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Medicare Benefit Notices
3717.
MEDICARE NOTICES SENT TO THE BENEFICIARY

Notify Medicare beneficiaries of the disposition of health insurance claims that they have filed, or that have been filed on their behalf.  (See §3718.)  This notice must contain:

o
The provider's name;

o
Dates of service;

o
Covered services for which payment was made on the beneficiary's behalf;

o
The amount of noncovered charges for which the beneficiary is liable;

o
The number of covered and/or noncovered days used within the billing dates;

o
The Medicare Part A and Part B deductible status;

o
How to apply for insurance benefits supplemental to Medicare (i.e., Medigap); and

o
The beneficiary's right to a reconsideration of the Medicare benefit determination.

To avoid confusing the beneficiary, do not show the payment amounts because providers' covered charges usually exceed the payment amount, and the provider may not charge the beneficiary the difference.

See §3726 for preparation of notices to beneficiaries in most situations involving Medicare Part B medical or other health services furnished by hospitals, SNFs, HHAs, outpatient physical therapy providers, CORFs and RHCs.  The Medicare carrier and HMO/competitive medical plan (CMP) must send notices for claims they process.

3717.1.
Beneficiary Address Change.--Change the beneficiary address in appropriate files if you receive from the Common Working File (CWF) a trailer 12 mask with code 2, beneficiary address or code 1, or a representative payee address.


The CWF will send a trailer 12 mask on claims/transactions responses as follows:


0 = no address found;


1 = representative payee;


2 = beneficiary address;


3 = representative payee (date of death present); and


4 = beneficiary address (date of death present).


After receiving a beneficiary change of address from CWF, update your beneficiary file with the change of address.
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When there is no CWF address available to you, use the address currently on file.  CWF will process the claim, and as long as it does not reject the claim for any other reason, it will return the response with a disposition code 01 and CWF trailer 12 mask code 0 = no address found, and create a request from the entitlement data base (EDB) for an update to get the current address (this could be either a beneficiary address or a representative payee address).  You will receive the EDB update within 48 hours and should apply it to any claim processed after the update.   


Also change your files if:


o
You receive notice from the Postal Service Address Change Service (ACS) or the National Change of Address Service (NCOA);


o 
You receive written, dated, and signed notification from a beneficiary requesting a permanent or temporary address change.  The request must contain the beneficiary's name, date of birth, and Health Insurance Claim Number (HICN).  If the request appears to be a form letter, e.g., the required information appears in pre-printed spaces or is a photocopy, verify the request with a phone call to the beneficiary within two business days.  If you can not reach the beneficiary on the initial call, send a written notice to the beneficiary to verify the change of address request;


o
You receive a verifiable request for a permanent or temporary address change over the telephone.  A verifiable phone request is one in which the caller can tell you the beneficiary's name, HICN, date of birth, and information about the most recent service such as date, kind, and name of the provider.  If the caller is requesting a permanent change of address, inquire if he/she has reported the change of address to SSA.  If not, request that they call SSA at 1-800-772-1213.  If the caller is requesting a temporary change of address, inquire if he/she has reported the change of address to the U.S. Postal Service.  If not, tell the caller to do so.  Inform the caller that the temporary change of address will be terminated within our files (based on the period of time the caller requested, but no longer than nine months).  HCFA will then use the address (from the CWF) provided by SSA; 


o
You receive written, dated and signed notification from a court of law naming a personal representative of an estate. The notification must contain the beneficiary's name and HICN; and


o
You receive written, dated and signed notification from a court of law naming a power of attorney.  The notification must contain the beneficiary's name and HICN.


After accepting a beneficiary's permanent change of address over the phone, update your beneficiary file with the change of address, the date of the change, and annotate TP for telephone request for a permanent change of address.  Within ten working days, access Health Insurance Master Record (HIMR) to ensure the beneficiary's change of address has been reported to SSA and is reflected on the CWF.  If the change of address is not reflected on the CWF, call the beneficiary to verify that the change of address has been reported to SSA.


After accepting a beneficiary's temporary change of address over the phone: 


o
Update your beneficiary file with the temporary change of address; and the period of time requested by the beneficiary for the temporary address (e.g., three months/six months); 
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o
Flag the file to terminate the temporary address when the period of time expires; and

o
Annotate TT for telephone request for a temporary change of address, and process claims using the temporary address until the period of time requested expires or you receive additional change of address information from the beneficiary.

After accepting a beneficiary's written request for a permanent change of address, update your beneficiary file with the change of address, the date of the change, and annotate CP for correspondence requesting a permanent change of address.  Within ten working days, access HIMR to ensure the beneficiary's change of address has been reported to SSA and is reflected on the CWF. If the change of address is not reflected on the CWF, call the beneficiary to verify the change of address has been reported to SSA.

After accepting a beneficiary's written request for a temporary change of address, update your beneficiary file with the temporary change of address, the period of time requested by the beneficiary for the temporary address (e.g., three months/six months), flag the file to terminate the temporary address when the period of time expires, and annotate CT for correspondence requesting a temporary change of address.  Process claims using the temporary address until the period of time requested expires or you receive additional change of address information from the beneficiary.

After accepting notification from ACS or NCOA, update your beneficiary file with the change of address, the date of the change of address, and service used (ACS/NCOA).

After accepting the address of a personal representative of an estate, update your beneficiary file with the changed address, the date the address was annotated on your file, and annotate X for personal representative of an estate.

After accepting the address of a power of attorney, update your beneficiary file with the changed address, the date the address was annotated on your file, and annotate y for power of attorney.

When you accept a request for change of address based on one of the above mentioned circumstances, update your beneficiary file with that address and not the address from the CWF.

Process undeliverable notices according to §3728.  When a notice which includes a payment cannot be delivered to the claimant, the check is voided, and the amount of the check is credited to the Federal Health Insurance Benefits Account.  Annotate a Z on your file to indicate the reimbursement was returned because of an incorrect address.  Advise telephone clerks to request an address correction from any beneficiary who calls for the status of a record as annotated.

Forward in-care-of address requests and those requests involving representative payees to the Social Security Administration’s local field office.

Under no circumstances is a beneficiary's address to be changed on your file as a result of a change noted on any claim form.
Prepare quarterly reports of undeliverable mail indicating the number of notices returned to you for the first and second time.  Submit the reports to your regional office (RO) on the 15th day of the month after the quarter ends.  HCFA expects the first report by April 15, 1997 for the period January 1, 1997 through March 31, 1997.  Note on the quarterly reports the number of Zs.
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For every quarter after this instruction becomes effective (starting January -March 1997), in addition to the undeliverable mail report described above, prepare a quarterly report of address changes indicating the number of changes made by source.  For example: 


o
ACS and NCOA;

o
TP (telephone request for a permanent change of address); 

o
TT (telephone request for a temporary change of address);

o 
CP (correspondence requesting a permanent change of address); 


o
CT (correspondence requesting a temporary change of address); 

o
X (court notification naming a personal representative of an estate); and


o
Y (court notification naming a power of attorney).


Submit the reports to your RO on the 15th day of the month after the quarter ends.  The first report is due April 15, 1997 for the period January 1, 1997 through March 31, 1997.


Beginning January 1, 1997, print the following message on all EOMBs and Medicare Benefit Notices until January 31, 1998: 


"If you change your address, please contact the Social Security Administration by calling 1-800-772-1213."


However, on all EOMBs and Medicare Benefit Notices addressed to Railroad Retirement Board beneficiaries, print the following message beginning January 1, 1997 until January 31, 1998:


"If you change your address, please contact your local Railroad Retirement Board office.  If you receive Social Security benefits, please also contact the Social Security Administration by calling 1-800-772-1213."
3718.
INTERMEDIARY PREPARATION OF THE PART A MEDICARE BENEFIT NOTICE

Furnish a Medicare Benefit Notice, Form HCFA-1533, or a facsimile, to each beneficiary for whom you process an inpatient hospital or inpatient SNF bill.  Mail this notice within 10 working days of the day you make payment.  Also, send a notice explaining payment for partially paid bills on which you make the payment decision (e.g., MSP, the bill contains some noncovered services, etc.).

NOTE:
Do not send notices for bills denied partially or completely by a PRO.  The PRO sends denial notices for these bills.  You are responsible for notices only on cases you deny.

In the following instances, prepare a Medicare Benefit Notice only upon the request of the beneficiary or the beneficiary's representative:

o
"R" coded bill.  This means that no program payment was made, but utilization is chargeable;

o
Cases where no balance is due the provider because of an automatic payment through a cross-over system with another payor;

o
Emergency inpatient hospital services (facility does NOT participate, and the patient elected to file the bill directly instead of via the hospital).  Since payment is made to the patient, there is no need for a notice;
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o
Home health bill;

o
Deceased beneficiary with service dates preceding your processing date by 12 or more months; or

o
Service dates precede your processing date by 4 or more years.

3718.1
Completing Form HCFA-1533, Medicare Benefit Notice.--This notice primarily reflects the benefits used and any applicable remarks about deductibles, coinsurance, and/or lifetime limits on days.  Do not show remaining days for a benefit period.  Make entries within the prescribed blocks on the front of the form.

A.
Identification Information.--

1.
Name and Address.--Show the name and address of the beneficiary or representative payee in the address block.  When your record shows that the beneficiary is deceased, add "THE ESTATE OF" as the first line of the address unless the beneficiary had a representative payee.  If there is a representative payee and the payee's name is John Smith and the patient's is George Brown, the legend reads:  "John Smith for George Brown."

2.
Date and HICN.--Show the date the form is prepared and the HICN.

B.
Medicare Benefits (Item 1).--

1.
Services Furnished By.--The name and address of the facility that furnished the services.

2.
Date(s).--The FROM and THRU dates covered by the bill.

3.
Benefits Used.--Show the entries (XX) INPATIENT HOSPITAL DAYS, and/or (XX) HOSPITAL RESERVE DAYS or (XX) SKILLED NURSING FACILITY DAYS as applicable.

C.
Payment Status (Item 2).--


Medicare is Primary Payer
If service(s) are all or partially covered (no noncovered days) and no secondary payer is involved, the message(s) is:

MEDICARE PAID ALL COVERED SERVICES, or MEDICARE PAID COVERED SERVICES EXCEPT:  (Use one or more of the following messages)

o
($AMOUNT) FOR THE INPATIENT DEDUCTIBLE.

o
($AMOUNT) FOR (XX) DAYS OF HOSPITAL CARE AFTER FIRST 60 DAYS.

o
($AMOUNT) FOR THE COST OF (XX) PINTS OF UNREPLACED BLOOD.

o
($AMOUNT) FOR (XX) DAYS OF SKILLED NURSING FACILITY CARE AFTER FIRST 20 DAYS.
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o
($AMOUNT) FOR PHYSICIAN CHARGES BILLED SEPARATELY TO THE MEDICARE CARRIER.

o
($AMOUNT) FOR NONCOVERED CHARGES FOR WHICH THE BENEFICIARY IS LIABLE.

Since potential exists for another insurer to pay for the same services already paid for by Medicare, include the following message (set off from other messages in the notice) on all notices showing Medicare as primary payer:

o
IF NO-FAULT INSURANCE, LIABILITY INSURANCE, WORKERS' COMPENSATION, VETERANS ADMINISTRATION, OR, IN SOME CASES, A GROUP HEALTH PLAN FOR EMPLOYEES ALSO COVERS THESE SERVICES, A REFUND MAY BE DUE THE MEDICARE PROGRAM. PLEASE CONTACT US IF YOU ARE COVERED BY ANY OF THESE SOURCES.


Medicare is Secondary Payer
Primary payer is EGHP, LGHP, No-Fault or Liability Insurance, WC, Black Lung, VA, PHS, or Other Federal Agency.--If service(s) are all or partially covered (no noncovered days), the message is:

MEDICARE PAID ALL COVERED SERVICES NOT PAID BY OTHER INSURER, or MEDICARE PAID ALL COVERED SERVICES NOT PAID BY OTHER INSURER EXCEPT:

o
($AMOUNT) FOR THE INPATIENT DEDUCTIBLE.

o
($AMOUNT) FOR (XX) DAYS OF HOSPITAL CARE AFTER FIRST 60 DAYS.

o
($AMOUNT) FOR THE COST OF (XX) PINTS OF UNREPLACED BLOOD.

o
($AMOUNT) FOR (XX) DAYS OF SKILLED NURSING FACILITY CARE AFTER FIRST 20 DAYS.

o
($AMOUNT) FOR PHYSICIAN CHARGES BILLED SEPARATELY TO THE MEDICARE CARRIER.

o
($AMOUNT) FOR NONCOVERED CHARGES FOR WHICH THE BENEFICIARY IS LIABLE.

Primary Payer Other Than Medicare Pays For All Services That Medicare Would Have Covered.--If service(s) that Medicare would have covered are all paid by a payer primary to Medicare, the message is:

o
OTHER INSURER PAID ALL COVERED SERVICES AS PRIMARY PAYER.


Medicare is Primary or Secondary Payer
If the bill includes both covered and noncovered days of service, enter the applicable messages shown, as well as:

o
(XX) DAYS WERE NOT PAID FOR BY MEDICARE.  PLEASE REFER TO THE LETTER WE SENT YOU EXPLAINING THE NONCOVERED PORTION.
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If the billing data is from an Indian Health Service Hospital, include the following message:

o
MEDICARE PAYMENT LIMITS DO NOT AFFECT AN INDIAN'S RIGHT TO FREE CARE AT INDIAN HEALTH SERVICE INSTITUTIONS.

If the billing data is for inpatient psychiatric services and NO additional psychiatric lifetime days are available, include the following message:

o
YOU HAVE USED YOUR LIMIT OF l90 DAYS OF PSYCHIATRIC HOSPITAL SERVICES.

If the billing data is for inpatient psychiatric services and days are still available, include the following message:

o
YOU HAVE (XXX) DAYS REMAINING TOWARD YOUR LIMIT OF 190 DAYS OF PSYCHIATRIC HOSPITAL SERVICES.

If the billing data is for inpatient hospital services and includes lifetime reserve days which are still available, include the following message:

o
YOU HAVE (XX) DAYS REMAINING TOWARD YOUR LIMIT OF 60 HOSPITAL RESERVE DAYS.

If the billing data is for inpatient hospital services and includes lifetime reserve days and NO additional days are available, include the following message:

o
YOU HAVE USED YOUR LIMIT OF 60 LIFETIME RESERVE DAYS.

If there are admissions of record for earlier dates than the one for which a bill is accepted, include the following message:

o
YOU WILL BE NOTIFIED OF BENEFITS USED DURING ADMISSION(S) OF XX/XX/XX, WHEN THE BILL(S) FOR THE ADMISSION(S) IS/ARE PROCESSED.

If the beneficiary received a covered organ transplant, include the following message:

o
IMMUNOSUPPRESSIVE DRUGS MAY BE COVERED UNDER MEDICARE IF PURCHASED WITHIN ONE YEAR OF MMDDYY.  THIS IS THE DATE YOU WERE DISCHARGED FROM THE HOSPITAL AFTER YOUR ORGAN TRANSPLANT.

Enter your name, address, and telephone number below Item 2.

3718.2
Amended Medicare Benefit Notices, HCFA-1533.--When you process an adjustment bill (other than in response to a PRO denial) which affects a beneficiary's utilization, deductible or coinsurance data, prepare a HCFA-1533 with the remark "THIS IS AN AMENDED NOTICE" printed across the upper margin on the notice.  Use appropriate remarks to explain why the data shown on the beneficiary's original notice have been revised.  Base the remarks and data on either the "cancel only" bill of a cancel only adjustment  or the "debit" bill of a credit/debit adjustment.

Do not prepare an amended notice for a deceased beneficiary if the service dates on the adjustment bill precede HCFA's processing date by 12 or more months.  Upon request, however, prepare a notice for any adjustment bill which is processed after the 12-month limit.
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A.
Cancel Only Adjustment.--Prepare an amended notice with remarks describing the reason for the cancellation.  Some of the remarks and the particular situations which would cause an amended notice to be prepared are:

1.
Situation.--Transfer (i.e., transfer from Part B to Part A or vice versa).

REMARK:
THE SERVICES ABOVE HAVE BEEN REMOVED FROM YOUR RECORD AS THEY WERE PROCESSED INCORRECTLY.  YOU WILL RECEIVE A CORRECTED NOTICE LATER.

2.
Situation.--Same bill posted to your records more than once.

REMARK:
THE SERVICES ABOVE HAVE BEEN REMOVED FROM YOUR RECORD. THEY WERE POSTED TO YOUR RECORD TWICE.

3.
Situation.--Bill posted to the wrong individual's record.

REMARK:
THE SERVICES ABOVE HAVE BEEN REMOVED FROM YOUR RECORD. THEY WERE RECEIVED BY ANOTHER PERSON.

4.
Situation.--Coverage transfer (covered to noncovered); i.e., a previously covered bill is replaced with a noncovered bill.  For example, when workers' compensation will pay for the services.

REMARK:
THE SERVICES WERE POSTED TO YOUR RECORD IN ERROR.  THEY HAVE BEEN REMOVED.

5.
Situation.--Cancellation for reason other than described above.

REMARK:
THE SERVICES ABOVE HAVE BEEN REMOVED FROM YOUR RECORD AS THEY WERE POSTED INCORRECTLY.

B.
Credit/Debit Adjustment.--Send a notice for credit/debit adjustments only if utilization or deductible is affected.  Since the debit bill is the basis for an amended notice, enter the same remarks you entered on the original notice, preceded by the statement, "THIS RECORD REPLACES THE PREVIOUS RECORD YOU RECEIVED FOR THE SERVICES ABOVE."

1.
Situation.--Beneficiary indemnified for a denied admission.  Provider is liable.  Beneficiary readmitted to the same provider during the same spell of illness.

REMARK:
THE SERVICES ABOVE HAVE BEEN REMOVED FROM YOUR RECORD.  UNDER THE LAW, YOU ARE NOT RESPONSIBLE FOR PAYMENT FOR SERVICES WHICH WERE NOT REASONABLE AND NECESSARY FOR YOUR TREATMENT IF YOU WERE NOT TOLD IN ADVANCE THAT THEY WOULD NOT BE COVERED BY MEDICARE.  BECAUSE YOU WERE READMITTED TO THE SAME FACILITY DURING THE SAME SPELL OF ILLNESS, YOUR PAYMENT FOR THE DENIED ADMISSION HAS BEEN APPLIED TO THE OUTSTANDING BALANCE FOR YOUR SUBSEQUENT ADMISSION.
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Other Notices
3719.
OTHER MEDICARE NOTICES

3719.1
Notices for Part A Bills.--Send the beneficiary and provider Medicare notices in the following situations:

o
Totally or partially denied Part A bills other than PRO denials.

o
Special spell of illness notices.

--
Send a special notice of Presumed Skilled Care, relating to the SNF stay, immediately prior to the present hospital or SNF inpatient stay.  When presumption 5 of §3035 is applicable, the present hospital or SNF bill is totally paid.  When 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 remarks on a special notice:

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, it was not denied because the services provided failed to meet skilled level of care requirements.

You may appeal the above determination if you believe the services you received during your prior nursing home stay were not at the skilled level of care.  This appeal may be filed now, but in any case, it must be filed no later than 60 days after you receive an additional notice (Form HCFA-1533, which reflects the benefits used during your (SNF or hospital) stay.)  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.  Also, if your recent care was in a hospital, you will be required to pay a new deductible.  Please contact our office or your SSO for assistance in deciding if it is in your best interest to appeal this determination.
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--
Send a special notice of Presumed Nonskilled SNF Care when presumption 6 or 7 of §3035 is applicable, where 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 remarks on a special notice:

Medicare has determined that your stay in (name of facility) from (date) to (date) began a new benefit period, which requires the payment of a new deductible.  To make this determination Medicare found that during your prior nursing home stay in (name of facility) from (date) to (date), you did not receive skilled level services because:

o
No Medicare or Medicaid claim was submitted for that prior stay; or

o
A Medicare claim was submitted, but the claim was denied because the services were not at the required skilled care level.

You may appeal the above determination if you believe that you received services at the skilled care level during your prior nursing home stay.  You may file this appeal now, but no later than 60 days after you receive an additional notice (Form HCFA-1533, which reflects the benefits used during your (SNF or hospital) stay).  If you appeal and Medicare agrees that these services were provided at a skilled level of care, your stay in (name of facility) from (date) to (date) will not begin a new benefit period.  Therefore, you will avoid payment of a new deductible (where the current claim is for inpatient hospital services), but you may become liable for other items such as coinsurance or lifetime reserve day payments.  Please contact our office or your SSO for assistance in deciding if it is in your best interest to appeal this determination.

NOTE:
To avoid the impression that the beneficiary is personally liable for his/her stay at a free, State financed, no charge structure hospital, do not send denial letters to patients whose only stay was in such a hospital.

Send total denial notices (HCFA-1954) and partial denial notices (HCFA-1955) at the earliest date you can make a noneligibility decision, based on one or more eligibility factors such as:

o
Lack of Entitlement to Medicare Benefits;

o
Spell of Illness Requirements;


o
For SNF stays, the 3-day Prior Hospital Stay, or 30-day Transfer Requirements; and

o
Psychiatric Lifetime Limitation Used.
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Where you make an Advance Denial Decision, contact your provider at once and provide an oral denial notification.  Follow this immediately by a formal notification (HCFA-1954 or HCFA-1955). Where you give such a decision prior to receipt of the bill and you find that the original notice is incorrect or incomplete, send a corrected notice.  Combine the corrected beneficiary notice with any overpayment notice which results, if it will not cause an undue delay in releasing the corrected notice.

In situations involving total denials (where no utilization is chargeable), the denial notice (HCFA-1954) is the only official notice the beneficiary will receive, since a HCFA-1533 will not be sent. In situations involving partially denied bills (either initial, interim, or final), in addition to sending the beneficiary the denial notice, send a HCFA-1533 (see §3718), since you will have posted some utilization and/or deductible to the beneficiary's record. At your option, you may combine the partial denial message with the Form HCFA-1533.

When an interim bill is fully payable but data included indicates termination or exhaustion of coverage for the remainder of the admission, prepare a partial denial notice.  You need not repeat the notice on subsequent bills for the same admission.

3719.2
Notices for Part B Bills.--Send beneficiary notices for Part B services you process.  In addition, send a Part B notice of denial and partial denial for bills for HHA services including visits. Use the HCFA-1954 and HCFA-1955 form letters.  (See §3722.)

3719.3
Notices on Claims Involving Both Part A and Part B Services.--If practical, when you send a denial notice for Part A benefits but pay for some of those services under Part B, send the denial notice and the EOMB together.

3719.4
Notices on Claim Denials Resulting from PRO Determinations.--PROs send denial notices on cases they deny.  This applies to both hospital and beneficiary notices. Show on your remittance record to the hospital that the adjustment was a result of PRO review.  Do not send a separate written notice to the hospital or beneficiary.

You are responsible for denial notices on cases you deny.

3719.5
Preparation of Medicare Benefit Notices Upon Request.--Medicare beneficiaries or someone acting on their behalf, e.g., SSOs via the HCFA-1938 "SSA Request for Carrier or Intermediary Assistance", may request notice of utilization information from you.  Upon receipt of a request, check your records to see if you have received the claim in question.  If you have not, advise the SSO accordingly.  If you have received the claim, process it, and prepare a HCFA-1533 to forward either to the beneficiary or the inquirer as requested on the HCFA-1938.

Rev. 1526
7-99

12-94
PAYMENT PROCEDURES
3721

3721.
DISALLOWANCE FORM LETTERS HCFA-1954 and HCFA-1955

Use the HCFA-1954 three-part disallowance letter when totally disallowing a claim.  Use the HCFA-1955 to partially deny a claim.  Since partial denials involve two beneficiary notices for the same bill (the denial notice and the subsequent notice from you regarding the utilization data) figure the 60-day time period, within which a beneficiary may file a reconsideration request, from the date of the final notice. 

The differences in the two letters are that: 

o
The HCFA-1954 has a sentence in the preprinted closing paragraph covering the 60-day time period for filing a reconsideration request, whereas the HCFA-1955 omits this sentence, and 

o
The partial denial letter, HCFA-1955, has another preprinted paragraph which mentions the subsequent utilization notice the beneficiary will receive.

Include the following language in all HCFA-1954 and 1955 notices:

"If You Want Help With Your Appeal"


If you have questions about this decision, you can have a friend or someone else help you.  There are also groups, such as legal aid services, that will provide free advisory services if you qualify.  In addition, volunteers at Medicare peer counseling programs located in your area can also provide you with assistance.

Send the original of the HCFA-1954 or the HCFA-1955 to the beneficiary.  Retain one copy and send the third copy to the provider.

For limitation of liability decisions, send the provider a letter explaining its appeal rights under that provision, in addition to a copy of the HCFA-1954 or HCFA-1955.  (See §3722.6C.)

Type the HCFA-1954 and HCFA-1955 to assure legibility on all copies. It is important that the beneficiary receive a legible copy and that the file copy is legible for documentation in any appeals.

Show your return address on the envelope used for mailing the denial notice so that the procedures for handling undeliverable beneficiary notices can be followed. (See §3728.) 

In addition, the return envelope should have the Medicare identification as required by §3701.

The HCFA-1954 and HCFA-1955 form letters are preprinted by HCFA and may be ordered with your name and address.  (See MIM Part 2, §2954B.) Entries to complete on the HCFA-1954 (Total Denials) and HCFA-1955 (Partial Denials) are:

o
Intermediary Number, Name, and Address.--Place your assigned number and name followed by your mailing address.

o
Beneficiary Name and Address.--Show the name and address of the beneficiary or his/her representative payee in the address block.
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o
Date.--Date the three copies of the form, as the date is the record used for purposes of establishing the 60-day time limit for filing a reconsideration request.  Use dates, not numbers, i.e., use January 1, 1991, not 1/1/91.

o
HICNs.--Place the HICN and alphabetic suffix assigned to the beneficiary in the block provided.  See §3504 for variations in the HICNs.

o
Type of Service Provided.--Identify the type of service provided, e.g., "Hospital," "Skilled Nursing Facility," "Home Health," or "Other," and indicate whether services are for hospital or medical insurance.

o
Date of Admission.--Enter the admission date or the date of first visit on the line provided if the letter is based upon an admission notice, rather than a bill.

o
Services Provided By.--Enter the provider's number followed by its name and address in the space provided.

o
Notice Covers Period.--Show the "From" and "Through" date of the billing period.  

NOTE:
In denial situations where waiver is applicable and a preprinted denial form is used, insert the period of time for which waiver applies where necessary, and check the appropriate box.

Explanation of Denial.--Enter the appropriate hospital, SNF, HHA, or miscellaneous denial paragraphs as indicated in §§3722ff.

The HCFA-1954 and HCFA-1955 form letters contain an appeals paragraph outlining both Part A and Part B appeals procedures and directs the beneficiary to contact you if he/she questions the decision. (See §§3780ff. regarding reconsideration procedures.)

7-104
Rev. 1639

