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3784.7
Preventing Duplicate Payment in Reversal Cases.--Prior to paying a provider in full or partial reversal cases, ascertain whether it has been reimbursed for the previously denied services from another source and, if so, withhold the Medicare reimbursement until the claimant has assured, in writing, that the prior payment has been refunded.

3784.8
Effect of a Reconsideration Determination and Effectuation.--A reconsideration determination is a final and binding determination of the Secretary unless it is revised, or unless a hearing is requested by an eligible party.  Where a reconsideration determination revises an initial determination, effectuate the determination as soon as possible.  Do not delay the effectuation because a hearing has been requested.

3784.9
Reconsideration Guide Language.--This contains language similar in many respects to the initial denial language except for the listing of statutory citations. Additionally, it contains an outline of the proper paragraphs and sequence for use, determination letters for use in technical denials, cover letters, and a reconsideration status form.

The materials, as guide language and model cover letters, are subject to some modification by you without HCFA approval.  Do not use these sample paragraphs in place of a rationale for your determination.
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SAMPLE PARAGRAPHS TO BE USED IN SEQUENCE


AS SHOWN BELOW


(IF ADDITIONAL OR OPTIONAL GUIDE LANGUAGE PARAGRAPHS ARE USED,


INSERT AS NECESSARY IN THE STANDARD SEQUENCE)

GENERAL HOSPITAL SERVICES

 SAMPLE PARAGRAPHS: l, 2, 3, 17 - 20

REHABILITATION HOSPITAL SERVICES

 SAMPLE PARAGRAPHS: l, 2, 3, 7, 17 - 20

PSYCHIATRIC HOSPITAL SERVICES

SAMPLE PARAGRAPHS: l, 2, 3, 4 or 4A or 4B, 17 - 20

PRIVATE ROOM SERVICES

 SAMPLE PARAGRAPHS: 2, 5, 16, 17, 18, 20

DENTAL INPATIENT HOSPITAL SERVICES

 SAMPLE PARAGRAPHS: l, 2, 6, 17, 18, 20

INPATIENT DIAGNOSTIC STUDY SERVICES

 SAMPLE PARAGRAPHS: 1, 2, 7, 17 - 20

COSMETIC SURGERY HOSPITAL SERVICES

 SAMPLE PARAGRAPHS:  l, 2, 8, 17, 18, 20

SNF LEVEL OF CARE SERVICES

 SAMPLE PARAGRAPHS: l, 2, 9, 14, 16, 18-20

HOME HEALTH SERVICES

SAMPLE PARAGRAPHS: l, 2, 10 (A through G), 16, 17 - 20 

LATE TRANSFER TO SNF FROM HOSPITAL - (Medical appropriateness allegations)

SAMPLE PARAGRAPHS: l, 2, 11, 14, 16, 18, 19, 20

SNF CARE NOT A CONTINUATION OF TREATMENT

SAMPLE PARAGRAPHS: 1, 2, 12, 14, 16, 18, 19, 20

NOTE:
WHERE SOMEONE OTHER THAN THE PATIENT WAS NOTIFIED, INSERT THE PATIENT'S NAME AND HIS OR HER OR HE OR SHE INSTEAD OF YOU OR YOUR, AS NEEDED.
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EXHIBIT II


SAMPLE PARAGRAPHS FOR 


RECONSIDERATION DETERMINATIONS


SAMPLE PARAGRAPH 1 

A.
USE IF NO PROGRAM PAYMENT - WAIVER OF LIABILITY (SECTION 1879) APPLIES (PROVIDER IS LIABLE FOR ALL OF STAY).  On (date) we notified you/M that hospital insurance benefits could not be allowed for your/his/her stay at (name of provider) (from date through date).  The notice also stated that the provider must bear the cost for these services.

B.
USE IF NO PROGRAM PAYMENT - WAIVER OF LIABILITY (SECTION 1879) APPLIES (PROVIDER IS LIABLE FOR PART OF THE STAY AND THE PATIENT IS LIABLE FOR THE REMAINDER OF THE STAY).  On (date) we notified you/M that hospital insurance benefits could not be allowed for you/his/her stay at (name of provider) from (date through date). The notice also stated that the provider must bear the cost of these services from (date through date) and that you/he/she are responsible for the remainder of your/his/her/inpatient stay.

C.
USE IF PARTIAL PROGRAM PAYMENT (PART OF THE STAY WAS PAID FOR UNDER WAIVER AND PROVIDER IS LIABLE FOR PART OF THE STAY AND THE PATIENT IS LIABLE FOR THE REMAINDER OF THE STAY).  On (date) we notified you/M             that Medicare would pay for the services provided at (name of provider) from (date through date) but the cost of services provided from (date through date) would be the provider's responsibility.  You/he/she are responsible for the remainder of the stay.

D.
USE IF PARTIAL PROGRAM PAYMENT (SOME OF THE SERVICES WERE NONCOVERED AND THE PATIENT IS LIABLE).  On (date) the (name of provider) notified you/M              that Medicare benefits would be paid for the services you/he/she received from (date through date), but the services you/he/she received after that date were not covered and you/he/she/ are responsible for the charges.  On (date), we also notified you/him/her of this decision.

E.
USE IF PARTIAL PROGRAM PAYMENT (SOME OF THE SERVICES WERE NONCOVERED AND THE PROVIDER IS LIABLE).  On (date) we notified you/M      that Medicare would pay for the services provided at (name of provider) from (date through date) but the services you/he/she received after that were not covered.  The notice also stated that the cost of these services was the provider's responsibility.

F.
USE IF NO PROGRAM PAYMENT (PATIENT IS LIABLE FOR ALL OF STAY). On (date) the (name of provider) notified you/M              that the services you/he/she/received from (date through date) were not covered by Medicare.  On (date) we advised you/him/her/ that we agreed with that decision.

G.
USE IF NO PROGRAM PAYMENT (WAIVER DOES NOT APPLY).  On (date ) we notified you/M            that hospital insurance benefits could not be paid for your/his/her stay at (provider) beginning (date).
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STANDARD PARAGRAPH 2
A.
BENEFICIARY FILED.  On (date) you/M              requested reconsideration of your/his/her claim for hospital insurance benefits, including the determination as to the party liable for the services.  On (date) we wrote to (name of provider) that you/M had filed the reconsideration request, and that it is a party to the reconsideration decision.

B.
PROVIDER FILED.  On (date) you requested reconsideration of your/his/her claim for hospital insurance benefits including the determination as to the party liable for the services.  On (date) we wrote you/him/her that the request had been filed and that you are (he/she is) a party to the reconsideration decision.


STANDARD PARAGRAPH 3
There are two issues that must be considered in this determination.  The first is whether the level of inpatient hospital care the beneficiary received is covered by Medicare. Inpatient hospital care furnished a patient is covered under Medicare, but only if it is reasonable and necessary for the treatment or diagnosis of the patient's illness or injury and is a type that can only be provided on an inpatient hospital basis.  Inpatient hospital care is not considered reasonable and necessary if it can be safely and adequately provided in a skilled nursing or less costly type of facility or on an outpatient basis.  The second issue, if the case is found to be noncovered, is whether (M     ) and/or (name of provider) knew or could reasonably be expected to know that the services he/she/you received for the period in question were not covered by the Medicare program.


STANDARD PARAGRAPH 4
There are two issues that must be considered in this determination.  The first is whether the inpatient psychiatric hospital care the beneficiary received is covered by §1814(a)(2)(A) of title XVIII of the Social Security Act.  Inpatient care in a psychiatric hospital is covered by Medicare only if it constitutes "active treatment".  "Active treatment" means that the patient received physician-supervised and evaluated services under an individual treatment or diagnostic plan which are expected to improve the patient's condition.

The second issue, if the case is found to be noncovered, is whether (M           ) and/or (name of provider) knew or could reasonably be expected to know that the services (he/she/you) received for the period in question were not covered by the Medicare program.


STANDARD PARAGRAPH 4A
There are two issues that must be considered in this determination.  The first is whether the inpatient psychiatric hospital care the beneficiary received is covered under §1814(a)(2)(A) of title XVIII of the Social Security Act.  Inpatient care in a psychiatric hospital for a patient needing nonpsychiatric medical or surgical care is covered by Medicare if a hospital level of care is required, the hospitalization in a psychiatric rather than a general hospital is required due to the patient's mental condition, and a physician certifies that these conditions are met.  The second issue, if the care is noncovered, is
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whether (M_______________) and/or (name of provider) knew or could reasonably be expected to know that the services (he/she/you) received for the period in question were not covered by the Medicare program.


STANDARD PARAGRAPH 4B
There are two issues that must be considered in this determination.  The first issue is whether payment can be made under §1812(b)(3) of the Social Security Act for inpatient psychiatric hospital care the beneficiary received after (date of beneficiary's 190th psychiatric hospital day).  Medicare will make payment for up to 190 days of covered care in a participating psychiatric hospital during a beneficiary's lifetime.  The second issue, if the case is found to be noncovered, is whether (M          ) and/or (name of provider) knew or could reasonably be expected to know that the services (you/he/she) received for the period in question were not covered by the Medicare program.


STANDARD PARAGRAPH 5
The issue is whether the beneficiary's use of a private room was medically necessary. When Medicare makes payment under the provisions of §1861(v)(2)(A) of title XVIII of the Social Security Act to a hospital or skilled nursing facility for care provided in a private room, the provider may charge the beneficiary an additional amount for private accommodations requested by the beneficiary unless ordered by a physician for reasons of medical necessity.  Medical reasons exist where semiprivate accommodations:

1.
Would endanger the beneficiary's health or recovery;

2.
Would endanger another patient's health or recovery;

3.
Would be inappropriate because the beneficiary suffers from a

communicable disease; or

4.
Are not available and the beneficiary requires immediate inpatient care.


STANDARD PARAGRAPH 6
The issue is whether the inpatient care the beneficiary received is covered by Medicare, or is excluded under §1862(a)(12) of title XVIII of the Social Security Act as services provided in connection with the care, treatment, filling, removal or replacement of teeth or structure directly supporting teeth.  Inpatient hospital services in connection with noncovered dental care are covered by Medicare only when a beneficiary requires active inpatient treatment of an underlying medical condition.


STANDARD PARAGRAPH 7
The issue is whether the level of inpatient hospital care the beneficiary received is covered under §1862(a)(1) of title XVIII of the Social Security Act.  Inpatient hospital care furnished a patient is covered by Medicare only if it is reasonable and necessary for the treatment or diagnosis of the patient's illness or injury and can only be provided on an inpatient hospital basis.  Inpatient hospital service in connection with a diagnostic study would be considered reasonable and necessary only if the patient's condition or the nature of the diagnostic procedures requires the constant availability of physicians as well as the use of complex medical equipment and the type of care generally associated with inpatient hospitalization.
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STANDARD PARAGRAPH 8
The issue is whether the inpatient hospital services the beneficiary received are covered by Medicare or excluded by a provision of the law (§1862(a)(10) of title XVIII of the Social Security Act) which prohibits payment for services received in connection with cosmetic surgery not required for the prompt repair of an accidental injury or for improvement of the functioning of a malformed body member.


STANDARD PARAGRAPH 9 (For Stays Prior to 01/01/89)
There are two issues that must be considered in this determination.  The first is whether the care the beneficiary received is covered by Medicare.  Skilled nursing benefits are covered under §1814(a)(2)(B) of title XVIII of the Social Security Act for individuals, who, following hospitalization, need inpatient skilled nursing services on a daily basis for a condition treated in the hospital.  Skilled nursing benefits are also covered under the same section of the Act for individuals who, following hospitalization, need, on a daily basis, skilled rehabilitation services which as a practical matter can only be provided in a skilled nursing facility on an inpatient basis.  Skilled services must be furnished by, or under, the general supervision of professional medical personnel to assure the safety of the patient and to achieve the medically desired result.  When individuals do not require such skilled services on a daily basis following hospitalization (or within 30 days following the last day of a covered period of extended care services) or when, as a practical matter, the provision of such services does not require that they be admitted as inpatients to a skilled nursing facility, their care in such a facility is not covered by Medicare.  The second issue, if the care is found to be noncovered, is whether (M       ) and/or (name of provider) knew or could reasonably be expected to know that the services (you/he/she) received for the period in question were not covered by the Medicare program.


STANDARD PARAGRAPH 10
There are two issues that must be considered in this determination.  The first issue is whether the home health services the beneficiary received are covered under §1861(n) of title XVIII of the Social Security Act.

A.
An individual is eligible for home health benefits only if he requires intermittent skilled nursing care or physical, speech or occupational therapy.  Skilled nursing care is that type of service which must be performed by, or under the direct supervision of, a licensed nurse to assure the safety of the patient and to achieve the medically desired results.  Services which can be rendered safely and effectively by a nonmedical person may not be considered skilled nursing services, regardless of who actually performs or supervises them.

B.
An individual is eligible for home health benefits only if he requires skilled nursing care on an intermittent basis or physical, speech or occupational therapy. "Intermittent" is generally defined as the need for a medically predictable skilled nursing service at least once every 60 days. Where a condition exists which would clearly establish that the recurring need for skilled nursing services is medically predictable less frequently than once every 60 days such services are usually not covered by Medicare.
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C.  An individual is eligible for home health benefits only if he requires skilled nursing care on an intermittent basis, or physical, speech, or occupational therapy. Physical therapy is defined as those services prescribed by a physician which require the skills of a qualified physical therapist and are performed by, or under the supervision of such a therapist.

D.  For home health benefits to be covered by Medicare, a beneficiary must be confined to his home.  Generally, a beneficiary will be considered to be confined to his home if he has a condition due to an illness or injury which restricts his ability to leave his home except with the aid of supportive devices such as crutches, cane, wheelchair, walker, the assistance of another person, or the use of special transportation.

E.  To be covered by Medicare, home health services must be furnished in a place of residence used as the beneficiary's home.  A beneficiary's home may include an apartment, a relative's home or a home for the aged.  A hospital or skilled nursing facility, whether participating in Medicare or not, may not be considered a place of residence.

F. Home health services are covered under Medicare only if a person needs intermittent skilled nursing care or physical, speech, or occupational therapy services.

G. Home health benefits are covered by Medicare only if an individual requires skilled nursing care on an intermittent basis or physical, speech, or occupational therapy.  The giving of intramuscular injections of medication is considered skilled nursing care. However, for the services of the nurse to be covered under Medicare, the injection must be a reasonable and necessary treatment for the condition for which it is given.  Vitamin B-12 injections are considered an effective treatment for only certain medical conditions such as certain anemias, gastrointestinal disorders or neuropathies.  If vitamin B-12 injections are not given to treat one of these conditions, the injections are not considered to be reasonable and necessary.  The second issue, if the care is found to be noncovered, is whether (M      ) and/or (name of provider) knew or could reasonably be expected to know that the services (you/he/she) received for the period in question were not covered by the Medicare program.


PARAGRAPH 11  - (For Stays Prior to 01/01/89)
The issue is whether the admission of the beneficiary to the skilled nursing facility after discharge from the qualifying hospital or earlier SNF stay was a timely admission as defined in §1861(i) of title XVIII of the Social Security Act.  Skilled nursing services are covered by Medicare only if admission to the skilled nursing facility and the receipt of a covered level of skilled nursing care occur within a specified period of time.  Admission and receipt of covered care must occur:

o
Within 30 days after discharge from a 3-day qualifying hospital stay; or

o
Within such time as it would be medically appropriate to begin an active course of treatment where the patient's condition is such that skilled nursing facility care would not be medically appropriate within 30 days after discharge from a qualifying hospital stay.
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Paragraph 12
The issue is whether the care the beneficiary received is covered under §1814(a)(2)(C) of title XVIII of the Social Security Act, for the period in question.  Medicare does not cover skilled nursing care unless it is required for the continued treatment of a condition for which the patient received covered inpatient hospital care prior to transfer to a SNF or it is care for the treatment of a condition which arose while the patient was receiving covered care in a SNF (Effective 01/01/89; the hospital stay is not needed.)


Paragraph 13
Following a stay at                     Hospital from             through           
M            was admitted to the skilled nursing facility on            with the diagnosis/diagnoses of               .


Paragraph 14
Following a stay at                    Hospital/Skilled Nursing Facility from ________ through ________ M _________ began receiving home health services on           .


Paragraph 15
The medical evidence in M                 file shows.   (CONTINUE WITH RECITATION OF PERTINENT MEDICAL EVIDENCE WITH APPROPRIATE PARAGRAPHING).


Paragraph 16
The medical evidence in M                file shows that M            was admitted to  ________ Hospital on                   with the diagnosis/diagnoses of           .  (CONTINUE WITH RECITATION OF PERTINENT MEDICAL EVIDENCE WITH APPROPRIATE PARAGRAPHING).


Paragraph 17
A review of the medical records shows                                          .

(CONTINUE WITH THE RATIONALE AND/OR APPLICABLE GUIDE LANGUAGE WITH APPROPRIATE PARAGRAPHING).


Paragraph 18
Medicare cannot pay for the days (dates of noncovered care) since inpatient care (reason(s) for non coverage).

In conclusion, it is determined that:

(Discuss specifics)                                                              .
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Paragraph 19 - Limitation of Liability Decision
Because we determined that care (dates of noncovered care) was (not reasonable and necessary/custodial), we must determine, in accordance with §1879 of title XVIII of the Social Security Act, whether he/she/you and/or (hospital) knew or could reasonably have been expected to know that the services would not be covered under Medicare.  


Paragraph 19.1 - Neither Party Liable
We decided that neither (beneficiary) nor (provider) knew or could reasonably have been expected to know that the noncovered days would not be allowed.


Paragraph 19.2 - Provider Liable
We decided that (name of provider) knew or could reasonably have been expected to know that Medicare would not pay for more hospital days and that (name of beneficiary) did not know and could not have been reasonably been expected to know that Medicare would not pay for more hospital days.

 NOTE:
Follow this paragraph with specific rationale.


Paragraph 19.3 - Beneficiary Liable
We decided that (name of beneficiary) knew or could reasonably have been expected to know that Medicare would not pay for more hospital days and that (name of provider) did not know and could not have been reasonably been expected to know that Medicare would not pay for more hospital days.

NOTE:
Follow this paragraph with specific rationale.


Paragraph 19.4 - Provider and Beneficiary Share Liability.
We decided that the hospital should have known and should have told you on (date) that Medicare would not pay for more hospital days.  Since they did not tell you until (date), you do not have to pay for (dates for which beneficiary is not liable) You are liable for the care they provided you (dates of service for which beneficiary is liable).


Paragraph 20
Write us or contact any Social Security office within 60 days of the date you receive this letter if you wish a hearing before an Administrative Law Judge of the Social Security Administration.  The amount of benefits in question must be $100 or more in order to have a hearing.  
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