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3722.
STOCK DENIAL PARAGRAPHS

The stock paragraphs cover common denial situations to utilize as specified in §3632 or by the HMO in the preparation of denial letters to the beneficiary and providers.  The paragraphs may be used on Forms HCFA-1954 and 1955 or in letters which you develop.

The object of denial letters is to explain clearly to the beneficiary or provider, the reason for the denial.  Where a denial paragraph is inappropriate, or there is no paragraph which explains the reason, develop or modify the language to fit the situation.  Otherwise use the furnished paragraphs.

Forward to the RO for submission to CO any denial language which you develop and which you use frequently.  The language will be reviewed and included in the manual as appropriate.

The following sections describe denial conditions and give stock denial paragraphs.  An HMO contractually obligated to pay Medicare claims is responsible for appropriate denial notices for claims on which it is unable to make full payment.  Although these sections do not specifically mention HMOs, they apply to HMOs responsible for claims payment.

3722.1
SNF Denial Letters.--SNF denial letters consist of:

o
A base paragraph;

o
A paragraph giving the specific reason for denial with the applicable regulatory and statutory references;

o
A limitation of liability paragraph (used with denial paragraphs SNF-2A through SNF-4C where the statutory basis for denial is §1862(a)(1) or §1862(a)(9)); and

o
An appeals paragraph.

Use all applicable denial paragraphs for services for which you deny payment.

Where a denial situation is not covered in the following paragraphs, adapt one to fit.  If a denial situation appears frequently, submit recommended language to your RO.

On all letters which reference the Act, give the full document name in a footnote; title XVIII of the Act, commonly known as the Medicare Program, 42 U.S.C. §3195 et seq.

SNF-1
Condition.--Definition of skilled nursing benefits - Base paragraph (use with paragraphs SNF-3A-through 4C).

Paragraph.--Skilled nursing facility benefits are paid under Medicare for individuals who need, on a daily basis, skilled nursing care or skilled rehabilitation services which, as a practical matter, can only be provided in a skilled nursing facility on an inpatient basis. Skilled care is care which must be furnished by, or under the supervision of, skilled
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personnel to assure the safety of the patient and to achieve the medically desired result. In addition, skilled nursing or skilled rehabilitation services must be ordered by a physician and be reasonable and necessary for the treatment of a beneficiary's illness or injury.

SNF-2
Condition.--Skilled nursing or skilled rehabilitation services - Base paragraph (use with paragraphs SNF-2A-through 2J).

Paragraph.--One of the qualifications for Medicare coverage of skilled nursing facility services is that you must require, on a daily basis, skilled nursing or skilled rehabilitation services which, as a practical matter, can only be provided in a skilled nursing facility on an inpatient basis.

Skilled nursing or skilled rehabilitation services must be performed by or under the supervision of, a professional nurse, or a physical, speech or occupational therapist to achieve the medically desired effect.

Skilled services that may be needed in a skilled nursing facility include:

o
Skilled management and evaluation by a professional nurse or therapist for medical reasons to promote your recovery and medical safety;

o
Skilled observation and assessment when your medical condition is unstable or there is a likelihood of a change requiring a skilled nurse to evaluate the need for changes in your plan of care;

o
Teaching and training by skilled personnel necessary to help you manage your plan of care; and

o
Certain service(s) recognized by Medicare as always requiring skilled nursing or skilled rehabilitation if it is reasonable and necessary for the treatment of illness or injury, for example, nasogastric tube feeding.

SNF-2A
Condition.--General nonskilled care - full denial.

Paragraph.--The medical information provided us shows that you only needed oral medications, assistance with your daily activities and general supportive services.  There is no evidence of medical complications or other medical reasons that required the skills of a professional nurse or therapist to safely and effectively carry out your plan of care. Therefore, Medicare cannot pay for your stay. (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k) and 42 CFR 409.31-409.35.)
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SNF-2B
Condition.--Specific nonskilled service provided - no skilled care (full denial).

Paragraph.--The medical information provided us by the skilled nursing facility shows that you only needed (specify service).  This does not generally require the skills of a licensed nurse.  The information did not show any medical problems which would have required a licensed nurse to perform the service or manage your care.  Since you needed neither skilled nursing nor skilled rehabilitation on a daily basis, Medicare cannot pay for your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2C
Condition.--Specific nonskilled service provided - (partial denial).

Paragraph.--The medical information provided us by the skilled nursing facility shows that you only needed (specify service) after (date).  Since you no longer required skilled nursing and did not need skilled rehabilitation on a daily basis, Medicare cannot pay for your stay beginning   (date)  .  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2D
Condition.--Observation and management of care plan.

Paragraph.--You needed skilled nursing care beginning (date) to observe and evaluate your condition.  The medical information provided us by the skilled nursing facility gives no indication of further likelihood of significant changes in your care plan or of acute changes or complications in your condition.  Since you needed neither skilled nursing nor skilled rehabilitation on a daily basis, Medicare cannot pay for your stay after (date). (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

NOTE:
If applicable, substitute therapy and type of therapist for skilled nursing and skilled nurse.

Paragraph.--Because of your condition, you needed a skilled nurse from (date) through (date) to evaluate and manage your care plan.  Based on the medical information provided, your condition improved so the services you needed could have safely and effectively been given by nonskilled persons.  Since you no longer required skilled nursing and did not need skilled rehabilitation on a daily basis, Medicare cannot pay for your stay after (date). (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2E
Condition.--Teaching and training activities.
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Paragraph.--Medicare covers daily skilled care for a reasonable amount of time where progressive learning is demonstrated and, when it is needed to teach you the necessary tasks ordered by your physician.

Subparagraph 1.--However, the nurse or therapist continued to teach you when the medical information showed that you had learned or would not be able, at this time, to learn and perform the tasks.  Since you no longer needed skilled nursing and did not need skilled rehabilitation on a daily basis, Medicare cannot pay for your stay after    (date)    . (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

Subparagraph 2.--The services you received reminded you to follow the physician's instructions.  This does not constitute teaching.  Since you did not require skilled nursing or skilled rehabilitation on a daily basis, Medicare cannot pay for your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2F
Condition.--Nursing not needed for foley care.

Paragraph.--Daily skilled nursing care related to the insertion, sterile irrigation and replacement of a urethral catheter is covered if the use of the catheter is reasonable and necessary for the active treatment of a disease of the urinary tract or for patients with special medical needs.  Skilled nursing is not considered medically necessary when urethral catheters are used only for mere convenience or the control of incontinence.  The medical information shows that your catheter was inserted for convenience or the control of your incontinence, therefore, Medicare cannot pay for your stay because skilled nursing care was not medically necessary.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2G
Condition.--Repetitive exercises.

Paragraph.--The medical information shows that the only therapy services you needed beginning  (date)   were repetitive exercises and help with walking.  These do not generally require the skills or the supervision of a qualified therapist.  There was no evidence of medical complications which would have required that the services be performed by a qualified therapist.

Full Denial:  Add

Since you did not receive skilled rehabilitation or skilled nursing care on a daily basis, Medicare cannot pay for your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)
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Partial Denial:  Add

Since you no longer needed skilled rehabilitation or skilled nursing care on a daily basis, no further payment can be made for your stay after   (date)  .  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35)

SNF-2H
Condition.--Therapy services for overall fitness and well-being.  (Skilled therapy is physical therapy, occupational therapy, and/or speech-language pathology.)

Paragraph.--The medical information shows that the therapy services you received were for your overall fitness and general well-being.  They did not require the skills of a qualified (______________) therapist to perform and/or supervise the services.  Since you did not need skilled nursing or skilled rehabilitation services, Medicare cannot pay for your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2I
Condition.--The services do not constitute covered (________) therapy because they do not require the skills of a (        ) therapist.

Paragraph.--Based on the medical information provided, you did not need skilled rehabilitation or skilled nursing services.  The (       ) therapy services you received were only to carry out a maintenance program established to maintain your functional abilities. These services do not require the continued supervision or the skills of a ( ) therapist and, therefore, do not constitute skilled (   ) therapy under the Medicare program.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-2J
Condition.--The services do not constitute covered (      ) therapy because they do not require the skills of a (      ) therapist (previous (      ) therapy services were covered.)

Paragraph.--Medicare cannot cover the services you received beginning (date) because, at that time, based on the medical information provided by the skilled nursing facility, you did not need skilled rehabilitation or skilled nursing care.  The (      ) therapy services you received after (date), were only to carry out a maintenance program  established to maintain your functional abilities. These services do not require the continued supervision or the skills of a (      ) therapist and, therefore, do not constitute skilled therapy under the Medicare program.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-3A
Condition.--Specific skilled service is not reasonable and necessary (service not specific or effective).
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Paragraph.--The (specify service(s)) you received is/are considered a skilled service by Medicare. However, based on the medical information provided, this/these service(s) is/are not considered a specific and/or effective treatment for your condition.  Since the services(s) you received was/were not reasonable or necessary for the treatment of your condition, Medicare cannot pay for your stay. (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-3B
Condition.--No material improvement in relation to therapy services required.

Paragraph.--The medical information submitted by the skilled nursing facility did not show that the   (specify)   therapy services provided was/were reasonable in relation to the expected improvement in your condition.  In this case, since you do not need skilled nursing on a daily basis, the therapy services are not considered reasonable and necessary, Medicare, therefore, cannot pay for your stay after     (date)    .  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

Paragraph.--While you required skilled  (specify)  therapy from   (date)   to   (date)  , the medical information shows that the   (specify)   therapy services after that time is not reasonable in relation to the expected improvement in your condition.  In this case, since you do not need skilled nursing on a daily basis and the therapy services are not considered reasonable and necessary, Medicare cannot pay for your stay after    (date)   .  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-3C
Condition.--Frequency not reasonable and necessary.

Paragraph.--Although   (specify service)   generally requires the skills of a (nurse, physical therapist, speech-language pathologist, occupational therapist), the frequency with which the service is given must be in accordance with accepted standards of medical practice. The service(s) you received is/are not normally needed on a daily basis.  The medical information does not show medical complications which require the services to be performed on a daily basis.  In this case, the services are not considered reasonable and necessary by the Medicare program.  Since you did not need skilled nursing or skilled rehabilitation on a daily basis, Medicare cannot cover your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)

SNF-4
Condition.--Skilled rehabilitation services not received daily - no skilled nursing.

Paragraph.--Although you required skilled   (specify)   therapy, you did not receive therapy on each day that it was available in the facility.  Therefore, you do not meet the requirement for daily skilled rehabilitation services.  Since you also did not need daily skilled nursing, Medicare cannot cover your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-.35.)
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SNF-4A
Condition.--Skilled services not daily.

Paragraph.--Although you required skilled nursing services, the medical information provided by the skilled nursing facility showed you did not need them on a daily basis. Because you did not need daily skilled nursing or skilled rehabilitation, Medicare cannot cover your stay.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 411.15(k), and 42 CFR 409.31-409.35.)

SNF-4B
Condition.--SNF or SNF's URC continued stay denied.  No independent review performed.

We concur with the (name of SNF)(insert if applicable - utilization review committee) decision that the services you needed beginning   (date)   did not meet the requirements for payment under Medicare because you did not need skilled nursing or skilled rehabilitation services or did not need them on a daily basis after (above date).  (Section 1814(a)(6) of the Social Security Act, 42 CFR 424.7(a).)

SNF-4C
Condition.--Skilled nursing services approved -- rehabilitation services not approved.

Paragraph.--Medicare will cover the stay but cannot pay for the _______________ therapy services you received beginning _____________________.  The Medical information shows that the therapy services were repetitive exercises and/or for your overall fitness and general well-being.  These types of ______________ therapy services will be covered by Medicare only if the treatments are medically necessary and are prescribed by the physician to meet an individual's needs.  (Section 1862(a)(1)(A) of the Social Security Act, 42 CFR 405, 411.15(k) and 42 CFR 409.31-409.35.)

SNF-NM-1
Condition.--Beneficiary does not meet the prior 3-day inpatient hospital stay requirement for SNF services.  (Do not use with SNF admissions that occurred during 1989.)

Paragraph.--Posthospital skilled nursing facility services are covered by Medicare only if a person previously had a medically necessary inpatient stay in a qualified hospital.  This stay must have been for a period of at least 3 consecutive days not counting the day of discharge.  (Section 1861(i) of the Social Security Act and 42 CFR 409.30.)  Our records show that you do not meet this requirement. Therefore, no Medicare hospital insurance benefits can be paid for your skilled nursing facility stay.
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SNF-NM-2
Condition.--Beneficiary neither meets the regular 30-day transfer requirement, nor qualifies for exception to the 30-day requirement. (Do not use with SNF admissions that occurred during 1989.)

Paragraph.--Posthospital skilled nursing facility services can be paid by Medicare only if you were admitted to a participating SNF and received a covered skilled level of care within:

o
30 days after discharge from a qualifying hospital stay; or

o
Such time as it was medically appropriate to begin an active course of treatment where your condition was such that skilled nursing facility care would not have been medically appropriate within 30 days after discharge from a qualifying hospital stay. (Section 1861(i) of the Social Security Act and 42 CFR 409.30.)

Our records show that you do not meet either requirement.  Therefore, no Medicare payment can be made for your stay in the skilled nursing facility.

SNF-NM-3A
Condition.--No benefits are available because the beneficiary has exhausted 100 days of SNF services in the benefit period.  (Do not use for services furnished during 1989.)

Paragraph.--Payment may be made by Medicare for up to 100 days for covered posthospital skilled nursing facility services in each benefit period.  (Sections 1812(a)(2)(A) and (b)(2) of the Social Security Act and 42 CFR 409.60 and 409.61(b).)  Our records show that payment had already been made for 100 days during your current benefit period. Therefore, beginning (date) no payment for skilled nursing facility care can be made in this benefit period.

You may be eligible for a new benefit period that would include full hospital insurance and skilled nursing facility benefits when, for 60 consecutive days, you are not an inpatient of a hospital or a facility that is primarily engaged in providing skilled nursing or rehabilitation services.

NOTE:
Include a notice of presumed skilled SNF care when presumption 5, §3035, is applicable and where the prior SNF stay was at least 60 days, or if less than 60 days, the SNF stay, in conjunction with nonhospital and non-SNF days, equaled 60 or more consecutive days. Include the following language on the HCFA-1954:
Medicare has determined that your stay in (name of facility) from (date) to (date) is part of your current benefit period, rather than the beginning of a new one.  To make this determination, Medicare found that during your prior nursing home stay in (name of facility) from (date) to (date), you received services at the skilled level of care.

Although your claim for nursing home benefits in that prior nursing home stay was denied by Medicare and/or Medicaid, it was not denied because the services provided failed to meet skilled level of care requirements.
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You may appeal the above determination if you believe that you received services which were not at the skilled care level during your period of nursing home care.  If you appeal and Medicare agrees that these services were below the skilled level, your stay in (name of facility) from (date) to (date) will begin a new benefit period.

SNF-NM-3B
Condition.--No benefits are available because the beneficiary had exhausted 150 days of SNF services in the calendar year 1989.  (For services furnished during 1989 only.)

Paragraph.--In 1989, payment may be made by Medicare for up to 150 days for covered skilled nursing facility services per year.  Our records show that payment has already been made for 150 days of skilled nursing facility care in that year.  Therefore, beginning (date) no payment for skilled nursing facility care can be made for you.  (Section 1812(b)(1) of the Social Security Act.)

SNF-NM-4
Condition.--Durable medical equipment not covered in a SNF (Part B only).

Paragraph.--Medicare covers the rental or purchase of durable medical equipment that is reasonable and necessary for use by a patient in his/her home.  A skilled nursing facility does not meet Medicare's definition of a home.  Therefore, no payment can be made for (specify).  (Sections 1832(a)(2)(B), 1861(n), and 1861(s)(6) and 42 CFR 410.38.)

3722.3
  Home Health Agency Denials, Limitation of Liability and Appeal Paragraphs.--

A.
General.--Home health denial letters consist of:

o
The salutation and introductory sentence;

o
A limitation of liability paragraph, where applicable;

o
A base paragraph specific to the reason for denial.  (These paragraphs are identified as base paragraphs, where applicable.  The base paragraph is not required for statutory exclusions, devices, prosthetics/orthotics and miscellaneous paragraphs);

o
The specific denial reason;

o
A statement of noncoverage and the statutory and regulatory reference; and;

o
An appeals paragraph.

Use all paragraphs, specific denial reasons, and statutory references which apply to the services for which payment is denied.
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Cite the statutory reference only once when the reference(s) is identified for all services denied.  Add all denied services to the no payment statement.  For example, state, "therefore, no skilled nursing or physical therapy can be covered beginning (date)."

The no payment statement, statutory reference and appropriate limitation of liability for denial of qualifying services (SN, PT, SP) also apply to dependent services, e.g., home health aide, and medical social service, denied solely because there is no need for the qualifying service.

Use paragraphs for full or partial denials.  Where a particular type, specific number of visits or visits on specific dates are denied, substitute a no payment statement for those with the statutory/regulatory references.  For example:

o
Therefore, no Medicare coverage will be provided for (number and type) visits from    date through    date   .

o
Therefore, no Medicare payment will be made for    type    visits made on    (dates)   .

Tailor a paragraph to fit a denial situation that is not covered in the following paragraphs.  If a denial situation appears frequently, submit recommended language to the RO for referral to CO.

Provide the full document name in a footnote on all letters which reference the Act, i.e., Title XVIII of the Act, commonly known as the Medicare program, 42 U.S.C. 1395 et seq.

B.
Notice of Home Health Determination (Letter for Use With HCFA-l954 or Intermediary Letter Format).--The letter can be manually or computer generated.  You have the option to develop complete letters or to use the HCFA-l954.  Use the following letter with all denial paragraphs except for statutory exclusions, devices, prosthetics/orthotics, and miscellaneous paragraphs.  These paragraphs do not require the base paragraph.  (See §3722.6.)


Dear Medicare Beneficiary:


This is to inform you of the Medicare coverage decision for services you received from                   home health agency during the period               .  


NOTE:
Place the limitation of liability paragraph (if applicable) after the first sentence as shown in the example on page 7-110.18.


C.
Confined to Home.--


Base Paragraph.--To qualify for Medicare home health benefits, you must be confined to your home.  You are confined to your home if your condition, due to an illness or injury, restricts your ability to leave your home or place of residence.
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You are homebound when:


o
You are unable to leave home without the aide of a supportive device such as crutches, a cane, a wheelchair or a walker, or the help of another person.  You may also meet this requirement if your doctor orders you to stay at home because of your illness or injury.


o
You need infrequent or relatively short absences from home to receive medical care.


HB-l

Condition.--Ability to leave home unrestricted.


Paragraph.--Based on the information provided, your illness or injury did not prevent you from leaving your home unaided.


o
Therefore, services are not covered under Medicare beginning __________. (See §§l8l4(a)(2)(C); l835(a)(2)(A) of the Act and 42 CFR 409.42(b)(l).)


HB-2

Condition.--Beneficiary's residence is a facility that is primarily engaged in providing medical rehabilitative or skilled nursing care to inpatients.


Paragraph.--The Medicare program will pay for your care if you are confined to your home.  An institution is not considered your place of residence if it is engaged primarily in providing skilled care to its patients.  Based on the information provided, we have determined that you are residing in a facility that does not qualify as your home under Medicare.


o
Therefore, services are not covered under Medicare beginning __________.  (See §§l86l(m) and l8l4(a)(2)(C),or §l835(a)(2)(A) of the Act and 42 CFR 409.42 (b)(l).)


NOTE:
Limitation of liability applies.


D.
Skilled Nursing.--


Base Paragraph.--(Use with all skilled nursing denials).  To qualify for skilled nursing benefits under the Medicare program, you must be in need of intermittent skilled nursing care.  The skilled nursing services you receive must require the skills of a qualified nurse.  A qualified nurse is a registered nurse, a licensed practical nurse or a licensed vocational nurse under the supervision of a registered nurse.  The services must meet your medical needs and be consistent with the nature and severity of your illness or injury.


SN-1

Condition.--Skilled observation.
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Paragraph.--You required skilled nursing service(s) to check your medical condition and your response to medication(s) and treatment(s).  However, when there was no longer reasonable potential for change in your condition, there was no further need for skilled observation.


Paragraph.--Skilled nursing visits are covered when your medical condition is changing, and you need nursing services to check your condition and/or your response to medication(s) and treatment(s).  The information provided showed that there is no longer a reasonable potential for change in your medical condition.


SN-2

Condition.--Teaching and/or Training.

  

Paragraph.--Your doctor ordered              (service) to teach you how to              .    Medicare covers teaching you or your caregiver(s) how to do these tasks.  However, the teaching continued after (date) when the training was completed for these tasks.


SN-3

Condition.--Rehabilitative Nursing. 


Paragraph.--Medicare pays for rehabilitation nursing procedures including teaching you how to control your bowel and bladder.  The medical documentation we received contained no medical reasons which required that bowel or bladder retraining be furnished beginning (or from)              .


NOTE:
SN-2, and Rehab 8 and 9 for substitutions.


SN-4

Condition.--Procedures Which do Not Require a Skilled Health Professional.


Paragraph.--Medicare covers services which are required to be performed by a skilled health professional.  It generally does not require a                to (free form response).


Examples for fill in:   


o
Prepour/place your medication(s) in cups.

o
Give oral/topical medications.


Paragraph.--The Medicare program does not consider certain procedures and treatments to be skilled. Medicare will not pay for the performance of these procedures, but will pay for the (discipline) to teach them to you or your caregiver(s).  Medicare cannot pay for the services of a           to          .
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Examples for fill in:


o
Perform glucometer testing;

o
Check your pacemaker electronically; and

o
Give eyedrops.


SN-5

Condition.--Prefilling Insulin Syringes.


Paragraph.--The Medicare program does not consider prefilling of insulin syringes to be a skilled nursing service.  Medicare will pay for a nurse to prefill insulin syringes when you need additional skilled nursing services or you need physical or speech therapy.  The records show that the only service provided was prefilling of insulin syringes (insert after (date) for partial denial).


SN-6

Condition.--Venipuncture for Laboratory Tests. 


Paragraph.--Drawing blood (venipuncture) for laboratory tests can require the skills of a nurse.  However, it must be done at a frequency which agrees with accepted standards of medical practice. In your case, these venipunctures for laboratory tests were done more often than is considered reasonable under Medicare.  Therefore, Medicare will not cover the skilled nursing visits on          .


Paragraph.--Skilled nursing visits for collection of blood specimens (venipuncture) is covered when they are needed for evaluation of your medical condition.  Based on the medical documentation, your condition reached a point beginning                    where the tests were no longer needed for evaluation of your medical condition.
SN-7
Condition.--Duplication of Service(s).

Paragraph.--If the care ordered by your doctor can be given to you during a visit to your doctor's office or an outpatient clinic, then a home health nursing visit for this same care would not be reasonable.  

SN-8
Condition.--Vitamin B12. 

Paragraph.--Medicare recognizes specific conditions needing Vitamin B12 injections.  You do not have one of the condition(s) for which Medicare considers B12 injection reasonable and necessary.

Paragraph.--The recognized maintenance frequency of Vitamin B12 injections for your condition is one injection per month.  
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SN-9
Condition.--Medication Administration.

Paragraph.--Medicare pays for skilled nursing services to teach or give medication(s).  The medication(s) must be accepted as an effective treatment for your medical condition.  Based on the medical documentation submitted, the type medication you received is not accepted by Medicare as an effective treatment for your medical condition.  Therefore, the skilled nursing visits furnished to give the medications are not covered.   

Paragraph.--The medication(s) which was (were) injected by the nurse can be effectively and safely taken by mouth.  There was no documentation of reasons which prevented this medication from being taken by mouth.  Therefore, the injection(s) is (were) not considered to be reasonable and necessary.  

SN-10
Condition.--Wound Care. 

Paragraph.--Wounds usually require the skills of a nurse for observation and treatment while they are healing.  From the documentation provided, your wound does not require skilled nursing care.

Paragraph.--Wounds usually require the skills of a nurse for observation and treatment while they are healing.  Your wounds do not require skilled nursing treatment, but Medicare will allow (number and type) visits to check the healing process.

SN-11
Condition.--Catheter Care. 

Paragraph.--The usual medical practice for change of a foley catheter is monthly.  There may be instances where emergency visits are made for replacement of a catheter or where your doctor wants more frequent changes.  The documentation provided supports only a need for routine monthly changes during this billing period.  Medicare will cover visits made on (dates).

SN-12
Condition.--Psychiatric Nursing Care.

Paragraph.--Medicare pays for care that is related to the treatment of a psychiatric illness when the care is provided by a specially trained skilled nurse.  Based on the information provided, the nurse providing your care has not had psychiatric nursing training.

SN-13

Condition.--Nursing Visits Are Not Intermittent/Part-time.
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Paragraph.--Medicare pays for home health services if you need intermittent skilled nursing care.  This means skilled nursing services are usually furnished several times a week.  Medicare will also pay for daily skilled nursing services when you need daily care for a temporary, but not indefinite, period.  However, your doctor must document the need for daily care and determine when daily care is expected to end.  Based upon the medical information provided, these requirements were not met.

Condition.--One-Time Skilled Nursing Visit (No PT, ST, or OT).

Paragraph.--You can qualify for Medicare home health services on the basis of needing intermittent skilled nursing care.  When your medical need is for only a single skilled nursing visit, Medicare cannot pay for the nurse because the intermittent requirement is not met.

Condition.--Skilled Nursing Services Not Part-Time or Intermittent (PT, ST, OT Also Provided).

Paragraph.--Although you qualify for coverage of home health care, Medicare covers either intermittent or part-time home health aide services and skilled nursing services.

Intermittent means combined skilled nursing and home health aide services of less than 7 days a week for up to 35 hours per week.  Part-time is combined home health aide and skilled nursing services of less than 8 hours a day not to exceed 35 hours per week.  Sometimes, more frequent services or more hours of care (including care required 8 hours a day) may be covered for a short time.  Based upon the information provided, the combined skilled nursing and home health aide visits you received exceed these limits.  Medicare cannot pay for services furnished over the 35 hour limit.

SN-14

Condition.--Management of Care Plan Does Not Require the Skills of a Nurse.

Paragraph.--Medicare pays for a nurse to manage your care when you need nonskilled services, and because of your medical condition a skilled nurse is needed to promote your recovery and medical safety.  The documentation we received does not indicate that the nonskilled services you need are complex.  There are no underlying conditions or complications which require skilled nursing care to promote your recovery and medical safety.

E.
Skilled Nursing Statutory and Regulatory References.--Choose the appropriate statement and statutory/regulatory reference below, and add it to the appropriate skilled nursing denial paragraph (SN-1 through SN-14).

Condition.--If no skilled nursing care was needed at all (from the onset of the care) and the patient did not need physical or speech therapy, deny the skilled nursing care as well as all other HHA services.  Add:

Paragraph.--You did not need skilled nursing care on an intermittent basis, or physical or speech therapy.  Therefore, Medicare cannot cover the home health services you received. (See §§1814(a)(2)(C) or l835(a)(3)(A) of the Act and 42 CFR 409.42(b)(3).)  
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Condition.--If skilled nursing care was needed at the onset of the care, but has ceased to be needed and no physical or speech therapy or continued occupational therapy is needed, deny any additional home health care.  Add:

Paragraph.--You do not need skilled nursing care, physical or speech therapy. Therefore, no further home health services can be covered by Medicare beginning________. (See§§1814(a)(2)(C) or l835(a)(2)(A) of the Act and 42 CFR 409.42(b)(3).) 

Condition.--If no skilled nursing was needed from the onset of care, but physical or speech therapy was needed, then no skilled nursing care may be covered.  However, other home health services may be covered.  Add:

Paragraph.--Therefore, Medicare cannot cover skilled nursing services. (See '1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).) 

Condition.--If skilled nursing care was needed initially, but has ceased to be needed, and the patient needs physical or speech therapy or continues to need occupational therapy, then no further skilled nursing care can be covered, but other home health services may continue to be covered.  Add:

Paragraph.--Therefore, Medicare cannot cover further skilled nursing services beginning_______. (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).) 

Condition.--If some skilled nursing care is needed, but specific skilled nursing services provided from the onset of care were not needed, and were denied, then skilled nursing services of that type may not be covered.  Other home health services may be covered.  Add:

Paragraph.--Therefore, Medicare  cannot cover (specify type of skilled nursing service) beginning__________.  (See §l862(a)(l)(A) of the Act and 42 CFR 411.l5 (k)(1).)

Paragraph.--Therefore, Medicare cannot cover (insert more than and/or number) skilled nursing visits (insert specific dates).  (Add if applicable) However, Medicare will pay for (specify number) skilled nursing visits you have received.  (See §l862(a)(l)(A) of the Act and 42 CFR 411.15(k)(1).)

Condition.--If some skilled nursing services are needed, and some are no longer needed and are denied.  Add:

Paragraph.--Therefore, Medicare cannot cover further (specify type of skilled nursing service) beginning __________.  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).)

Paragraph.--Therefore, Medicare can no longer cover (insert more than and/or) number skilled nursing visits beginning_________.  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).) 

NOTE:
Limitation of liability applies to all above. 
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Condition.--If the services are being denied because they do not meet the intermittent requirement and physical or speech therapy was not required, the statement about the lack of coverage reads:

Paragraph.--Therefore, Medicare cannot cover home health services beginning ________. (See §§l8l4(a)(2)(C) or l835(a)(2)(A) of the Act and 42 CFR 409.42(b)(3).)

NOTE:  Limitation of liability applies.

Condition.--If the services are being denied because they do not meet the intermittent requirement and physical or speech therapy is required, the statement regarding the lack of coverage reads:

Paragraph.--Therefore, Medicare cannot cover skilled nursing services beginning ___________.  (See §l86l(m)(l) of the Act and 42 CFR 409.40(a).)

NOTE:  No limitation of liability applies.  (Intermittent Denials).

F.
Physical-Speech-Occupational Therapy.--Use this denial paragraph for physical, speech, and occupational therapy denial letters.  

Base Paragraph.--To qualify for (insert physical therapy, speech therapy, and/or occupational therapy) under the Medicare program the services must:


o
Meet your needs within accepted standards of medical practice at a reasonable frequency and duration; 


o
Be reasonable and necessary for the treatment of your illness or injury and at a level of complexity which requires the skills of a therapist;


o
Be provided with the expectation that material improvement will occur within a reasonable period; or


o
Require the skills of a therapist to manage, carryout, or set up a safe and effective maintenance program.


Based upon information that the HHA provided, we have determined that the services you received were not covered because:


NOTE:
If applicable to the therapies, use the paragraphs under the Skilled Nursing Conditions (see SN-2, SN-4, and SN-14).


REHAB-l
Paragraph.--The medical information provided did not show that the (type) therapy services you received were reasonable and necessary, and at a level of complexity which requires the skills of a therapist.

REHAB-2
Paragraph.--The medical information provided did not show that the amount, frequency, and duration of the (type)  therapy  services were reasonable and necessary.
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REHAB-3
Paragraph.--The medical information did not show that the (type) therapy services you received were provided with the expectation that material improvement in your condition would occur within a reasonable period.  Additionally, your medical condition did not require a skilled therapist to manage, carry out, or to set up a safe and effective maintenance program.

REHAB-4
Paragraph.--The medical information provided did not support your need for continued therapy after (date).  You had reached a level of function where further improvement in your functional ability would not be materially increased by the amount of therapy requested.  Additionally, your medical condition did not require the skills of a (type) therapist to manage, carry out, or set up a maintenance program, after (date).

REHAB-5
Paragraph.--Based on the medical information provided, the (type) therapy services you received were to carry out a maintenance program after (date) when it had been safely and effectively set up. After that date, your maintenance program could have been safely and effectively carried out by nonskilled personnel.

REHAB-6
Paragraph.--The medical information provided showed that the (type) therapy services you received were for overall fitness and general motivation.  These services do not require the skills of the therapist. 

REHAB-7
Paragraph.--The (type) therapy you received is excluded from coverage by Medicare for the treatment of your medical condition. 

REHAB-8
Paragraph.--The medical information provided indicates that the (SN or type therapy) services you needed beginning (date) were for repetitious exercises to maintain your function.  You carried out home maintenance exercises safely and effectively by that date.  There were no medical complications present or need for special procedures requiring skilled care.  The skills or supervision of a (SN or type therapist) are not needed to safely and effectively manage or carry out the services you needed.

REHAB-9

Paragraph.--The medical information provided indicates that the (SN or physical therapy) services you needed beginning (date) were only to help you with walking for distance and endurance.  The medical information did not indicate how your ability to walk was impaired or why your condition required the skills or supervision of a (SN or physical therapist).
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o
Therapy Statutory and Regulatory References.--Add the appropriate statement and statutory/regulatory reference to therapy denials.  

Condition.--If no physical or speech therapy was needed at all (from the onset of the care) and the patient also did not need intermittent skilled nursing. Add:

Paragraph.--You did not need skilled nursing care on an intermittent basis, or physical therapy or speech therapy.  Therefore, no home health services can be covered by Medicare.  (See §§1814(a)(2)(C) or l835(a)(2)(A) of the Act and 42 CFR 409.42(b)(3).)

Condition.--If physical or speech therapy was needed at the onset of the care, but has ceased to be needed and no intermittent skilled nursing care or continued occupational therapy is needed, then no further home health care can be covered.  Add:

Paragraph.--You have ceased to need ________________ therapy and do not need ______________ therapy, continued occupational therapy or intermittent skilled nursing.  Therefore no further home health services can be covered by Medicare beginning _________. (See §1814(a)(2)(C) or §l835(a)(2)(A) of the Act and 42 CFR 409.42(b)(3).) 

Condition.--If a qualifying service is still needed, i.e, skilled nursing, but the therapy was denied from the outset.  Add:

Paragraph.--Therefore, no _____________therapy can be covered by Medicare.  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).) 

Condition.--If therapy was needed initially but ceased to be needed, and the patient needs another qualifying service.  Add:

Paragraph.--Therefore, no further _____________ therapy can be covered by Medicare beginning_______.  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).) 

Condition.--If some therapy visits are needed, but specifically identified therapy visits were not needed and were denied.  Add:

Paragraph.--Therefore, no _____________ therapy can be covered by Medicare beginning __________.  (See §l862(a)(l)(A) of the Act and 42 CFR 411.15 (k)(l).)


Paragraph.--Therefore, Medicare cannot cover more than (number-type) therapy visits from __________through __________.  (See §l862(a)(l)(A) of the Act and 42 CFR 411.15(k)(l).)
NOTE:
Limitation of liability applies to all above.
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G.
Medical Social Services.--

Base Paragraph.--Medicare pays for medical social services that help to resolve social or emotional problems which interfere with, or are expected to interfere with, treatment of your medical condition or rate of recovery.  The skills of a qualified social worker or a social worker assistant under the supervision of a qualified social worker must be required.  Based upon the information provided, we have determined that the medical social services you received were not reasonable and necessary because:

MSW-l
Paragraph.--The documentation did not show that social or emotional problems existed to the extent that they affected the treatment of your medical condition or rate of recovery. 

MSW-2
Paragraph.--Visits by the medical social worker are not covered when the only reason for the visit is to counsel your family members.

MSW-3
Paragraph.--The medical social service visits (insert specific services) were not related to social or emotional problems which affected your treatment or rate of recovery.  Therefore, the visits on (insert dates) are not covered by Medicare.

MSW-4
Paragraph.--At first, medical social services were needed to resolve the problems which were affecting treatment of your medical condition.  However, these problems were resolved by (date). Therefore, there was no further need for medical social service visits after that date.

o
Dependent Services Statutory/Regulatory References (MSW, home health aide, supplies, or DME)

Condition.--The beneficiary qualifies for home health services.  The services being denied are dependent services (e.g., home health aide, medical social worker, supplies, or DME) which were not covered from the start of the care because they were not reasonable and necessary.  The statement reads:

Paragraph.--Therefore, no (enter the type of dependent service(s)) can be covered by Medicare (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).)

Condition.--The beneficiary qualifies for home health services.  The services being denied are dependent services which were covered at the start of the care but ceased to be needed at a later point.  The statement reads:

Paragraph.--Therefore, no further (enter the type of dependent service(s)) can be covered by Medicare beginning ________.  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).)
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Condition.--If some dependent care is needed, but specific services/visits were not needed.  Add:

Paragraph.--Therefore, Medicare cannot cover (number) of (dependent service)  visits from __________ through ___________.  (See §l862 (a)(l)(A) of the Act and 42 CFR 411.15(k)(l).) Add if applicable:  

o
However Medicare has covered (number of specific visits).

NOTE:
Limitation of liability applies to all above.

H. Home Health Aide.--

Base Paragraph.--To qualify for home health aide services under the Medicare program the services must be reasonable and necessary.  The services must also be part-time or intermittent, and must provide personal care or services to maintain your health or to help with your treatment.  The home health aide services must also be dependent on your need for covered skilled services.  Covered aide services can include helping you: 

o
Bathe;

o
Get in and out of bed;

o
Walk; 

o
Care for your hair and teeth, exercise, feed yourself and help you take medications;  

o
Train in self-help skills;

o
With routine care of artificial limbs and braces; and

o
With personal hygiene.

When you need personal care, the home health aide may also perform household duties incidental to your personal care.  These services must not increase the length of the visit for personal care.  Based on information provided, we have determined that the home health aide services you received were not reasonable and necessary because:

AIDE-1
Paragraph.--You have a caregiver who is providing services that adequately meet your personal care needs.  

AIDE-2
Paragraph.--The documentation submitted by the home health agency did not support the frequency of the home health aide services you received.  (Specify in the reference paragraph the dates of denied visits.) 

AIDE-3
Paragraph.--Based on the information provided you can (insert):  

o
Take your own bath;

o
Get in and out of bed;

o
Do your own exercise;

o
Walk by yourself;

o
Feed yourself;

o
Apply your own lotions/ointments; and

o
Other.
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AIDE-4

Paragraph.--Based on our review of the information provided, the (number of) home health aide visits made on (specify which visits) did not include personal care services or services that were necessary to maintain your health or help with treatments.


AIDE-5

Condition.--Skilled Nursing Services Not Intermittent or Part-Time (PT, ST, OT Also Provided).


Paragraph.--Although you qualify for coverage of home health care under Medicare, the home health aide services must be intermittent or part-time.


Intermittent means combined skilled nursing and home health aide services of less than 7 days a week for up to 35 hours per week.  Part-time is combined home health aide and skilled nursing services of less than 8 hours a day not to exceed 35 hours per week.  Sometimes, more frequent services or more hours of care (including full-time care) may be covered for a short time.  Based upon the information provided, the combined skilled nursing and home health aide visits you received are not intermittent and exceed these limits.  Medicare cannot pay for services furnished above the hourly limits.


o
Home Health Aide Statutory/Regulatory References

Condition.--The beneficiary qualifies for home health coverage.  The services being denied are dependent services which were not covered from the start of the care because they were not reasonable and necessary.  Add the paragraph, as appropriate, under Dependent Services Statutory/Regulatory References. 


Condition.--If the services are being denied because they do not meet the part-time or intermittent requirement.  Add:


Paragraph.--Therefore, no home health aide services can be covered by Medicare  after (date) (or dates of visits).  (Use specific visit dates if coverage stops and starts.)  (See §1861(m)(4) of the Act and 42 CFR 409.40(d).)


NOTE:
No limitation of liability applies.


I.
DME.--


Base Paragraph.--Durable medical equipment (DME) is used in the home to aid with your treatment and rehabilitation.  DME is defined as an item(s) which can withstand repeated use, primarily serves a medical purpose and is generally not useful to a person without illness or injury.  Based on information that the home health agency provided, we have determined that the equipment you received was not covered because:
DME-l
Paragraph.--The (specify) is not considered by Medicare to be appropriate for home use. 
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DME-2
Paragraph.--The (specify) is not considered to be equipment that is primarily medical in nature.

DME-3


Paragraph.--The (specify) is not considered by Medicare to be primarily medical in nature, but is considered to be a comfort or convenience item.


NOTE:
Denial should cite §1862(a)(6) rather than §1862(a)(1)(A).  No limitation of liability applies.


DME-4


Paragraph.--Medicare will make payment on this rental item for no more than 15 continuous months.  Payments have already been made for 15 months.  Therefore, no further payment can be made.


DME-5


Paragraph.--The (specify) furnished was not documented as medically necessary for the treatment of your condition.


DME-6


Paragraph.--In order for Medicare to cover oxygen treatments, the medical documentation must show a low level of oxygen in the blood.  The information we received did not show a low level of oxygen in the blood.  Therefore, the oxygen treatment is not covered by the Medicare program.


DME-7


Paragraph.--The           was not furnished under a plan of care established by your physician.


DME-8


Paragraph.--The portable oxygen system was not reasonable or necessary. The information furnished did not include a description of activities or an exercise routine that you undertake daily which requires this system.

DME-9


Paragraph.--The oxygen therapy services are not considered to be necessary.  The information available did not identify a medical risk or show that your condition could be complicated by stopping the oxygen therapy.  Further, your physician did not certify a continuing medical need.


DME-10


Paragraph.--The            is/are not considered by Medicare to be a prosthetic and/or orthotic device.
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DME-11


Paragraph.--The respiratory therapy services are not covered under the provisions for coverage of oxygen services under the Part B (DME) benefit.


NOTE:
Limitation of liability applies to the above except DME 3, 4, 7, 10, and 11.


o
DME Statutory/Regulatory References

Therefore, the (enter the type of equipment) cannot be covered by Medicare beginning (date).  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).)


NOTE:
See statutory reference for DME-3.


J.
Medical Supplies.--


Base Paragraph.--Medical supplies are diagnostic or therapeutic items which are needed to carry out the care ordered by your doctor.  Items used by you such as skin conditioners, soaps, and powders, which serve a routine hygienic purpose, are not covered by Medicare.  Based on the information provided, we have determined that the supplies you received were not medical supplies because:

MS-l
Paragraph.--The medical documentation indicates that the supplies and items used by you for the treatment of your condition served only a routine hygienic purpose which is not covered by Medicare.

MS-2
Paragraph.--The medical documentation submitted did not support the amount of medical supplies furnished for the treatment of your medical condition.  

MS-3
Paragraph.--The medical supplies furnished to you were not ordered by your physician.  

o
MS Statutory/Regulatory Reference
Therefore, the (specify) cannot be covered by Medicare beginning __________ (See 'l862(a)(l)(A) and 42 CFR 411.15(k)(l).)"

NOTE:
Limitation of liability applies to MS l and 2.

K.
Devices, Prosthetics/Orthotics.--


DPO-1


Condition.--Devices (and services using devices) not approved by FDA.


Paragraph.--The Medicare program requires that medical devices and drugs used for your medical condition receive prior approval by the Food and Drug Administration (FDA).  Therefore, no Medicare payment can be made for medical procedures or services which are performed using devices which have not been approved by FDA.
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NOTE:
No limitation of liability applies.


DPO-2


Condition.--Prosthetic/Orthotics.


Paragraph.--Prosthetic and orthotic devices are essential items used in the home to aid in the treatment and care ordered by your doctor.


Based on the information the HHA provided, we have determined that the prosthetic or orthotic device(s) was (were) not covered because, the          furnished was not considered appropriate for the treatment of your condition. 

NOTE:
Limitation of liability applies.


o
DPO Statutory/Regulatory Reference

Therefore, the (specify) cannot be covered by Medicare beginning          .  (See §1862(a)(1)(A) and 42 CFR 411.15(k)(1).)"
L.
Miscellaneous.--

MISC-l
Condition.--Home Health Administrative Visits/Evaluation Visit.

Paragraph.--To participate in the Medicare program, home health agencies are required to make a home visit to determine if they can meet your medical needs. The agency must also determine if you qualify for Medicare home health services.  Based on the information provided, the visit on (date) was only for this evaluation.  The agency may not charge you for the cost of the visit.  (See §1866(a)(1)(A) of the Act.)

NOTE:
No limitation of liability applies.

MISC-2
Condition.--ESRD.


Paragraph.--Payment may be made for end stage renal disease (ESRD) dialysis related services only if they are furnished by an ESRD certified facility.  (See §1881(b)(1) of the Act.)  Medicare covers home health services provided ESRD patients when:


o
The care is not associated with the renal disease; or

o
The primary reason for the home health visit is not related to dialysis.


Based on the information provided, the home health services you received appear to relate to services being provided by the dialysis facility.  Therefore, based on our review, no additional Medicare payment can be made beginning ___________________.
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NOTE:
No limitation of liability applies.

MISC-3
Condition.--No Physician Certification.  

Paragraph.--Your home health services were not covered because the home health agency did not get the physician certification required by Medicare.  A certification is a signed statement by your doctor which states that you were confined to home and in need of skilled nursing care on an intermittent basis, or physical or speech therapy, or continued occupational therapy.  An HHA may not charge you for home health services provided if it did not get the necessary physician certification.  (See §§1814(a)(2)(C), 1835(a)(2)(A), and 1866(a)(1)(A) of the Act and 42 CFR 424.22(b)(1) and 42 CFR 489.21(b)(1).)
NOTE:
No limitation of liability applies.  The beneficiary cannot be billed.

MISC-4
Condition.--Services Not Provided.

Paragraph.--The HHA has billed for visits that were not documented in your medical record.  Therefore, no Medicare payment will be made for (specify which visits) ( type ) visits.

The HHA may not charge you for visits which were provided, but not documented in your record. (See §1866(a)(1)(A) of the Act.)  

NOTE:
No limitation of liability applies.

MISC-5
Condition.--Services Exceeded Physician Order.

Base Paragraph.--The Medicare program requires that home health services be ordered by a physician and a plan of care set up for furnishing the services.

Paragraph.--The (number, type of visits) were not covered because they were not included in your plan of care set up and approved by your physician.  The home health agency, however, may not charge you for any of these items or services.  (See §§1814(a)(2)(C), l835 (a)(2)(A), 1866(a)(1)(A) and 1861(m) of the Act and 42 CFR 424.22, 42 CFR 489.21(b) and 42 CFR 409.42(d).)
NOTE:
No limitation of liability applies.

MISC-6
Condition.--HHA Supervisory Visits.

Paragraph.--To participate in the Medicare program, a home health agency is required to supervise the services provided by home health aides (42 CFR 484.36(d)).  The HHA cannot charge you for supervisory visit(s) made on (date(s)).
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NOTE:  No limitation of liability applies.

MISC-7
Condition.--Dependent Services Billed - No Qualifying Service Needed.

Paragraph.--Medicare can cover home health services only when intermittent skilled nursing care or physical or speech therapy is also needed.  Since you did not need any of these services, no payment can be made for the (specify dependent service).  (See §§l8l4(a)(2)(C) or l835(a)(2)(A) of the Act and 42 CFR 409.42(b)(3).)


NOTE:  No limitation of liability applies.

MISC-8

Condition.--Services Ordered by a Psychiatrist.

Paragraph.--To be considered reasonable and necessary for the treatment of your psychiatric illness, the skilled nursing services you require must:

o
Require the skills of a skilled nurse who has been specifically trained in providing psychiatric nursing care; and

o
Be provided under a plan of care to meet your specific needs within accepted standards of medical practice and set up and reviewed by a psychiatrist.

Based on our information, the services provided to you were not under a plan of care set up and reviewed by a psychiatrist.  Therefore, no skilled nursing services can be covered by Medicare.  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).)

NOTE:
Limitation of liability applies.

MISC-9

Condition.--Physician's Order Not Timely.

Paragraph.--An individual is eligible for home health services under the Medicare program only when these services are ordered by the physician.  The orders must be received either verbally or in writing before delivery of the services.  Since the home health agency did not get physician's orders timely, no payment can be made under the Medicare program for              visits.  The home health agency cannot charge you for these services.  (See §§1861(m), 1814(a)(2)(C), 1835(a)(2)(A), and 1866(a)(1)(A) of the Act.)
NOTE:
No limitation of liability applies.  The beneficiary cannot be billed.
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MISC-10

Condition.--Incomplete Physician's Order.

Paragraph.--An individual is eligible for home health services under the Medicare program when there is a complete and timely physician order for the services.  The physician's order submitted by the HHA was incomplete, as it did not include a                  for services.  No payment can be made under Medicare for (type of service or a description of treatment to be furnished) given to you beginning (dates).  The home health agency cannot charge you for these services.  Variables:  Frequency and Duration.  (See §§1814(a)(2)(C), 1835(a)(2)(A), 1861(m), and 1866(a)(1)(A).


NOTE:
No limitation of liability applies.

MISC-11

Condition.--Cardiac Rehabilitation Programs.  (See CIM §35-25.)

Paragraph.--Medicare pays for cardiac rehabilitation programs only if they are furnished by a hospital outpatient department or physician-directed clinic that meets certain conditions.

Because the cardiac rehabilitation program you received was furnished in a home setting, these services are not considered to be reasonable and necessary.  Therefore, no Medicare payment can be made for home health services you received beginning              .  (See §1862(a)(1)(A) of the Act and 42 CFR 411.15(k)(1).)

NOTE:
Limitation of liability applies.

M.
Limitation of Liability Appeals Paragraphs.--

Condition.--Use the limitation of liability and appeals paragraphs as directed in §3722.6.  (Use the proper Part A or Part B paragraph for the specific denial).  

N.
Home Health Denial Determination Model Letter.--

Only one model letter is exhibited.  This example letter is structured as follows:

o
Salutation and introductory sentence;

o
Waiver of liability paragraph;

o
Insert of the base paragraph (not required for statutory exclusions, devices, prosthetics/orthotics and miscellaneous paragraphs), denial reason, statement of noncoverage and statutory/regulatory references; and

o
An appeals paragraph example for either Part A or Part B.

NOTE:
Place the waiver paragraph at the beginning of the letter.  This tells the beneficiary that the provider has been paid (except for applicable deductible and coinsurance amounts not covered).
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EXAMPLE:
Full payment under limitation of liability (beneficiary and provider not liable).

Dear Medicare Beneficiary:

This letter is to tell you about the Medicare coverage decision for the services you received from the home health agency during the period                .  

Medicare has paid the provider because of a special provision in the Medicare law.  Payment was made because neither you nor the provider knew, or had reason to know, that the services would be denied by Medicare.  You are responsible only for applicable deductible and coinsurance charges for services not covered by Medicare.

Even though payment is being made, the services you received will not be payable by Medicare in the future.  This is to let you know that you will be responsible for charges for the same services in the future under the same or similar conditions.  If you disagree with the determination that the service(s) are not covered, you may appeal the determination.

The reasons that some of your care was not covered are listed below:

(Insert applicable base paragraph and denial reason(s) here with a statement of noncoverage and statutory and regulatory references.)

Use the appropriate appeals statement for Part A or Part B below:

Paragraph - Part A.--If you do not agree with this determination, you have the right to appeal.  You must file a written request for review (in writing) within 60 days from the date of receipt of this notice.  You may make your request through this office or any Social Security Office.

Paragraph - Part B.--If you do not agree with this determination, you have the right to appeal.  You must file a request for review (in writing) within 6 months from the date of this notice.  You may make your request through this office or any Social Security Office.

Sincerely,
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