate from the home health benefit period auxiliary file, which existed prior to HH PPS.  All HH PPS claims will update both these files, in particular the DOEBA, DOLBA and visit counts.  In most cases, an HH PPS episode in an episode file will be opened by the receipt of a RAP, even if the RAP or claim has zero reimbursement.  
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Note that claims, as opposed to RAPs, will only open episodes in one special circumstance: when a provider knows from the outset that four or fewer visits will be provided for the entire episode, which always results in a LUPA, and therefore decides to forego the RAP as to avoid recoupment of the difference of the large initial percentage episode payment and visit-based payment.  This particular billing situation exception is referred to as a No-RAP LUPA. 

Multiple episodes can be open for the same beneficiary at the same time.  The same HHA may require multiple episodes be opened for the same beneficiary because of an unexpected readmission after discharge, or if for some reason a subsequent episode RAP is received prior to the claim for the previous episode.  Multiple episodes may also occur between different providers if a transfer situation exists. CWF will post RAPs received with appropriate transfer and re-admit indicators to facilitate the creation of multiple episodes.  Same day transfers are permitted, such that an episode for one agency, based on the claim submitted by that agency, can end on the same date as an episode was opened by another agency for the same beneficiary. 

When episodes are created from RAPs, CWF calculates a period end date that does not exceed the start date plus 59 days.  CWF will assure no episode exceeds this length under any circumstance, and will auto-adjust the period end date to shorten the episode if needed based on activity at the end of the episode (i.e., shortened by transfer).  

3640.7
Closing, Adjusting  and Prioritizing HH PPS Episodes Based on RAP and HHA Claim Activity.--CWF will reject RAPs and claims with statement dates overlapping existing episodes using a trailer and a distinct error code, including No-RAP LUPA claims, unless a transfer of discharge and re-admit situation is indicated.  CWF will also reject claims in which the dates of the visits reported for the episode do not fall within the episode period established by the same agency. 60-day episodes, starting on the original period start date, will, however, remain on record in these cases.

CWF will auto-cancel claims, and adjust episode lengths, when episodes are shortened due to receipt of other RAPs or claims indicating transfer or readmission. The auto-adjusted episode will default to end on the first date of service of the new RAP or claim causing the adjustment, though the episode length may change once claims finalizing episodes are received.   When claims are auto-canceled, CWF will send an unsolicited response to the standard system component of claims processing so that payment for the episode is automatically adjusted, a partial episode payment or PEP adjustment, without necessitating re-billing by the HHA.  If when performing such adjustments there is no claim in paid status for the previous episode that will receive the PEP adjustment, CWF will just adjust the period end date, but if the previous claim is in paid status both the claim, via the standard system, and the episode will be adjusted. 

In PEP situations, if the first episode claim contains visits with dates in the subsequent episode period, the claim of the first episode will be rejected by CWF with UR reject code that indicates the date of the first overlapping visit.  The claims rejected by CWF will then be returned to the HHA by the RHHI for correction.  If the situation is also a transfer, when the first HHA with the adjusted episode subsequently receives a rejected claim, the agency can either re-bill by correcting the dates, or seek payment under arrangement from the subsequent HHA.  For readmission and discharge, the agency must correct the erroneously billed dates for its own two episodes, but the corrections and adjusments in payment will be made automatically as appropriate whether the agency submits corrections or not.

If the from dates on two simultaneously received RAPs, or No-RAP LUPA claims, overlap, CWF will reject the later received RAP or claim with a trailer and a new error code, even if the later received RAP started with an earlier date of service, unless there is a transfer or readmit indicator. In such cases, RHHIs will return the claims rejected by CWF to providers.  CWF will create an internal message in addition to setting appropriate indicators in these circumstances.  
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If a claim is canceled by an HHA, CWF will cancel the episode. If an HHA cancels a RAP, CWF will also cancel the episode.  When RAPs or claims are auto-canceled or canceled by the system, CWF will not cancel the episode.  A RHHI may also take an action that results in cancellation of an episode, usually in cases of fraudulent billing.  Other than cancellation, episodes are closed by final processing of the claim for that episode.

3640.8
Other Editing and Changes for HH PPS Episodes.--CWF will assure that the final from date on the episode claim equals the calculated period end date for the episode if the patient status code for the claim indicates the beneficiary will remain in the care of the same HHA (patient status code 30).  If the patient dies, represented with a patient status code of 20, the episode will not receive a PEP adjustment, but the through date on the claim will indicate the date of death instead of the end of the episode period.  When the patient status of a claim is 06, indicating transfer, the episode period end date will be adjusted to reflect the “through date” of that claim, and payment is also be adjusted. When the status of the claim is 01, no change is made in the episode length or claims payment unless a separate RAP or claim is received which overlaps that 60-day period and contains either a transfer or discharge and readmit indicator.  

CWF will also act on source of admission codes on RAPs: for example, “B”, indicating transfer,  and “C”, indicating readmission after discharge by the same agency in the same 60-day period.  In such cases, CWF will open new episodes.  In addition to these two codes, though, any approved source of admission code may appear, and these other codes alone will not trigger creation of a new episode.  CWF will also recognize the following action codes sent by the standard systems for HH PPS: “01" for RAPs, bill type 3XG claims and No-RAP LUPA claims, “02" for adjustment on RAPs, and “03" on claims except No-RAP claims, ”4" for cancel only claims.  Different types of actions will follow 04 cancellations.  When the HUHH record is received from the RHHI, based on the cancel-only code also placed on the claim by the standard systems, the following actions will occur based on the code: “A”, the episode will not be removed from the episode file, the cancellation indicator will not be set, and the DOEBA and DOLBA dates will be removed; “B”, the episode record is not removed and the cancellation indicator is set, and “E” the episode is removed. Cancel only code “F” will be used when either the RAP or claim (HUHH record) is canceled by the provider, and consequently the attached episode will be removed from the episode file. (See §3885.2.)
3640.9
Priority Among Other Claim Types and HH PPS Consolidating Billing for Episodes.-- Claims for institutional inpatient services, that is inpatient hospital and skilled nursing facility services, will continue to have priority over claims for home health services under HH PPS.  Beneficiaries cannot be institutionalized and receive homebound care simultaneously.  So that, if an HH PPS claim is received, and CWF finds dates of service on the HH claims that fall within the dates of an inpatient or skilled nursing facility (SNF) claim (not including the dates of admission and discharge), CWF will reject the HH claim.  This would still be the case even if the HH PPS claim were received first and the SNF or inpatient hospital claims came in later, but contained dates of service duplicating dates of service within the HH PPS episode period.
A beneficiary does not have to be discharged from home care because of an inpatient admission.  If an agency chooses not to discharge and the patient returns to the agency in the same 60-day period, the same episode continues, although a SCIC adjustment is likely to apply.  Occurrence span code 74, previously used in such situations, should not be employed on HH PPS claims.  However, if an agency chooses to discharge, based on an expectation that the beneficiary will not return, the agency should recognize that if the beneficiary does return to them in the same 60-day period, there would be one shortened HH PPS episode completed before the inpatient stay ending with the discharge, and another starting after the inpatient stay, with delivery of home care never overlapping the inpatient stay.  The first shortened episode would receive a PEP adjustment only because the beneficiary was receiving more home care in the same 60-day period.  This would likely reduce the agency’s payment overall.  The agency should cancel the PEP claim and the readmission RAP in these cases and re-bill a continuous episode of care.
CWF developed A‑B crossover edits to prevent duplicate billing among RHHIs and DME regional carriers for DME.  CWF must edit to ensure that all DME items billed by HHAs have a line-item date of service and HCPCS coding.  However, HH PPS consolidated billing does not apply to DME by law.  By law, consolidated billing is required for home health services, to be implemented along with HH PPS.  In short, consolidated billing requires that only the HHA responsible for a given HH PPS episode, the primary HHA, bill services under the home health benefit, with the exception of DME, for the period of that episode.  The type of service most affected are non-routine supplies and outpatient therapies, since these service are routinely billed by providers other than HHAs, or are delivered by HHAs outside of plans of care.
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For home health consolidated billing, non-routine medical supplies are identified as a list of discrete items by HCPCS code in the final rule for HH PPS. (This list will be updated periodically by Program Memorandum.) If an HH PPS episode is open, only the primary HHA should bill for these items.  CWF will reject claims not billed by the primary HHA, submitted to either RHHIs or DME Regional Carriers, for these items when an episode is open, or even if such claims are billed before or after the episode itself, but overlap with the episode period.  Such claims will be returned to Part A, Part B, or DMERC standard systems as appropriate.  CWF will also return an unsolicited trailer 20 to the Part A standard system as needed in these situations, and develop a new reject response code if warranted.  In such cases, both RHHIs and fiscal intermediaries will return the claims rejected by CWF to providers.  Routine supplies are not reimbursed by Medicare.

CWF will develop edits to enforce consolidated billing for outpatient therapies, recognized under revenue codes 42x, 43x, 44x on intermediary claims, so that only those therapy services billed by the primary HHA will be paid and posted.  These revenue codes have been cross-referenced to a list of HCPCS codes in the HH PPS final rule approximating the same services for use in editing against carrier claims. (This list will be updated periodically by Program Memorandum.)  Subsequent services billed after the posting of a HH episode will be rejected back to the appropriate standard system as described above relative to routine supplies.
If revenue code 636 and the HCPCS code for osteoporosis drug is billed on a 34x bill type claim during an open HH episode, CWF must edit to ensure that the provider of the 34x bill is the same as the primary provider of the open episode, since by law consolidated billing must also be applied to the osteoporosis drug even though this item is paid outside of the episode payment.  HH PPS will not cause any changes in the billing of outpatient services by HHAs (i.e., vaccines, splints, antigens and casts) or home health visits not under a plan of care on 34x bill type claims.

3640.10
Medicare Secondary Payment (MSP) and the HH PPS Episode File.--CWF will apply MSP edits (auxiliary file) to both RAPs and HH PPS claims, editing all RAPs, whether an HUSP record is present or not, to see if the episode period service date falls within an MSP period.  A HUSP record will be created for all RAPs containing MSP information, and this record will create or update the CWF MSP auxiliary file as appropriate.  Though both RAPs and claims will create episode records, only claim, not RAP, payment will be affected by primary payer contributions in MSP situations.  Therefore, RAPs are marked in Medicare standard systems with a non-payment code if MSP applies, and ultimately sent to a paid status in Medicare systems without processing through post-payment locations, thereby processing with zero payment.  First claim development is performed only on claims, not RAPs.
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3640.11
Exhibit: Chart Summarizing the Effects of RAP/Claim Actions on the HH PPS Episode File.--The following chart summarizes basic effects of HH PPS claims processing on the episode record:


	Transaction
	How CWF Is Impacted
	How Other Providers Are Impacted

	
Initial RAP (Percentage Payments 0-60)
	Opens an episode record using RAP’s “from” date; “through” date is automatically calculated to extend through 60th day
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· No-RAP LUPA claims will be rejected unless a transfer source code is present

	Subsequent Episode RAP
	Opens another subsequent episode using RAP’s “from” date; “through” date is automatically calculated to extend through next 60 days
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· No-RAP LUPA claims will be rejected unless a transfer source code is present

	
Initial RAP with Transfer Source Code of B
	Opens an episode record using RAP’s “from” date; “through” date is automatically calculated to extend through 60th day
	· The period end date on the RAP of the HHA the beneficiary is transferring from is automatically changed to reflect the day before the from date on the RAP submitted by the HHA the beneficiary is transferring to.  The HHA the beneficiary is transferring from can not bill for services past the date of transfer.

· Another HHA cannot bill during this episode unless another transfer situation occurs

	
RAP Cancellation by Provider or RHHI
	The episode record is deleted from CWF
	· No episode exits to prevent RAP submission or No-RAP LUPA claim submission

	
RAP Cancellation by System
	The episode record remains open on CWF
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· No-RAP LUPA claims will be rejected unless a transfer source code is present

· To correct information on this RAP, the original RAP must be replaced, cancelled by the HHA and then re-submitted once more with the correct information
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	Transaction
	How CWF Is Impacted
	How Other Providers Are Impacted

	Claim (full episode)
	60-day episode record completed; episode “through” date remains at the 60th day; Date of Latest Billing Action (DOLBA) updates with date of last service
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· No-RAP LUPA claims will be rejected unless a transfer source code is present

	
Claim (discharge with goals met prior to Day 60)
	Episode record completed; episode “thorough” date remains at the 60th day; DOLBA updates with date of last service
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· No-RAP LUPA claims will be rejected unless a transfer source code is present

	
Claim (transfer)
	Episode completed; episode period end date reflects transfer; DOLBA updates with date of last service
	· A RAP or No-RAP LUPA claim will be accepted if the “from” date is on or after episode “through” date

	
No-RAP LUPA Claim
	Opens an episode record using claim’s “from” date; the “through”date is automatically calculated to extend through 60th day; DOLBA updates with date of last service
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· Other No-RAP LUPA claims will be rejected unless a transfer source code is present

· Because a RAP is not submitted in this situation until the No-RAP LUPA claim is submitted, another provider can open an episode by submitting a RAP or by submitting a No-RAP LUPA Claim

	
Claim (adjustment)
	No impact on the episode unless adjustment changes patient status to transfer
	· No impact

	
Claim Cancellation by Provider or RHHI
	The episode is deleted from CWF
	· No episode exists to prevent RAP submission or No-RAP LUPA claim submission

	
Claim Cancellation by System
	The episode record remains open on CWF
	· Other RAPs submitted during this open episode will be rejected unless a transfer source code is present

· No-RAP LUPA claims will be rejected unless a tansfer source code is present
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3642.
RURAL HEALTH CLINICS - GENERAL

A.
Claims Processing Jurisdiction.--All Rural Health Clinics (RHCs) bill you on the HCFA-1450.  Claims processing jurisdiction for independent RHCs (i.e., those that are not part of a hospital, SNF, or HHA) is allocated within regions as follows:

Region I - Boston

Connecticut, Massachusetts, Rhode Island -- Blue Cross of Western Pennsylvania

Maine -- Associated Hospital Services of Maine

New Hampshire and Vermont -- New Hampshire-Vermont Health Service

Region II - New York
New Jersey, New York, Puerto Rico and Virgin Islands -- Blue Cross of Western Pennsylvania

Region III - Philadelphia
Delaware, District of Columbia, Maryland, Pennsylvania, Virginia and West Virginia -- Blue Cross of Western Pennsylvania

Region IV - Atlanta
Alabama, North Carolina, South Carolina, Florida, Georgia, Kentucky, Mississippi and 
Tennessee -- Blue Cross and Blue Shield of Tennessee

Region V - Chicago
Illinois, Indiana, Michigan, Minnesota, Ohio and Wisconsin -- Aetna Life 
and Casualty

Region VI - Dallas
Arkansas, Louisiana, New Mexico, Oklahoma, and Texas -- Blue Cross of Texas

Region VII - Kansas City
Iowa, Kansas, Missouri and Nebraska -- Aetna Life and Casualty

Region VIII - Denver

Colorado, Montana, North Dakota, Utah, and Wyoming -- Blue Cross of Texas
Region IX - San Francisco
American Samoa, Arizona, California, Guam, Hawaii and Nevada -- Aetna Life 
and 

Casualty

Region X - Seattle
Alaska, Idaho, Oregon and Washington -- Aetna Life and Casualty

Provider-based RHCs bill the intermediary servicing the provider in which the RHC is based.
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B.
RHC Services.--RHC services include physician services furnished at the clinic site, regardless of the compensation arrangement between the clinic and the physician.  In addition, services furnished by full-time and part-time physician employees of the RHC, as well as services furnished by non-employee physicians who are compensated by the clinic, are RHC services when furnished to RHC patients in the clinic, in a medical facility, or at the patient's place of residence. Physician services furnished in nursing facilities or patient's homes are considered RHC services when furnished to a beneficiary who is a patient of the clinic by a physician who is a clinic employee or a physician who is compensated by the clinic for the service and who has an agreement with the RHC that provides that the physician may provide off-site services.  These services are reimbursable only to the clinic.  Physician services provided to patients of a hospital or to a swing bed patient of a hospital are not RHC services.  (See subsection C for more information on non-RHC services.)

The services of other practitioners, such as nurse practitioners, physician assistants, nurse midwives, clinical psychologists and clinical social workers are RHC services only if the practitioner is employed by or receives compensation from the RHC.  Non-physician practitioner services may be RHC services subject to the same sites described above for physician services.

RHC patients include individuals who receive services at the clinic facility and physician or other covered practitioner services at other locations in which RHC services may be provided.  Services provided to patients in a hospital setting (including the emergency room or a swing-bed) are not RHC services regardless of the contractual arrangements between the physician and the RHC.

RHC services furnished by independent RHCs are payable only to the clinic on the basis of a cost-related all inclusive rate.  RHC services furnished by provider-based RHCs are payable on a reasonable cost basis.  Physicians may not bill carriers for RHC services furnished to Medicare beneficiaries.  Such services are billed to you on Form HCFA-1450.


C.
Non-RHC Services.--All RHC physicians who furnish non-RHC services, bill the carrier on Form HCFA-1500 for payment.  For Medicare purposes, non-RHC services include services furnished to beneficiaries who are not patients of the RHC, off-site services furnished to RHC patients that are not compensated for by the clinic, and services furnished to hospital patients.  In these situations, payment is not made to the RHC for any RHC costs (direct or indirect) associated with the physician services.

D.
Clinical Psychologists and Clinical Social Workers.--Clinical psychologists' and clinical social workers' services are covered RHC services rendered in independent or provider-based RHCs. The outpatient mental health treatment limitation applies.  These services must be identified separately from clinic visits to which the outpatient mental health treatment limitation does not apply.  RHCs bill these services under revenue code 91X, as applicable.

E.
Other Services.--Certain items and services (other than those listed in subsection C) furnished by RHCs may be covered under Part B of the Medicare program but are not included in the definition of RHC services.  These services are ambulance services, DME, technical component of diagnostic tests, screening mammographies, prosthetic devices (other than dental), leg, arm, back and neck braces and artificial legs, arms and eyes including replacements.  Independent RHCs bill the carrier on Form HCFA-1500 for these services.  Provider-based RHCs bill their intermediary on Form HCFA-1450 in accordance with billing arrangements currently in place for the provider.

3643.
FEDERALLY QUALIFIED HEALTH CENTERS

A.
General.--Section 4161 of the Omnibus Budget Reconciliation Act (OBRA) of 1990 amended §1861(aa) of the Act to establish federally qualified health centers (FQHC) as entities to provide a new Medicare benefit effective October 1, 1991.  The statutory requirements that FQHCs must meet to qualify for the Medicare benefit are in §1861(aa)(4) of the Act.
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FQHC services consist of services that are similar to those provided in rural health clinics (RHC). These include services furnished by physicians, physician assistants, nurse practitioners, clinical psychologists, clinical social workers, and visiting nurses.  It also includes services and supplies incident to these practitioners' services.

FQHC services also include preventive primary health services, a new benefit under Medicare and available only as FQHC services.  The law defines Medicare preventive services as the preventive primary health services that an FQHC is required to provide under §§329, 330, and 340 of the Public Health Service (PHS) Act.  Medicare may specifically not cover some of the preventive services that FQHCs currently provide.  For example, the Medicare law contains an exclusion for dental services which are, therefore, excluded from the FQHC benefit.  (See §3192.1B for a description of covered preventive services.)

B.
Special Requirements.--An entity may qualify as an FQHC if it:

o
Is receiving a grant under §§329, 330, or 340 of the PHS Act; 

o
Is receiving funding from such a grant under a contract with the recipient of a grant and meets the requirements to receive a grant under §§329, 330, or 340 of the PHS Act;

o
Is determined by the Secretary to meet the requirements for receiving such a grant (look-alike) based on the recommendation of the Health Resources and Services Administration within PHS;

o
Was treated by the Secretary as a federally funded health center (FFHC) for purposes of Part B as of January 1, 1990; or 

o
Is an outpatient health program or facility operated by a tribe or tribal organization under the Indian Self-Determination Act or by an urban Indian organization receiving funds under title V of the Indian Health Care Improvement Act as of October 1, 1991.

NOTE:
The FFHC benefit is discontinued under the FQHC regulation.  Therefore, FFHCs may elect to qualify under the FQHC program, which has a payment methodology similar to the FFHC payment method, or to bill the carrier for Part B services under usual Part B payment methods.

An entity that qualifies as an independent or provider-based FQHC is assigned an FQHC identification number in the provider number range 1800-1989.  FFHCs converting to an FQHC are not assigned new numbers.  Converting FFHCs retain the numbers assigned to them as FFHCs.

Aetna of  Peoria, Illinois processes all claims from independent FQHCs. Provider-based FQHC claims are processed by the intermediary servicing the provider.

A cost report is to be filed and reviewed and updates to the PS&R are required.  No format changes are needed in the PS&R, but a new bill type (73X) is to be used for FQHC services.

C.
Payment Method.--The payment methodology for FQHCs parallels the RHC method which uses an all-inclusive rate, paid on a per visit basis as follows:  

o
For independent FQHCs, a payment limit applies.  (See Medicare Intermediary Manual, Part 2, §2216 for an explanation of the limit.)
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o
For provider-based FQHCs, payment is based on cost, the same as cost-based outpatient hospital services, except no Part B deductible is applicable to FQHC services.

No Part B deductible applies to expenses for services that are payable under the FQHC benefit.  However, blood deductible is applicable.  The Medicare beneficiary is responsible for a 20 percent coinsurance.  Coinsurance is based on the FQHC's reasonable and customary charge for items and services provided.

Payment limitations that currently apply to radiology and other diagnostic services continue to apply. However, since these are non-FQHC services, independent FQHCs must bill the carrier for these services on Form HCFA-1500 and provider-based FQHCs bill you on Form HCFA-1450.  The Part B deductible applies to non-FQHC services.

D.
General Billing Requirements.--Independent and provider-based FQHCs bill for FQHC services on Form HCFA-1450 using bill type 73X.  Independent FQHCs bill Aetna of Peoria and provider-based FQHCs bill you.  Entities that are not approved as FQHCs that elect payment under usual Part B methods must bill the carrier on Form HCFA-1500. They are not entitled to payment for the additional primary preventive services provided under the FQHC benefit.

Follow bill review instructions in §3604.

E.
Special Billing Requirements for Independent FQHCs.--Independent FQHCs must complete the items on Form HCFA-1450 in accordance with billing procedures in the Rural Health Clinic/Federally Qualified Health Center Manual, §§620 and 621.  Furnish each FQHC with one copy of that manual.

No additional revenue codes are established for independent FQHC billing.  Revenue code 910 is to be used for services subject to the psychiatric limit, even if another revenue code might better describe the service.  All other services may be bundled under revenue code 520 or billed under revenue codes now used by RHCs, depending upon the FQHC's preference and your PS&R needs for cost settlement.  Bundle charges related to preventive services under revenue code 520.  Units for encounters are to be reported under revenue codes 910 and 520, as applicable.  (See §3192.1 for the definition of FQHC services and preventive services.)

Encounter rules for RHCs apply to FQHCs (i.e., 1 per day) unless the patient leaves and later returns with an illness or impairment suffered later on the same day.

Medicare covered services that are not part of the FQHC benefit but which are billed outside the encounter rate because the facility meets the requirements to provide services in addition to FQHC services (e.g., orthotics/prosthetics, radiology, and screening mammographies) are billed to the carrier on Form HCFA-1500.

F.
Reporting of Preventative Services by Independent FQHCs.--In addition to the specific billing requirements in subsection E, independent FQHCs are required to report Health Care Financing Administration (HCFA) Common Procedure Coding Systems (HCPCS) coding in form locator (FL) 44 when billing for preventative services.
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The twenty covered preventative primary care services have been combined into five preventative groups for reporting purposes.  HCPCS codes have been identified for each group.  The five groups and the related HCPCS codes for each group are as follows:

o
FQHC Preventive Medicine Evaluation and Service Management.--Covers services related to a physical exam, history, and interventional counseling (HCPCS code 99381).

o
FQHC Preventive Laboratory Procedure.--Cholesterol screening, stool testing, dipstick urinalysis, and thyroid function test (HCPCS code 89399).

o
FQHC Preventive Medicine Intervention.--Counseling and risk identification without the physical exam; additional counseling (HCPCS code 99401).

o
FQHC Acute Care Visit.--No preventive services rendered (HCPCS code 99201).

o
Immunizations.--(HCPCS code 90749).

Billing requirements do not allow for more than one HCPCS code to be reported per revenue code line.  Therefore, in situations where an FQHC provides more than one preventative service during the course of a visit, the FQHC must report on a separate line the clinic visit revenue code (520) for each preventative service provided.

For example, if the FQHC provides cholesterol screening and risk assessment counseling regarding risks during the course of a visit, the claim should be completed as follows:

FL 42

FL 44

FL 46

FL 47
520


89399

1


35.00

520


99401






The FQHC must report only one unit per visit regardless of the number of preventative services provided during a visit.

NOTE:
When multiple HCPCS codes are reported for a single revenue code, the FQHC must not repeat the reporting of units and charges for multiple occurrances of the revenue code for the same visit.  You are required to zero fill FL 46 "units" and FL 47 "Total Charges" and reflect "Special Action Code/Override Code-4" in FL 49.

In addition, in situations where the FQHC provides more than one of the preventative services in a specific grouping during the course of a visit, the FQHC must report the appropriate HCPCS code for that group only once.

For example, if the FQHC provides a dipstick urinalysis and a thyroid function test during the same visit, the FQHC reports HCPCS code 89399 only once for that visit.

FL 42

FL 44

FL 46

FL 47
520


89399

1


35.00
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The FQHC should report the HCPCS code for preventative laboratory procedure only if the FQHC actually performs the laboratory test.  When the FQHC draws the specimen but orders the test to be done in an independent laboratory, no HCPCS code for the laboratory procedure should be reported.

When FQHCs provide immunizations, they report HCPCS code 90749 only when the immunization(s) is given in conjunction with another service during a particular visit.  If the sole purpose of the visit is to obtain an immunization HCPCS code, code 90749 is not reported since the visit is not billed.

Where an FQHC does not provide any preventative service during the course of a visit, the FQHC must report HCPCS code 99201 (no preventative service rendered).  Therefore, every claim must contain at least one of the HCPCS codes described above.

Install an edit in your automated claims processing system to assure the presence of a least one of the HCPCS codes in the groupings described above on every claim received by an independent FQHC.

NOTE:
These HCPCS coding requirements do not apply to provider-based FQHCs.

G.
Special Billing Requirements for Provider-Based FQHCs.--Provider-based FQHCs must complete the items on Form HCFA-1450 in accordance with billing procedures in §461 of the Hospital Manual with the exception of application of the Part B deductible.

No additional revenue codes are established for provider-based FQHC billing.  When billing FQHC services, revenue code 910 is to be used for psychiatric services.  Bundle other services under revenue code 520 or bill under revenue codes now used by provider-based RHCs, depending upon the FQHC's preference and your PS&R needs for cost settlement.  Charges related to preventive services are to be bundled under revenue code 520.  Units for encounters are to be reported under revenue codes 910 and 520, as applicable.  (See §3192.1 for the definition of FQHC services and preventive services.)

HCPCS coding is required for hospital-based FQHCs.  Hospital-based FQHCs report HCPCS codes in the ranges 99201-99205 or 99211-99215, as appropriate.  HCPCS coding is not required for all other provider-based FQHCs.

For non-FQHC services (e.g., orthotics/prosthetics, radiology, and other diagnostic services), the provider-based FQHC must bill you on Form HCFA-1450 as follows: 

o
Hospital-based FQHCs bill you using bill type 13X or 14X, as appropriate, and the FQHC's provider number;

o
Skilled nursing facility-based FQHCs bill you using bill type 22X and the FQHC's provider number; and

o
Home health agency-based FQHCs bill you using bill types 32X through 34X, as appropriate, and the FQHC's provider number.

In situations where a provider-based FQHC provides both FQHC and non-FQHC services, two separate bills are required.  The FQHC bills as follows:

o
The bill for FQHC services must contain bill type 73X and the FQHC's provider number; and
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o
The bill for non-FQHC services must contain bill type 13X, 14X, 22X, 32X, 33X, or 34X, as appropriate, and the FQHC's provider number.

Two bills are required in this situation to enable CWF to appropriately apply/not apply the Part B deductible.  Advise your provider-based FQHCs of these special billing requirements.

H.
Medical Review.--Medical review guidelines do not apply.  Use the authority for focused medical review to determine what review is desirable.

I.
Coordination With CWF.--Use the HUOP record format.  CWF began accepting bill type 73X with provider number ranges 1800-1899 in release 91.3 for transmissions October 1, 1991, and later.  CWF accepts bill type 73X with expanded provider number ranges 1900-1989 for transmissions September 1, 1992, and later.  All edits for bill type 74X apply.  CWF is modified to accept the new bill type and not to apply the deductible for FQHC services where the Part B deductible has not been met.

J.
Coordination Between the FQHC Intermediary and Carriers.--Because physicians associated with an FQHC are eligible to receive payment from either Aetna or the area carrier, close coordination among the FQHC, Aetna, and the carrier is required to prevent duplicate payment.  Follow the instructions in §3642.1 on release and transfer of information.
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3644.
DIALYSIS FOR ESRD - GENERAL

A.
Methods of Payment for Home Dialysis Patients.--Medicare beneficiaries dialyzing at home can choose between two methods for Medicare program payment for care (exclusive of physician services).  The choice is indicated on Form HCFA-382, Beneficiary Selection Form.  A change in method may be made annually effective January 1 of the following year.  The ESRD facility is responsible for obtaining the selection form and forwarding it to you.

In addition, HCFA includes the method the beneficiary has selected in the query reply "S" trailer which is appended to query replies or to the Code 39 automatic notice. (See §3535.1).

Method I
If the dialysis facility with which the Medicare home patient is associated assumes responsibility for providing all home dialysis equipment and supplies, the beneficiary may decide to have the facility provide these items.  For this service, the facility receives the same Medicare dialysis payment rate as it would receive for an infacility patient under the composite rate system.  The beneficiary is responsible for paying any unmet Part B deductible and the 20-percent coinsurance on the Medicare rate to the facility.

Under Method I items and services included in the composite rate must be furnished by the facility, either directly or under arrangement.  If it fails to provide (either directly or under arrangement) any part of the items and services covered under the rate, the facility cannot be paid any amount for the items and services that it does furnish.  These items and services include:

o
Medically necessary dialysis equipment and dialysis support equipment;

o
Home dialysis support services including the delivery, installation, maintenance, repair, and testing of home dialysis equipment, and home support equipment;

o
Purchase and delivery of all necessary dialysis supplies;

o
Routine ESRD related laboratory tests; and

o
All dialysis services furnished by the facility's staff.

Some examples (but not on all-inclusive list) of items and services that are included in the composite rate and may not be billed separately when furnished by a dialysis facility are:

o
Staff time used to administer blood;

o
Declotting of shunts and any supplies used to declot shunts;

o
Oxygen and the administration of oxygen; and

o
Staff time used to administer nonroutine parenteral items.

See Chapter 27 of the Provider Reimbursement Manual, Part I, for more information on establishing the composite rate.  
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Method II
The beneficiary retains the right to deal directly with the Medicare program and make arrangements for securing the necessary supplies and equipment to dialyze at home.  If the beneficiary chooses Method II, he/she deals directly with a supplier of home dialysis equipment and supplies that is not a dialysis facility.  There can be only one supplier per beneficiary, and the supplier must accept assignment.  The beneficiary is responsible for any unmet Part B deductible and the 20 percent coinsurance.  These claims are processed by the carrier.  The supplier must have a written agreement with a Medicare approved dialysis facility which will provide all necessary support, backup and emergency dialysis services.

The facility furnishes and bills for all home dialysis support services.  The facility may be paid for home dialysis support services; the beneficiary may not.  Hospital-based facilities are paid the reasonable cost of support services, subject to the lesser of cost or charges provisions of §1833(a)(2)(A) of the Act.  Independent facilities are paid on a reasonable charge basis for any home dialysis support services they furnish.  

B.
Processing Home Dialysis Claims.--

o
Use the method of election information provided in the 'S' query reply trailer to verify the beneficiary's election.  (See §3535.1.)

o
Check the claim to determine if there is EGHP insurance.  Where the beneficiary is covered under the EGHP insurance.  (See §§3490ff.)

o
If the beneficiary has elected Method I, process the claim per §3644.l.

o
If the beneficiary has elected Method II, do not pay the facility the composite rate or for home dialysis supplies and equipment.  Pay only for support, backup and emergency dialysis services.  (See §3644.3.)

o
The effective date of the election chosen by the home dialysis beneficiary on the HCFA-382 is the date the patient signed the form.  Prior to that date all home dialysis items and services are billed and reimbursed in accordance with Method II. Therefore, the facility may not be paid the composite rate for any home dialysis treatments furnished prior to the date that the patient signed the HCFA-382.  The effective date for changes is the January 1 that follows the date of election.

o
All home dialysis patients must have chosen either Method I or Method II.  If you receive a claim on behalf of a beneficiary for whom you have not received a copy of the HCFA-382, hold the claim.  Contact the facility immediately for a copy of the HCFA-382.  Process the claim accordingly.
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C.
Reduction in Medicare Program Payment Due to OBRA 1986.--

1.
General.--Section 9335(j) of OBRA 1986 requires the Secretary to reduce the amount of each composite rate payment for each treatment by 50 cents and to allocate these amounts to ESRD network activities.  This applies to all dialysis treatment furnished on or after January 1, 1987.  All Medicare hospital-based and independent ESRD facilities paid the composite rate are affected.

2.
Calculating The Reduction.--Deduct 50 cents per treatment on each claim from the amount paid to ESRD facilities for all treatments furnished on or after January 1, 1987.  For example, if a facility's composite rate payment is $120, Medicare pays the renal facility $95.50 per treatment ($120 x 80% - $.50).  The 50 cents reduction is also applicable to modes of dialysis other than hemodialysis (including training treatments).  Reduce the facility's weekly composite rate payment by $1.50 for CAPD or continuous CCPD.  Where there is less than a week of CCPD or CAPD treatment, prorate the $1.50.  For peritoneal dialysis furnished in sessions of greater than 20 or 30 hours per treatment, multiply the 50 cents reduction times 1.5 or 3 depending upon the length of the treatment.

Report the reduction amount in your PS&R and CWF using value code 71 to identify monies withheld to fund ESRD networks.  

Indicate the Medicare payment reduction allocated toward funding the ESRD networks for the individual claims on your remittance record to the facility.

3.
Application of ESRD Network Funding to MSP Claims.--Apply the ESRD offset for network funding on MSP claims as follows:

o
Where another payer, primary to Medicare, pays the claim in full, no ESRD offset is applicable;

o
Where another payer, primary to Medicare, makes a partial payment, deduct the ESRD offset for each treatment as described in subsection C2 from the Medicare secondary payment amount; and

o
Where the ESRD offset amount is greater than the secondary payment amount, apply the entire Medicare secondary payment amount towards the ESRD network funding.  No Medicare secondary payment is made to the facility in this situation and no further ESRD offset is applicable.  Do not make an additional ESRD offset for treatments on this claim against other payments to the facility on the same remittance or on future payments for the same beneficiary.

See §§3490.7 and 3490.8 for determining what constitutes a full or partial payment by a primary payer.

Rev. 1617
6-206.1

	3644 (Cont.)
	BILL REVIEW
	03-94



D.
Payment for Epoetin (EPO).--



1.
Free-Standing and Provider-Based Dialysis Facilities.--Payment is in addition to the composite rate for EPO administered in the facility.

Providers identify EPO and the number of injections by revenue codes 634, EPO administration under 10,000 units, and 635, EPO administration of 10,000 units or more.  They use value codes 48 for reporting the hemoglobin reading or 49 for the hematocrit reading and 68 for the EPO units administered.

Pay $11 per 1,000 units of EPO administered, rounded to the nearest 100 units.  Effective with EPO furnished on or after January 1, 1994, reduce the payment to $10 per 1,000 units, rounded to the nearest 100 units.

EXAMPLE:
The billing period is 2/1/94 - 2/28/94.

The facility provides the following:




Units


2/1

3000

2/15
2500


2/4

3000

2/18
2500


2/6

3000

2/20
2560


2/8

3000

2/22
2500


2/11
2500

2/25
2000


2/13
2500

2/27
2000



Total 31,060 units

For value code 68, the facility enters 31,060.  Use 31,100 to determine the rate payable.  This is 31,060 rounded to the nearest 100 units.  The amount payable is 31.1 x $10 =$311.00.  In your system, you have the option of setting up payment of $1.00 per 100 units.

EXAMPLE:
311 x $1.00 = $311.00

Base the coinsurance and deductible on the Medicare allowance payable, not on the provider's charges.  The provider may not charge the beneficiary more than 20 percent of the EPO allowance.



2.
Hospital Outpatient Departments.--For patients on home dialysis and for patients with chronic renal failure (but not yet on dialysis), pay for EPO administered in a hospital outpatient department on the basis of cost.  Hospitals use revenue codes 634 and 635 and value codes 49 and 68 in billing.

Base the coinsurance and deductible on the hospital's charges.



3.
Self-Administered EPO.--Initially, facilities may bill for up to a two month supply of EPO for beneficiaries who meet the criteria for selection for self-administration. (See §3168.)  After the initial two months' supply, they bill for one month's supply at a time.  They use condition code 70 to indicate that they are requesting payment for a supply of EPO furnished a beneficiary.  Usually, revenue code 635 would apply since the supply would be over 10,000 units.  Facilities leave FL 46, Units of Service, blank since they are not administering the drug.  For value code 68, they enter the total amount of the supply.

6-206.2
Rev. 1617


06-01

	
	BILL REVIEW
	3644 (Cont.)


In cases where the facility is billing for both a supply and for administrations, it totals the units supplied and the units administered and shows this amount for value code 68.  Item 52, Units of Service, is completed for administrations only.

EXAMPLE:
The facility provides a supply of 65,000 units and two administrations in the facility amounting to 5,000 units.  The following entries appear on the bill:

Revenue Code


Units
634



   2

635

Value Code


Amount
68



70,000

Use the payment logic shown in this subsection.  Base the coinsurance and deductible on the Medicare allowance payable.  The provider may not charge the beneficiary more than 20 percent of the EPO allowance.

A normal month's supply is approximately 35,000 - 40,000 units.  Edit value code 68 to identify claims with amounts over 90,000 and request the provider to verify the value amount.

For payment policy see Chapter 27 of the PRM, Part I, §2710.3.

See §§3900ff. for MR of EPO administration.


E.
Payment for Intravenous Iron Therapy.--Iron deficiency is a common condition in end stage renal disease (ESRD) patients undergoing hemodialysis.  Iron is a critical structural component of hemoglobin, a key protein found in normal red blood cells (RBCs) which transports oxygen.  Without this important building block, anemic patients experience difficulty in restoring adequate, healthy RBC (hematocrit) levels.  Clinical management of iron deficiency involves treating patients with iron replacement products while they undergo hemodialysis.

For claims with dates of service on or after December 1, 2000, sodium ferric gluconate complex in sucrose injection is covered by Medicare for first line treatment of iron deficiency anemia in patients undergoing chronic hemodialysis who are receiving supplemental erythropoeitin therapy.  In hospital outpatient departments, payment is made under the outpatient prospective payment system.  Payment is made on a reasonable cost basis in critical access hospitals (CAHs).  For claims with dates of service on or after December 1, 2000, payment is made on a reasonable cost basis in renal dialysis centers (freestanding facilities).  For claims with dates of service on or after January 1, 2001, payment is made pursuant to 42 CFR 405.517 in renal dialysis centers (freestanding facilities).  Iron sucrose injection as a first line treatment of iron deficiency anemia when furnished intravenously to patients undergoing chronic hemodialysis who are receiving supplemental erythropoeitin therapy is also covered by Medicare for claims with dates of service on or after October 1, 2001. In hospital outpatient departments, payment is made under the outpatient prospective payment system.  Payment is made on a reasonable cost basis in CAHs and in renal dialysis centers (freestanding facilities).  Deductible and coinsurance apply.
Follow the general bill review instructions in §3604.  Providers bill you on Form HCFA-1450 or electronic equivalent.
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Applicable Bill Types.--The appropriate bill types are 13X, 72X, and 85X.

Providers utilizing the UB-92 flat file use record type 40 to report bill type.  Record type (Field No. 1), sequence number (Filed No. 2), patient control number (Field No. 3), and type of bill (Field No. 

4) are required.  Providers utilizing the hard copy UB-92 (Form HCFA-1450) report the applicable bill type in Form Locator (FL) 4 “Type of Bill”.  Providers utilizing the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, report the applicable bill type in 2-130-CLM01, CLM05-01, and CLM05-03.

Revenue Code Reporting.--Providers report revenue code 636.  Providers utilizing the UB-92 flat file use record type 61, Revenue Code (Field No. 5).  Providers utilizing the hard copy UB-92 report the revenue code in FL 42 “Revenue Code.”  Providers utilizing the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, report the applicable revenue code in 2-395-SV201.

HCPCS Reporting.—Providers report HCPCS code J3490 (Unclassified drugs) for sodium ferric gluconate complex in sucrose injection for claims with dates of service on or after December 1, 2000.  For claims with dates of service on or after January 1, 2001, providers report HCPCS code J2915 for sodium ferric gluconate complex in sucrose injection. Until a specific code is developed for iron sucrose injection, providers report HCPCS code J3490 (Unclassified drugs).  Providers utilizing the UB-92 flat file use record type 61, HCPCS code (Field No. 6) to report HCPCS code. Providers utilizing the hard copy UB-92 report the HCPCS code in FL 44 “HCPCS/Rates.”  Providers utilizing the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, report the HCPCS/CPT in 2-395-SV202-02.

F.
Payment for Drugs Furnished in Independent Dialysis Facilities.--Make payment for drugs furnished in independent dialysis facilities, and paid outside the composite rate, based on the lower of billed charges or the payment limit provided in §3644.E.2.  Coinsurance and deductible apply to allowed charges.

The payment methodology for hospital-based facilities does not change.


1.
Billing Procedures.--Facilities identify and bill for drugs by HCPCS code, along with revenue code 636, "Drugs Requiring Specific Information."  The listing below includes the HCPCS code and indicates the lowest common denominator for the dosage.  (See §3644.E.2.)  Facilities use the units field as a multiplier to arrive at the dosage amount.

EXAMPLE:

HCPCS

Drug


Dosage (lowest denominator)

Amount

J3360

Valium




5mg






$2.00

Actual dosage, 10mg.

On the bill, the facility shows J3360 and 2 in the units field (2 x 5mg = 10mg).

For independent facilities, compare the price of $4.00 (2 x $2.00) to the billed charge and pay the lower, subject to coinsurance and deductible.

NOTE:
When the dosage amount is greater than the amount indicated for the HCPCS code, the facility rounds up to determine units.  In the example above, if the dosage were 7mg, the facility would show 2 in the units field.

Facilities bill for supplies used to administer the drug with revenue code 270, "Medical/Surgical Supplies."  The number of administrations is shown in the units field.  Pay $.50 for each 
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administration to independent facilities.  This covers the cost of any size syringe, swabs, needles and gloves.

EXAMPLE:

Revenue Code

Units
270


   3

The price is $1.50, subject to coinsurance and deductible.

Hospital-based facilities use the HCPCS codes in §§3644.E.2 and 3 to identify drugs.
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2.
Amounts for Drugs Billed by ESRD Facilities.--You are responsible for developing allowed amounts for each year based on the Drug Topics Red Book or a similar source.  You must do this within 90 days of publication of the annual Drug Topics Red Book.  The following amounts have been developed using the lowest average wholesale price (AWP) for the corresponding generic drug, if available, and for the original drug if a generic is not available.  The administered dosage figures are from the HCPCS Table of Drugs for 1991.  Use the 1991 prices as examples when you develop prices for subsequent years.  The HCPCS are subject to change in years after 1991.

Admin.





1991


        1991
Name of Drug


Dosage

Route

HCPCS Code(s)

     Amount
Ampicillin


500 mg

IM/IV/INF

J0290




2.07

Benzquinamide HCL
50 mg

IV



J0510




4.88

o Emeta-con

Betamethasone

6 mg

IV/0th


J0700




1.50

o Celestone

Calcitonin Salmon

400u

INJ



J0630




 35.99

o Calcimar

Calcitriol



1mcg

IM



J0635




  9.18

o Calcijex

Calcium Gluconate

10ml

INJ



J0610




.43

Cefazolin Sodium

500mg

IV/INF


J0690




1.42

o Ancef

o Kefzol

Cefonicid Sodium

1gm


IV



J0695




21.45

o Monocid

Cefoxitin Sodium

1gm


IM/IV


J0694




 8.53

o Mefoxin

Ceftriaxone Sodium
250mg

IM/IV


J0696



 9.61

o Rocephin

Cefuroxime Sodium
750mg

INJ



J0697




6.77

o Zinacef

Cephalothin Sodium
1gm


IV/INF


J1890




2.82

o Keflin

Cephapirin Sodium

1gm


IV/INF/0th 

J0710




3.75

o Cefadyl

Chlorpromazine

50mg

IM



J3230




 .36

Hydrochloride
o Thorazine

o Chlorpromanyl

o Largactil

o Novo-Chlorpromazine

o Thor-Pram
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Admin.





1991


        1991
Name of Drug


Dosage

Route

HCPCS Code(s)

     Amount
Codeine Phosphate

30mg

INJ



J0745




 .60
Deferoxamine


500mg

IV



J0895




8.19

Mesylate
o Desferal

Diazepam


5mg


IV/IM


J3360




2.00

o Valium

o E-Pam

o Meval

o Novodipam

o Stresspam

o Apo-Diazepam

Dimenhydrinate

50mg

IV



J1240




1.80

o Dramamine

Droperidol


5mg


IV



J1790




3.40

o Inapsine

Estradiol Valerate

10mg

INJ



J1380




.37

20mg

INJ



J1390




.53

40mg

INJ



J0970




.72

o Delestrogen

Estrogens Conjugated
2mg


IV/IM


J1410




.28

o Premarin

Fluphenazine

Decanoate

25mg

IM/SC


J2680




3.00

o Prolixin Decanoate

Fentanyl Citrate

2ml


IV/IM


J3010




2.07

o Sublimaze

Furosemide


20mg

IV/0th


J1940




.50

o Lasix

Gentamicin Sulfate

80mg

IV/INF


J1580




1.05

o Garamycin

o Cidomycin

o Gentafair

o Jenamicin

Haloperidol Decanoate
5mg


INJ



J1630




.71

50mg

INJ



J1631




24.49

o Haldol Decanoate

Hepatitis B Vaccine
(Recombivax)

20mcg

INJ



90731




49.20

o Engerix-B

Hydrocortisone Sodium
Succinate


100mg

IV



J1720




1.85

o  Solu-Cortef
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Admin.





1991


        1991
Name of Drug


Dosage

Route

HCPCS Code(s)

     Amount
Hydromorphone

4mg


INJ



J1170




1.08

o  Dilaudid
Hydroxyzine Hcl

25mg

IM



J3410




.21

Iron Dextran


10cc


INF



J1780




8.80

o  Imferon

Kanamycin Sulfate

500mg

INJ



J1840




2.82

o Kantrex

Meperidene


50mg

INJ



J2175




.38

o Demerol HCL

Medroxyprogesterone
Acetate


100mg

INJ



J1050




6.68

o Deprovera

Methicillin Sodium

1gm


IV



J2970




6.17

o Staphcillin

Methylprednisolone Sodium
o Succinate

40mg

INJ



J2920




1.15

125mg

INJ



J2930




2.64

o Solu-Medrol

Metoclopramide HCL
10mg

IV



J2765




2.11

o Reglan

Morphine Sulfate

10mg

INJ



J2270




.52

Nadrolone
Decanoate

50mg

INJ (IM)


J2320




1.40

100mg

INJ



J2321




.92

200mg

INJ



J2322




1.84

o Anabolin L.A.

o Androlone-D

o Decudurabolin

o Decolone

o Hybolin Decanoate

o Kabolin

o Nandrobolic L.A.

o Neo-Durabolic

Nandrolone

Phenpropionate
50mg

INJ (IM)


J0340




1.23

Oxacillin Sodium

250mg

IV/IM


J2700




.55

o Bactocill

o Prostaphlin

Penicillin G
Potassium

1,000,000u
IV/IM


J2540


 

.55

Penicillin G
Procaine


600,000u

IM



J0530




2.93
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Admin.





1991


        1991
Name of Drug


Dosage

Route

HCPCS Code(s)

     Amount
Penicillin G


Aqueous

Pentazocine
Lactate


30mg

IV/IM/SC

J3070




1.35

o Talwin

Phenobarbitol Sodium
120mg

INF/0th


J2560


 

2.09

Phenytoin Sodium

250mg

IV



J1165


 

2.20

o Dilantin

Pneumococcal Vaccine,

Polyvalent

----


----



90732


 

9.58

o Pneumovax 23

o Pnu-Immune 23

Prochlorperazine

10mg

INJ



J0780


 

1.68

o Compazine

o Stemetil

Promethazine Hcl

50mg

IM



J2550



 
.18

o Phenergan

Protamine

Sulfate


50mg

IV



J2720




3.55

Streptomycin


1gm


IM



J3000




2.19

Testosterone

Cypionate

100mg

INJ



J1070



 
.33

1cc/200mg
INJ



J1080



 
.72

o Depo-testosterone

Testosterone

Enanthate


100mg

IM



J3120



 
.46

200mg

IM



J3130



 
.56

o Delatestryl

Thiethylperazine Malate 10mg

IM



J3280




2.28

o Torecan

Tobramycin Sulfate

80mg

IV/IM


J3260




6.83

o Nebcin

Triamcinolone

Acetonide

10mg

INJ



J3301




1.63

o Kenalog

Trimethobenzamide Hcl
200mg

IM



J3250



 
.54

o Tigan

Urokinase









o Abbokinase

250,000u
IV



J3365




286.85

Vancomycin

Hydrochloride

500mg

IV



J3370




7.80

o Vancocin
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Admin.





1991


        1991
Name of Drug


Dosage

Route

HCPCS Code(s)

     Amount
Vitamin B12


1000mcg

IM/SC


J3420




.06

o Cyanocobalamin
Vitamin K


10mg

INJ



J3430




2.41

o Aquamephyton


3.
Amounts for Drugs Furnished Method II Beneficiaries by Independent Facilities.--

Admin.





1991


        1991
Name of Drug


Dosage

Route

HCPCS Code(s)

     Amount
Albumisol


5%/500ml
IV



J7080




95.00

o Albumin

25%/50ml
IV



J7090




47.80

Aminophyllin


250mg

INJ



J0280




.58

Digoxin



0.5mg

IV/0th


J1160




1.80

o Lanoxin

Diphenhydramine Hcl
50mg

IV



J1200




.95

o Benadryl

Hydralazine


20mg

INJ



J0360




2.50

o Apresoline Hcl

Procainamide Hcl

1gm


IV/INF


J2690




3.50

o Pronestyl

Propranolol Hcl

1mg


IV



J1800




2.52

o Inderal



4.
Use of Additional Codes.-- If there is no code listed for a drug (e.g., a new drug), the facility bills using HCPCS code J3490, "Unclassified Drugs," and submits documentation identifying the drug.  To establish a code for the drug, check HCPCS as well as the lists included in §§3644.E. 2 and 3 for a code since the lists are not all inclusive.  Also, check with the local carrier who may have a code that is appropriate.  Price the drug using the average wholesale price (AWP) for the corresponding generic drug, if available, in the most recent annual edition of the Red Book.  Use the brand name if there is no generic.

If a dialysis facility submits acceptable documentation which supports the name brand as medically necessary, establish a local code and determine the appropriate payment using the Red Book AWP.

Report assignment of additional local codes along with the definition, route of administration, dosage and billing frequency by the 15th of the month following each quarter to:

Health Care Financing Administration

Division of Institutional Claims Processing CHPP, PBEG

C4-10-07

7500 Security Blvd.

Baltimore, MD  21244

Send a copy to the HCPCS coordinator in your RO.


5.
Edits.--The codes listed in §3644.E. 3 may be billed only for beneficiaries who have selected Method II.  Edit to ensure that bills for these codes are for Method II beneficiaries. 
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G.
Blood and Blood Services Furnished in Hospital-Based and Independent Dialysis Facilities.-


1.
General.--The following blood-related items and services furnished to dialysis patients outside the dialysis unit, e.g., in the hospital's laboratory, are paid in addition to the composite rate:


a.
Blood; and


b.
Supplies used to administer blood.

Pay blood processing fees (e.g., blood typing, crossmatching) that are imposed on the dialysis facility by the blood supplier or other laboratory in addition to the composite rate.  

Do not pay for any facility staff time used to perform any service in the dialysis unit, including time to administer blood, in addition to the composite rate.


2.
Payment Basis.--


a.
For hospital-based facilities, when blood-related items and services described in §§3644F. 1.a. and b. are paid for in addition to the composite rate, payment is made on a reasonable cost basis in the same way as for any other Medicare beneficiary receiving blood on an outpatient basis.  In determining the reasonable cost for blood, consider the charges for blood from independent blood banks.


b.
For independent dialysis facilities, when blood-related items and services described in §§3644F. 1.a. and b. are paid for in addition to the composite rate, payment is made on a reasonable charge basis.  Payment is made at the lower of the actual charge on the bill or a reasonable charge that you determine.  In establishing the reasonable charge, consider price lists of independent blood banks (e.g., Red Cross or hospital) that offer services to providers in your area. Also, consider carrier allowable charges, where available.


3.
Billing and Payment.--The following revenue codes and HCPCS codes are available for billing for blood and blood products supplied by hospital-based and independent facilities in 1991. (Consult your HCPCS directory for appropriate codes for periods after 1991.  The codes are subject to change.):





      1991

Revenue Code

HCPCS Code







Definition
(Facilities use the HCPCS code along with the revenue code.)

380




P9022







Washed red blood cells, each unit

381




P9021







Red blood cells, each unit

382




P9010







Blood (whole), for transfusion, per unit

383




P9017







Plasma, Single donor, fresh frozen, each unit

383




P9018







Plasma Protein fraction, each unit

384




P9019







Platelet concentrate, each unit
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384





P9020







Platelet rich plasma, each unit

385





P9016







Leucocyte poor blood, each unit

386





P9013







Fibrinogen, unit

387





P9012







Cryoprecipitate, each unit 

Laboratory Codes
(Facilities use revenue code 390 with these codes.)

86006
Antibody, non-RBC, qualitative; first antigen, slide or tube 

86007

each additional antigen

86008
Antibody, non-RBC, quantitative; first antigen

86009

each additional antigen

86011
Antibody, detection, leukocyte antibody

86012
Antibody absorption, cold auto absorption; per serum

86013

differential

86014
Antibody, platelet antibodies (agglutinins)

86016
Antibody screen, RBC, each serum

86019
Antibody (RBC) elution, any method, each elution

86021
Antibody identification; leukocyte antibodies

86022

platelet antibodies

86023

platelet associated immunoglobulin assay

86024
RBC antibodies (each panel)

86031
Antihuman globulin test; direct (Coombs) (broad, IGG and non-IGG), each

86032

indirect, qualitative (broad, gamma or nongamma), each

86033

indirect, titer (broad, gamma or nongamma), each

86034

enzyme technique, qualitative

86038
Antinuclear antibodies (ANA), RIA

86060
Antistreptolysin 0; titer

86063

screen

86064
Antitrypsin, alpha-1; RIA

86066

PI (protease inhibitor) typing

86067

other method (specify)
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Laboratory Codes (Cont.)


86068
Blood compatibility test; crossmatch by immediate spin and antihuman globulin technique, each unit

86070
crossmatch by immediate spin technique only


86077
Blood bank physician services; difficult crossmatch and/or evaluation of irregular antibody(s), interpretation and written report


86078
Investigation of transfusion reaction including suspicion of transmissible disease, interpretation and written report


86079
Authorization for deviation from standard blood banking procedures, with written report


86080
Blood typing; ABO only

86082

ABO and Rho(D)

86083

ABO, Rh(D) and RBC antibody screening

86084

antigen screening for compatibility blood unit using reagent serum, per unit screened

86085

antigen screening for compatible unit using patient's serum, per unit screened


86095
RBC antigens, other than ABO, and/or Rho(D)


86100
Rho(D) only


86105
Rh genotyping, complete 

86115

anti-Rh immunoglobulin testing (RhoGAM type)


86140
C-reactive protein


86149
Carcinoembryonic antigen (CEA); gel diffusion


86151
RIA or EIA


86155
Chemotaxis assay, specify method


86171
Complement fixation tests, each antigen


86185
Counterelectrophoresis, each antigen


86265
Frozen blood, preparation for freezing, each unit including processing and collection;

86266

with thawing

86267

with freezing and thawing


86282
Hemolysins and agglutinins, auto, screen, each;

86283

incubated with glucose (e.g., ATP)


86287
Hepatitis B surface antigen (HBsAG) (Australian antigen, HAA), RIA or EIA
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Laboratory Codes (Cont.)


86288
Hepatitis B core antigen (HBcAG), RIA


86289
Hepatitis B core antibody (HBcAB); RIA or EIA

86290

IGM antibody (e.g., RIA, EIA, RPHA)


86291
Hepatitis B surface antibody (HBsAB) (e.g., RIA, EIA, RPHA)


86293
Hepatitis BE antigen (HBeAG) (e.g., RIA, EIA)


86295
Hepatitis BE antibody (HBeAB) (e.g., RIA, EIA)


86296
Hepatitis A antibody (HAAb) (e.g., RIA, EIA);

86298

IGG antibody

86299

IGM antibody


86311
HIV antigen test


86312
HIV (HTLV-III) antibody detection; immunoassay

86314

confirmatory test (e.g., Western blot)


86335
Immunoglobulin typing (GC, GM, INV), each


86353
Lymphocyte transformation, spontaneous blastogenesis or phytomitogen (phytohemoglutination, PHA) or other mitogen culture (MC) (e.g., tuberculin, candida)


86357
Lymphocytes; T&B differentiation

86358

B-cell evaluation


86382
Neutralization test, viral


86403
Particle agglutination, rapid test for infectious agent, each antigen


86404
Pooling of platelets or other blood products


86405
Precipitin test for blood (species identification)


86410
Pretreatment of RBC's for use in RBC antibody detection, identification, and/or compatibility testing; incubation with chemical agents or drugs, each

86411

incubation with enzymes, each

86412

by density gradient separation


86417
Pretreatment of serum for use in RBC antibody identification; incubation with drugs, each

86418

by dilution

86419

incubation with inhibitors, each

86420

by differential red cell absorption using patient RBC's or RBC's of known phenotype, each absorption

6-206.12
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Laboratory Codes (Cont.)
86587
Splitting of blood or blood products, each

86590
Streptokinase, antibody

86592
Syphilis test; qualitative (e.g., VDRL, RPR, ART)

86593

quantitative

86594
Thyroid autoantibodies

86595
Tissue culture

86600
Toxoplasmosis, dye test

86630
Transfer factor test (TFT)

86650
Treponema antibodies, fluorescent, absorbed (FTA-abs)

86662
Treponema pallidum test, other, specify (e.g., TRIA, TPA, TPMB, TPCF, RPCF)

86681
Adrenal cortex antibodies, RIA

86685
Anti-ACHR (acetylcholine receptor) antibody titer

86687
HTLV I, antibody detection; immunoassay

86689
Confirmatory test

86800
Thyroglobulin antibody, RIA

If these codes are sufficient to describe the services provided by blood banks in your area, accept the codes from both hospital-based and independent renal facilities.  Establish reasonable charge amounts for the codes and make payments to independent facilities based on the lower of the billed charge or the reasonable charge amounts.

In some areas, blood banks group a number of services into one charge.  For example, they may have one charge covering washed cells with a crossmatch.  There is one HCPCS code (P9022) for washed red blood cells, and there are others for typing and crossmatching.  Have facilities use a combination of the available codes to reflect the one charge by the blood bank.  However, if this skews the payment for independent facilities, assign a local code for the combination of services.

For supplies, facilities use revenue code 270.  Establish local codes for blood administration sets and filters and set reasonable charge amounts for independent facilities.

Report local codes, along with the definition and billing frequency, by the 15th of the month following the end of each quarter to:

Health Care Financing Administration

Division of Claims Processing Procedures OPOP, BPO

G-A-7 Meadows East Building

6325 Security Blvd.

Baltimore, MD.  21207

Also, send a copy to the HCPCS Coordinator in your RO.
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3644.1
Special Consideration When Processing ESRD Bills Under Method I.--Payment for certain laboratory tests, whether performed by the facility or through an independent laboratory, is included in the composite rate.  These tests are listed in §3167.3 and §3171.2A.  ESRD facilities that are CLIA certified may furnish laboratory services directly and may bill separately for laboratory services that are not included within the composite rate.  CLIA certified ESRD facilities that separately bill for laboratory services must bill their fiscal intermediary.

Hospitals may not show charges anywhere on the bill for these laboratory tests if they are performed in the hospital's laboratory.  Hospitals must maintain a log of these charges in their records for cost apportionment purposes.  Charges for any laboratory tests performed in the dialysis unit must be included in the hospital's dialysis charge.

Pharmacy



Parenteral items routinely used in the dialysis procedure are covered under the facility's composite rate.  Following is a list of the routine items that may not be billed separately:

heparin


saline

protamine

glucose

mannitol


dextrose

antiarrythmics

Also, included in routine pharmacy are topical anesthetics (e.g., xylocaine).

There are other parenteral items that are not routinely furnished as a part of the dialysis procedure but may be medically necessary for some patients receiving dialysis. When furnished to infacility dialysis patients, these may be billed separately provided they are justified for medical necessity. They include:

antibiotic



analgesics 

hematinics

sedatives

anabolics


tranquilizers 

muscle relaxants

These other parenteral items (i.e., those not included as routine) may only be billed by a ESRD facility if they are administered in the facility by its staff.  

CCPD and CAPD Sessions - CCPD and CAPD is billed and paid on the basis of an equivalence rate.  Because CCPD and CAPD are continuous therapies, and not furnished in discrete treatments, they are 
paid at three times the facility's per treatment composite rate per week.  The facility must show the number of patient weeks (including any fraction of a patient week) in place of the number of treatments.  If the patient is hospitalized, dialyzed in a facility, or the facility bills on a monthly basis and there are 31 days in the month, the odd days are accounted for by prorating the weekly rate by l/7 for each day.
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Example
Facility A has a CAPD patient who dialyzes on CAPD for  the full month of January.  Facility A bills on a monthly basis and its per treatment composite rate is $130.

For the 3 additional days:

CAPD daily rate = 
1/7 x $390 = $55.71

3 x $55.71 = $167.13

The proper total amount billed for January is:  

$1,560 + $167.13 = $1727.13

Part B

Assume the patient's deductible amount is met.  Your  payment is 80% x $1,727.13 = $1,381.70.

Require facilities to bill only full weeks (e.g., every 4 weeks) to avoid the above computation.

Training Sessions
Hemodialysis, Peritoneal Dialysis, and CCPD
Training sessions for these types of dialysis are billed at their approved frequencies and paid the composite rate plus $20.

CAPD Training Sessions
CAPD training sessions are paid under the composite rate plus $12. A maximum of 15 CAPD training sessions are covered routinely for each patient.  The training session(s) billed must be enumerated on the bill in FL  44 or in FL 84, remarks, e.g., "CAPD training sessions  nos. 6‑10."  Claims for additional training sessions beyond 15 may be paid if they are documented for medical necessity. Extra training sessions raise questions about either the adequacy of CAPD for the patient or the patient's capacity to learn to perform the CAPD technique.  The patient's physician should address these questions in his explanation of the need for extra training sessions.  Report any facilities that consistently bill for excessive CAPD training sessions to the ARA, HSQ RO to determine whether there are any problems with the facility's training program that require improvement.
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If it is necessary to supplement the patient’s CAPD during training with either hemodialysis or peritoneal dialysis sessions, these sessions are billed and paid as any other session furnished by the facility.

The facility must indicate on the bill the number of the session and that this session is supplemental to CAPD training, e.g., ACAPD training supplemental dialysis session no. 2.@  Normally, not more than three supplemental dialysis sessions during the training course are necessary.

Infacility Back-Up Dialysis
A back-up dialysis is an Infacility dialysis furnished to a home dialysis patient.

Condition code 76 must appear as one entry in FLs 24-30.

Equipment and Equipment Related Services Provided to Home Dialysis Patients
Home dialysis equipment may not be billed separately.  It is included in the composite rate.

Delivery, installation, repair, maintenance, and removal services may only be billed separately under a 100-percent payment agreement for home dialysis equipment.  The composite rate adjusted (composite rate reduced by $12) is used to pay the remaining items and services covered under the composite rate.

3644.2
Review of ESRD Bills Under Method I-- All items of the HCFA-1450 are completed in accordance with §3604 except for the following.

FL4. Type of Bill
Required.  This three-digit numeric code gives three specific pieces of information.  The first digit identifies the type of facility.  The second classifies the type of care.  The third indicates the sequence of this bill in this particular episode of care.  It is referred to as a Afrequency@ code.

Code Structure (only codes used to bill Medicare are shown).

First Digit - Type of Facility
Hospital-based or independent renal dialysis facilities, enter code A7", Clinic.

Second Digit - Classification
Hospital-based or independent renal dialysis facilities, enter code A2", Free-Standing Renal Dialysis Center.

Third Digit - Frequency
Hospital-based and independent renal facilities, enter the appropriate code as defined below.
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1- Admit Through Discharge Claim

This code is used for a bill encompassing an entire course of outpatient treatment for which the provider expects payment from the payer.

2- Interim - First Claim




This code is used for the first of an expected series of payment bills of the same course of treatment.

3- Interim - Continuing Claim


This code is used when a payment bill for the same course of treatment is submitted and further bills are expected to be submitted later.

4- Interim - Last Claim




This code is used for a payment bill which is the last of a series for this course of treatment.  The “Through” date of this bill (FL6) is the discharge date for this course of treatment.

5- Late Charge Only




This code is used only for outpatient claims.  Late charge bills are not accepted for Medicare inpatient claims.

7- Replacement of Prior Claim


This code is used when the provider wants to correct (other than late charges) a previously submitted bill. This is the code used for the corrected or new bill.

8- Void/Cancel of a Prior Claim


This code indicated this bill is an exact duplicate of an incorrect bill previously submitted.  A code “7" (Replacement of Prior Claim) is also submitted to show the corrected information.

FL6.
Statement Covers Period (From-Through)
Required.  Hospital-based and independent renal dialysis facilities:

Show the dates during which the patient’s care was under the supervision of the facility.  Exclude dates when the patient’s care was under the supervision of another entity (e.g., hospital, another ESRD facility, SNF).

FL7.
Covered Days
Not required.

FL8.
Noncovered Days
Not required.

FL9.
Coinsurance Days
Not required.

FL10.
Lifetime Reserve Days
Not required.

FL17.
Admission Date
Not required.

FL 19.
Type of Admission
Not required.
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FL20.
Source of Admission
Not required.
FL22.
Patient Status
Not required.

FLs 24, 25, 26, 27, 28, 29 and 30. Condition Codes
Required.  Hospital-based and independent renal facilities complete these items.

Note that one of the codes 71-76 is applicable for every bill.

Special Program Indicator codes A0-A9 are not required.

Code Structure (only codes effecting Medicare payment/processing are shown).

CODE

TITLE





DEFINITION
02


Condition is Employment

Providers enter this code if the patient alleges

Related





that the medical condition causing this episode of care is due to environment/events resulting from employment.

04


Patient is HMO Enrollee


Providers enter this code to indicate the patient is a member of an HMO.

71


Full Care in Unit



Providers enter this code to indicate the billing is for a patient who received staff-assisted dialysis services in a hospital or renal dialysis facility.

72


Self-Care in Unit



Providers enter this code to indicate the billing is for a patient who managed his own dialysis services without staff assistance in a hospital or renal dialysis facility.

73


Self-Care in Training


Providers enter this code to indicate the billing is for special dialysis services where a patient and his/her helper (if necessary) were learning to perform dialysis.

74


Home





Providers enter this code to indicate the billing is for a patient who received dialysis services at home, but code 75 below did no apply.

75


Home 100 percent



Providers enter this code to indicate the billing is

 


Payment





for a patient who received dialysis services at home using a dialysis machine that was purchased under the 100 percent program.
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CODE

TITLE





DEFINITION
76


Back-up Infacility



Providers enter this code to indicate the billing

Dialysis





is for a home dialysis patient who received back-up dialysis in a facility.

FL34.
Untitled

Not required.

FL36.
Occurrence Span Code and Dates
Not required.

FLs 39, 40, and 41.  Value Codes and Amounts
Required.  Code(s) and related dollar amount(s) identify monetary data that are necessary for the processing of this claim.  The codes are two alphanumeric digits and each value allows up to nine numeric digits (0000000.00).  Negative amounts are not allowed, except in FL 41.  Whole numbers or non-dollar amounts are right justified to the left of the dollars and cents delimiter.  Some values are reported as cents, so refer to specific codes for instructions.

If more than one value code is shown for a billing period, show the codes in ascending alphanumeric sequence.  There are four lines of data, line AA through line AB.  FLs 39A through 41A are used before FLs 39B through 41B (i.e., the first line is used up before the second line is used and so on).

Code Structure (Only codes used to bill Medicare are shown.)

Code

Title





DEFINITION
06


Medicare Blood Deductible

Code indicates the amount the patient paid for unreplaced deductible blood.

13


ESRD Beneficiary in the 12-

Code indicates that the amount shown is that

Month Coordination Period

portion of a higher priority EGHP payment on

With An EGHP



behalf of an ESRD beneficiary that applies to covered Medicare charges on this bill.  If the provider enters six zeros (0000.00) in the amount field, it is claiming a conditional payment because the EGHP has denied coverage or there has been a substantial delay in its payment.  Where the provider received no payment or a reduced payment because of failure to file a proper claim, this is the amount that would have been payable had it filed a proper claim(s).
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CODE

TITLE





DEFINITION
37


Pints of Blood Furnished

Code indicates that total number of pints of blood or units of packed red cells furnished, whether or not replaced.  Blood is reported only in terms of complete pints rounded upwards, e.g., 1 1/4 pints is shown as 2 pints.  This entry serves a basis for counting pints towards the blood deductible.  Hospital-based and independent renal facilities must complete this item.

38


Blood Deductible Pints


Code indicates the number of unreplaced deductible pints of blood supplied.  If all deductible pints furnished have been replaced, no entry is made.  Hospital-based and independent renal facilities must complete this item.

39


Pints of Blood Replaced


Code indicates the total number of pints of blood donated on the patient’s behalf.  Where one pint is donated, one pint is replaced.  If arrangements have been made for replacement, pints are shown as replaced.  Where the provider charges only for the blood processing and administrations, i.e., it does not charge a replacement deposit fee for unreplaced pints, the blood is considered replaced for purposes of this item.  In such cases, all blood charges are shown under the 39x revenue code series, Blood Administration.  Hospital-based and independent renal facilities must complete this item.

44


Amount Provider Agreed To

Code indicates the amount shown is the amount

Accept From Primary Payer

the provider was obligated or required to accept

When this Amount is Less Than
from a primary payer as payment in full when that

Charges But Higher than


amount is less than the charges but higher than 

Payment Received



amount actually received.  A Medicare secondary payment is due (See §3682.1.B.6 for an explanation).

47


Any Liability Insurance


Code indicates amount shown is that portion from a higher priority liability insurance made on behalf of a Medicare beneficiary that the provider is applying to Medicare covered services on this bill.  (See §§3419ff.)  If six zeros (0000.00) are entered in the amount field, the provider is claiming conditional payment because there has been substantial delay in the other payer’s payment.
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48


Hemoglobin Reading


Code indicates the hemoglobin reading taken before that last administration of epoetin (EPO) during this billing cycle.  This is usually reported in three positions with a decimal.  Use the right of the delimiter for the third digit.

49


Hematocrit Reading


Code indicates the hematocrit reading taken before the last administration of EPO during this billing cycle.  This is usually reported in two positions (a percentage) to the left of the dollar/cents delimiter.  If the reading is provided with a decimal, use the position to the right of the delimiter for the third digit.

68


Epoetin Units




Code indicates the number of units of administered EPO relating to the billing period and reported in whole units to the left of the dollar/cents delimiter.

NOTE:
The total amount of EPO injected during the billing period is reported.  If there were 12 doses, the sum of the units administered for the 12 is reported as the value to the left of the dollars/cents delimiter.

71


Funding of ESRD Networks

Code indicates the amount of Medicare payment reduction to help fund the ESRD networks.

FL 44.
HCPCs/Rates
When a revenue code in the 83x series (peritoneal dialysis) is placed in FL 42, an entry must also appear in FL 44.  This entry identifies the duration (number of hours) of the peritoneal treatments.

Peritoneal dialysis is usually done in sessions of 10-12 hours duration 3 times per week, and each session is billed and paid as one treatment.  Providers enter the number of hours for each session in the column.  They also enter the number of sessions (treatments) in FL 46.

Some peritoneal dialysis is done only once or twice a week for a longer duration per treatment.  Therefore, peritoneal dialysis sessions of between 20-29 hours duration is paid as 1 2 treatments. However, for purposes of billing, fractions or decimals are not acceptable.  The number of treatments is rounded upwards, e.g., 1 2 treatments are equal to 2.  The total number of treatments is placed in FL 46.  The number of hours for each treatment is entered in FL 44 so that proper payment may be made.

Extended peritoneal dialysis sessions of 30 hours or more, given once a week, in place of 2 or 3 sessions of shorter duration are billed and paid as three treatments.  Providers enter the number of hours for each session in FL44.  They also enter the number of treatments in FL46.
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FL46.
Units of Service Required.  Hospital-based and independent renal facilities must complete this item.  The entries quantify services by revenue category, e.g., number of dialysis treatments.  Units are defined as follows:

634

Epoetin (EPO) - Administrations, i.e., the number of time an injection of less than 10,000 units of EPO was administered

635

Epoetin (EPO) - Administrations, i.e., the number of times and injection of 10,000 units or more of EPO was administered

82X

(Hemodialysis) - Sessions

83X

(Peritoneal) - Sessions

84X

(CAPD) - Days covered by the bill

85X

(CCPD) - Days covered by the bill

FL47.
Total Charges Required.  Hospital-based and independent renal facilities must complete this item.  Hospital-based facilities show their customary charges that correspond to the appropriate revenue code in FL42.  They must not enter their composite or the EPO rate as their charge.  Independent facilities may enter their composite and/or EPO rates.  The last revenue code entered in FL42 as 0001 represents the total of all changes billed.
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1 - Admit Through Discharge Claim

This code is used for a bill encompassing an entire course of outpatient treatment for which the provider expects payment from the payer.

2 - Interim - First Claim




This code is used for the first of an expected series of payment bills for the same course of treatment.

3 - Interim - Continuing Claim


This code is used when a payment bill for the same course of treatment is submitted and further bills are expected to be submitted later.

4 - Interim - Last Claim




This code is used for a payment bill which is the last of a series for this course of treatment.  The AThrough@ date of this bill (FL 6) is the discharge date for this course of treatment.

5 - Late Charge Only




This code is used only for outpatient claims.  Late charge bills are not accepted for Medicare inpatient claims.

7 - Replacement of Prior Claim


This code is used when the provider wants to correct (other than late charges) a previously submitted bill. This is the code used for the corrected or Anew@ bill.

8 - Void/Cancel of a Prior Claim


This code indicates this bill is an exact duplicate of an incorrect bill previously submitted.  A code A7@ (Replacement of Prior Claim) is also submitted to show the corrected information.

FL 6.
Statement Covers Period (From-Through)
Required.  Hospital-based and independent renal dialysis facilities:

Show the dates during which the patient’s care was under the supervision of the facility.  Exclude dates when the patient’s care was under the supervision of another entity (e.g., hospital, another ESRD facility, SNF).

FL 7.
Covered Days
Not Required.

FL 8.
Noncovered Days
Not Required.

FL 9.
Coinsurance Days
Not Required.

FL 10.
Lifetime Reserve Days
Not Required.

FL 17.
Admission Date
Not Required.

FL 19.
Type of Admission
Not Required.
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FL 20.
Source of Admission
Not Required.

FL 22.
Patient Status
Not Required.

FLs 24, 25, 26, 27, 28, 29, and 30.  Condition Codes
Required.  Hospital-based and independent renal facilities complete these items.  Note that one of the codes 71-76 is applicable for every bill.

Special Program Indicator codes A0-A9 are not required.

Code Structure (only codes effecting Medicare payment/processing are shown)

CODE

TITLE





DEFINITION
02


Condition is Employment

Providers enter this code if the patient alleges

Related





that the medical condition causing this episode of care is due to environment/events resulting from employment.

04


Patient is HMO Enrollee


Providers enter this code to indicate the patient is a member of an HMO.

71


Full Care in Unit



Providers enter this code to indicate the billing is for a patient who received staff-assisted dialysis services in a hospital or renal dialysis facility.

72


Self-Care in Unit



Providers enter this code to indicate the billing is for a patient who managed his own dialysis services without staff assistance in a hospital or renal dialysis facility.

73


Self-Care in Training


Providers enter this code to indicate the billing is for special dialysis services where a patient and his/her helper (if necessary) were learning to perform dialysis.

74


Home





Providers enter this code to indicate the billing is for a patient who received dialysis services at home, but code 75 below did not apply.

75


Home 100 Percent Payment

Providers enter this code to indicate the billing is for a patient who received dialysis services at home using a dialysis machine that was purchased under the 100 percent program.
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CODE

TITLE





DEFINITION
76


Back-up Infacility Dialysis

Providers enter this code to indicate the billing is for a home dialysis patient who received back-up dialysis in a facility.

FL 34.
Untitled
Not Required.

FL 22.
Occurrence Span Code and Dates
Not Required.

FLs 39, 40, and 41.  Value Codes and Amounts
Required.  Code(s) and related dollar amount(s) identify monetary data that are necessary for the processing of this claim.  The codes are two alphanumeric digits and each value allows up to nine numeric digits (0000000.00).  Negative amounts are not allowed, except in FL 41.  Whole numbers or non-dollar amounts are right justified to the left of the dollars and cents delimiter.  Some values are reported as cents, so refer to specific codes for instructions.

If more than one value code is shown for a billing period, show the codes in ascending alphanumeric sequence.  There are four lines of data, line “A” through line “B.”  FLs 39A through 41A are used before FLs 39B through 41B (i.e., the first line is used up before the second line is used and so on).

Code Structure (Only codes used to bill Medicare are shown.)

Code

Title





Definition
06


Medicare Blood Deductible

Code indicates the amount the patient paid for unreplaced deductible blood.

13


ESRD Beneficiary in the 12-

Code indicates that the amount shown is that

Month Coordination Period

portion of a higher priority EGHP payment on

With An EGHP



behalf of an ESRD beneficiary that applies to covered Medicare charges on this bill.  If the provider enters six zeros (0000.00) in the amount field, it is claiming a conditional payment because the EGHP has denied coverage or there has been a substantial delay in its payment.  Where the provider received no payment or a reduced payment because of failure to file a proper claim, this is the amount that would have been payable had it filed a proper claim.
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Code

Title






Definition
37


Pints of Blood Furnished

Code indicates the total number of pints of blood or units of packed red cells furnished, whether or not replaced.  Blood is reported only in terms of complete pints rounded upwards, e.g., 1 1/4 pints is shown as 2 pints.  This entry serves a basis for counting pints towards the blood deductible.  Hospital-based and independent renal facilities must complete this item.

38


Blood Deductible Pints


Code indicates the number of unreplaced deductible pints of blood supplied.  If all deductible pints furnished have been replaced, no entry is made.  Hospital-based and independent renal facilities must complete this item.

39


Pints of Blood Replaced


Code indicates the total number of pints of blood donated on the patient’s behalf.  Where one pint is donated, one pint is replaced.  If arrangements have been made for replacement, pints are shown as replaced.  Where the provider charges only for the blood processing and administration, i.e., it does not charge a Areplacement deposit fee@ for unreplaced pints, the blood is considered replaced for purposes of this item.  In such cases, all blood charges are shown under the 39x revenue code series, Blood Administration.  Hospital-based and independent renal facilities must complete this item.

44


Amount Provider Agreed To

Code indicates the amount shown is the amount

Accept From Primary Payer

the provider was obligated or required to accept 

When This Amount is Less 

from a primary payer as payment in full when that

Than Charges But Higher

amount is less than the charges but higher than

Than Payment Received


amount actually received.  A Medicare secondary payment is due (see §3682.1.B.6 for an explanation.

47


Any Liability Insurance


Code indicates amount shown is that portion from a higher priority liability insurance made on behalf of a Medicare beneficiary that the provider is applying to Medicare covered services on this bill.  (See §§3419ff.)  If six zeros (0000.00) are entered in the amount field, the provider is claiming conditional payment because there has been substantial delay in the other payer’s payment.
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48


Hemoglobin Reading


Code indicates the hemoglobin reading taken before the last administration of epoetin (EPO) during this billing cycle.  This is usually reported in three positions with a decimal.  Use the right of the delimiter for the third digit.

49


Hematocrit Reading


Code indicates the hematocrit reading taken before the last administration of EPO during this billing cycle.  This is usually reported in two positions (a percentage) to the left of the dollar/cents delimiter.  If the reading is provided with a decimal, use the position to the right of the delimiter for the third digit.

68


Epoetin Units




Code indicates the number of units of administered EPO relating to the billing period and reported in whole units to the left of the dollar/cents delimiter.

NOTE:
The total amount of EPO injected during the billing period is reported.  If there were 12 doses, the sum of the units administered for the 12 is reported as the value to the left of the dollar/cents delimiter.

71


Funding of ESRD Networks

Code indicates the amount of Medicare payment reduction to help fund the ESRD networks.

FL 44.  HCPCs/Rates
When a revenue code in the 83x series (peritoneal dialysis) is placed in FL 42, an entry must also appear in FL 44.  This entry identifies the duration (number of hours) of the peritoneal treatments.

Peritoneal dialysis is usually done in sessions of 10-12 hours duration 3 times per week, and each session is billed and paid as one treatment.  Providers enter the number of hours for each session in this column.  They also enter the number of sessions (treatments) in FL 46.

Some peritoneal dialysis is done only once or twice a week for a longer duration per treatment.  Therefore, peritoneal dialysis sessions of between 20-29 hours duration is paid as 1 2 treatments.  However, for purposes of billing, fractions or decimals are not acceptable.  The number of treatments is rounded upwards, e.g., 1 2 treatments are equal to 2.  The total number of treatments is placed in FL 46.  The number of hours for each treatment is entered in FL 44 so that proper payment may be made.

Extended peritoneal dialysis sessions of 30 hours or more, given once a week, in place of 2 or 3 sessions of shorter duration are billed and paid as three treatments.  Providers enter the number of hours for each session in FL 44.  They also enter the number of treatments in FL 46.
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FL 46.  Units of Service Required.  Hospital-based and independent renal facilities must complete this item.  The entries quantify services by revenue category, e.g., number of dialysis treatments.  Units are defined as follows:

634

Epoetin (EPO) - Administrations, i.e, the number of times an injection of less than 10,000 units of EPO was administered.

635

Epoetin (EPO) - Administrations, i.e, the number of times an injection of 10,000 units or more of EPO was administered.

82X

(Hemodialysis) - Sessions

83X

(Peritoneal) - Sessions

84X

(CAPD) - Days covered by the bill

85X

(CCPD) - Days covered by the bill

FL 47.  Total Charges Required.  Hospital-based and independent renal facilities must complete this item.  Hospital-based facilities show their customary charges that correspond to the appropriate revenue code in FL 42.  They must not enter their composite or the EPO rate as their charge.  Independent facilities may enter their composite and/or EPO rates.  The last revenue code entered in FL 42 as 0001 represents the total of all charges billed.
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A SCIC is not reported.





Is there


a change in the MD’s orders?
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No





The weight associated with a HIPPS code changes if the values in the second, third or fourth position of the code change.


Example: HAEL1 to HAFL1 changes the weight.  HAEL2 to HAEL1 does not.  Changes to the fourth position reflecting changed therapy needs only do not require SCICs.





Yes





Is there a change in the HIPPS code weight?





No





A SCIC is not reported.





Yes





The weight associated with a HIPPS code increases if the values in the second, third or fourth position of the code advance in the alphabet.


Example: HAEL1 to HAEM1 increases the weight.  HAEL1 to HAEK1 decreases it. 





Has the HIPPS code weight increased?





A SCIC is reported only if the decrease was not anticipated in the original plan of care.





No





Yes





Does the SCIC result in decreased payment?





No





A SCIC is reported.





Yes





Reporting a SCIC is optional
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				14  BIRTHDATE												15  SEX						16  MS						ADMISSION																														21  D HR						22  STAT						23  MEDICAL RECORD NO.																												CONDITION CODES																												31
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																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT
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				42  REV. CD.										43  DESCRIPTION																																		44  HCPCS/RATES																		45  SERV. DATE												46  SERV. UNITS														47 TOTAL CHARGES																		48 NON-COVERED CHARGES																		49
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				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.
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				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION
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				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37

				CODE				DATE												CODE				DATE												CODE				DATE												CODE				DATE												CODE				FROM												THROUGH												A																																								A

		a		27				010197																																																																																								B																																								B

		b																																																																																														C																																								C

		38																																																																				39            VALUE CODES																						40            VALUE CODES																						41            VALUE CODES

																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT

																																																																				a																																																																				a

																																																																				b																																																																				b

																																																																				c																																																																				c

																																																																				d																																																																				d

				42  REV. CD.										43  DESCRIPTION																																		44  HCPCS/RATES																		45  SERV. DATE												46  SERV. UNITS														47 TOTAL CHARGES																		48 NON-COVERED CHARGES																		49

		1				0550								Skilled Nurse																																																				020397														1																		100								00																														1

		2				0550								Skilled Nurse																																																				021797														1																		100								00																														2

		3																																																																																																																																						3

		4																																																																																																																																						4

		5																																																																																																																																						5

		6																																																																																																																																						6

		7																																																																																																																																						7

		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20

		21																																																																																																																																						21

		22																																																																																																																																						22

		23																																																																																																																																						23

				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE

				79 P.C.						80  PRINCIPAL PROCEDURE																						81  OTHER PROCEDURE																						OTHER PROCEDURE																										82  ATTENDING PHYS. ID

										CODE												DATE										CODE												DATE										CODE												DATE																																																																						a

																																																																																																																																								b

										OTHER PROCEDURE																						OTHER PROCEDURE																						OTHER PROCEDURE																										83  OTHER PHYS. ID

										CODE												DATE										CODE												DATE										CODE												DATE																																																																						a

																																																																																																																																								b

		a		84  REMARKS																																																																												OTHER PHYS. ID																																																								a

		b																																																																																																																																						b

		c																																																																														85  PROVIDER REPRESENTATIVE																																						86  DATE

		d																																																																														X

				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37
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		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20
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																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è
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		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE

				79 P.C.						80  PRINCIPAL PROCEDURE																						81  OTHER PROCEDURE																						OTHER PROCEDURE																										82  ATTENDING PHYS. ID
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				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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																																																																																																																																		OF BILL

																																																																																																										000002																								32X

																																														5 FED. TAX NO.																				6 STATEMENT COVERS PERIOD																				7  COV D.								8  N-C D.										9  C-I D.								10  L-R D.								11

																																																																		FROM										THROUGH

																																																																				020197										022897

				12  PATIENT NAME										Doe						Jane																																				13  PATIENT ADDRESS														123 Main Street																								Anywhere  IA										50000

				14  BIRTHDATE												15  SEX						16  MS						ADMISSION																														21  D HR						22  STAT						23  MEDICAL RECORD NO.																												CONDITION CODES																												31

																												17  DATE												18  HR						19  TYPE						20  SRC																																														24				25				26				27				28				29				30

						08311923										F														010197																																		30

				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37

				CODE				DATE												CODE				DATE												CODE				DATE												CODE				DATE												CODE				FROM												THROUGH												A																																								A

		a		27				010197																																																																																								B																																								B

		b																																																																																														C																																								C

		38																																																																				39            VALUE CODES																						40            VALUE CODES																						41            VALUE CODES

																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT

																																																																				a																																																																				a

																																																																				b																																																																				b

																																																																				c																																																																				c

																																																																				d																																																																				d

				42  REV. CD.										43  DESCRIPTION																																		44  HCPCS/RATES																		45  SERV. DATE												46  SERV. UNITS														47 TOTAL CHARGES																		48 NON-COVERED CHARGES																		49

		1				0550								Skilled Nurse																																																				020397														1																		100								00																														1

		2				0550								Skilled Nurse																																																				021797														1																		100								00																														2

		3																																																																																																																																						3

		4																																																																																																																																						4

		5																																																																																																																																						5

		6																																																																																																																																						6

		7																																																																																																																																						7

		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20

		21																																																																																																																																						21

		22																																																																																																																																						22

		23																																																																																																																																						23

				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE

				79 P.C.						80  PRINCIPAL PROCEDURE																						81  OTHER PROCEDURE																						OTHER PROCEDURE																										82  ATTENDING PHYS. ID
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		b																																																																																																																																						b

		c																																																																														85  PROVIDER REPRESENTATIVE																																						86  DATE

		d																																																																														X

				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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				1																																										2																																																						3 PATIENT CONTROL NO.																														4  TYPE

																																																																																																																																		OF BILL

																																														5 FED. TAX NO.																				6 STATEMENT COVERS PERIOD																				7  COV D.								8  N-C D.										9  C-I D.								10  L-R D.								11

																																																																		FROM										THROUGH

				12  PATIENT NAME																																																				13  PATIENT ADDRESS
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																												17  DATE												18  HR						19  TYPE						20  SRC																																														24				25				26				27				28				29				30

				091603

				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37

				CODE				DATE												CODE				DATE												CODE				DATE												CODE				DATE												CODE				FROM												THROUGH												A																																								A

		a																																																																																														B																																								B

		b																																																																																														C																																								C

		38																																																																				39            VALUE CODES																						40            VALUE CODES																						41            VALUE CODES

																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT

																																																																				a																																																																				a

																																																																				b																																																																				b

																																																																				c																																																																				c
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		1																																																																																																																																						1

		2																																																																																																																																						2

		3																																																																																																																																						3

		4																																																																																																																																						4

		5																																																																																																																																						5

		6																																																																																																																																						6

		7																																																																																																																																						7

		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20

		21																																																																																																																																						21

		22																																																																																																																																						22

		23																																																																																																																																						23

				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE

				79 P.C.						80  PRINCIPAL PROCEDURE																						81  OTHER PROCEDURE																						OTHER PROCEDURE																										82  ATTENDING PHYS. ID
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				1																																										2																																																						3 PATIENT CONTROL NO.																														4  TYPE

																																																																																																																																		OF BILL
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																																																																		FROM										THROUGH

				12  PATIENT NAME																																																				13  PATIENT ADDRESS

				14  BIRTHDATE												15  SEX						16  MS						ADMISSION																														21  D HR						22  STAT						23  MEDICAL RECORD NO.																												CONDITION CODES																												31

																												17  DATE												18  HR						19  TYPE						20  SRC																																														24				25				26				27				28				29				30

				091603

				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37

				CODE				DATE												CODE				DATE												CODE				DATE												CODE				DATE												CODE				FROM												THROUGH												A																																								A

		a																																																																																														B																																								B

		b																																																																																														C																																								C

		38																																																																				39            VALUE CODES																						40            VALUE CODES																						41            VALUE CODES

																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT

																																																																				a																																																																				a

																																																																				b																																																																				b

																																																																				c																																																																				c

																																																																				d																																																																				d

				42  REV. CD.										43  DESCRIPTION																																		44  HCPCS/RATES																		45  SERV. DATE												46  SERV. UNITS														47 TOTAL CHARGES																		48 NON-COVERED CHARGES																		49

		1																																																																																																																																						1

		2																																																																																																																																						2

		3																																																																																																																																						3

		4																																																																																																																																						4

		5																																																																																																																																						5

		6																																																																																																																																						6

		7																																																																																																																																						7

		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20

		21																																																																																																																																						21

		22																																																																																																																																						22

		23																																																																																																																																						23

				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE

				79 P.C.						80  PRINCIPAL PROCEDURE																						81  OTHER PROCEDURE																						OTHER PROCEDURE																										82  ATTENDING PHYS. ID

										CODE												DATE										CODE												DATE										CODE												DATE																																																																						a

																																																																																																																																								b

										OTHER PROCEDURE																						OTHER PROCEDURE																						OTHER PROCEDURE																										83  OTHER PHYS. ID

										CODE												DATE										CODE												DATE										CODE												DATE																																																																						a

																																																																																																																																								b

		a		84  REMARKS																																																																												OTHER PHYS. ID																																																								a

		b																																																																																																																																						b

		c																																																																														85  PROVIDER REPRESENTATIVE																																						86  DATE

		d																																																																														X

				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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																																																																																																																																						APPROVED OMB NO. 0938-0279

				1																																										2																																																						3 PATIENT CONTROL NO.																														4  TYPE

																																																																																																																																		OF BILL

																																																																																																										000002																								32X

																																														5 FED. TAX NO.																				6 STATEMENT COVERS PERIOD																				7  COV D.								8  N-C D.										9  C-I D.								10  L-R D.								11

																																																																		FROM										THROUGH

																																																																				020197										022897

				12  PATIENT NAME										Doe						Jane																																				13  PATIENT ADDRESS														123 Main Street																								Anywhere  IA										50000

				14  BIRTHDATE												15  SEX						16  MS						ADMISSION																														21  D HR						22  STAT						23  MEDICAL RECORD NO.																												CONDITION CODES																												31

																												17  DATE												18  HR						19  TYPE						20  SRC																																														24				25				26				27				28				29				30

						08311923										F														010197																																		30

				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37

				CODE				DATE												CODE				DATE												CODE				DATE												CODE				DATE												CODE				FROM												THROUGH												A																																								A

		a		27				010197																																																																																								B																																								B

		b																																																																																														C																																								C

		38																																																																				39            VALUE CODES																						40            VALUE CODES																						41            VALUE CODES

																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT

																																																																				a																																																																				a

																																																																				b																																																																				b

																																																																				c																																																																				c

																																																																				d																																																																				d

				42  REV. CD.										43  DESCRIPTION																																		44  HCPCS/RATES																		45  SERV. DATE												46  SERV. UNITS														47 TOTAL CHARGES																		48 NON-COVERED CHARGES																		49

		1				0550								Skilled Nurse																																																				020397														1																		100								00																														1

		2				0550								Skilled Nurse																																																				021797														1																		100								00																														2

		3																																																																																																																																						3

		4																																																																																																																																						4

		5																																																																																																																																						5

		6																																																																																																																																						6

		7																																																																																																																																						7

		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20

		21																																																																																																																																						21

		22																																																																																																																																						22

		23																																																																																																																																						23

				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE
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		b																																																																																																																																						b

		c																																																																														85  PROVIDER REPRESENTATIVE																																						86  DATE

		d																																																																														X

				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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				32      OCCURRENCE																33      OCCURRENCE																34      OCCURRENCE																35      OCCURRENCE																36                    OCCURRENCE SPAN																												37

				CODE				DATE												CODE				DATE												CODE				DATE												CODE				DATE												CODE				FROM												THROUGH												A																																								A

		a																																																																																														B																																								B

		b																																																																																														C																																								C

		38																																																																				39            VALUE CODES																						40            VALUE CODES																						41            VALUE CODES

																																																																						CODE				AMOUNT																		CODE				AMOUNT																		CODE				AMOUNT
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																																																																				b																																																																				b

																																																																				c																																																																				c

																																																																				d																																																																				d
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		1																																																																																																																																						1

		2																																																																																																																																						2

		3																																																																																																																																						3

		4																																																																																																																																						4

		5																																																																																																																																						5

		6																																																																																																																																						6

		7																																																																																																																																						7

		8																																																																																																																																						8

		9																																																																																																																																						9

		10																																																																																																																																						10

		11																																																																																																																																						11

		12																																																																																																																																						12

		13																																																																																																																																						13

		14																																																																																																																																						14

		15																																																																																																																																						15

		16																																																																																																																																						16

		17																																																																																																																																						17

		18																																																																																																																																						18

		19																																																																																																																																						19

		20																																																																																																																																						20

		21																																																																																																																																						21

		22																																																																																																																																						22

		23																																																																																																																																						23

				50  PAYER																																										51  PROVIDER NO.																				52  REL								53  ASG						54  PRIOR PAYMENTS																55  EST. AMOUNT DUE																56

																																																																		INFO								BEN

		A

		B

		C

				57																																																																						DUE FROM PATIENT				è

				58  INSURED'S NAME																																										59 P. REL						60  CERT. - SSN - HIC. - ID NO.																														61  GROUP NAME																								62  INSURANCE GROUP NO.

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

				63  TREATMENT AUTHORIZATION CODES																														64 ESC						65  EMPLOYER NAME																																						66  EMPLOYER LOCATION

		A																																																																																																																																						A

		B																																																																																																																																						B

		C																																																																																																																																						C

																																														OTHER DIAG. CODES																																																				76  ADM. DIAG. CD.														77  E-CODE														78

				67 PRIN DIAG CD												68  CODE										69  CODE										70  CODE										71  CODE										72  CODE										73  CODE										74  CODE										75  CODE

				79 P.C.						80  PRINCIPAL PROCEDURE																						81  OTHER PROCEDURE																						OTHER PROCEDURE																										82  ATTENDING PHYS. ID
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		b																																																																																																																																						b
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				UB-92 HCFA-1450																												OCR/ORIGINAL																																																I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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