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Outpatient Denial Letters.--The denial language for outpatient services is structured by the type of service to be denied.  The language is to be used for outpatient services from all types of providers, i.e., hospitals, SNFs, CORFs, OPT, and ESRD facilities, except as specified in the text.


Each denial letter should contain:


o
An explanation of the coverage requirements;


o
A statement of noncoverage with the specific denial reason and the statutory and regulatory references;


o
A limitation of liability paragraph where applicable; and


o
An appeals paragraph.


The letters can be manually or computer generated.  You have the option to develop complete letters or to use the HCFA 1954/1955.


Where a denial situation is not covered, adapt one to fit.  If a denial situation appears frequently, submit recommended language to your RO for referral to CO.


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. §1395, et seq.


A.
Outpatient Hospital Diagnostic and Therapeutic Services.--


Base Paragraph.--(Use with OPH 1 through OPH 5.) Medicare will cover outpatient hospital services when you require treatment or diagnostic studies, if these services are ordered by the physician and are medically necessary and appropriate for the treatment of your condition.


OPH 1 - Therapeutic Services.


Paragraph.--Therapeutic outpatient hospital services are covered if they are furnished as part of a physician's services.  A physician must directly supervise these therapeutic services if they are rendered outside of a hospital setting.


OPH 2 - Drugs Are Type That Are Self-Administered.

Paragraph.--Drugs and biologicals that cannot be self-administered which are furnished by the hospital to you as part of the physician's services are covered.  Also, drugs and biologicals that are self-administered are covered when furnished as part of the hospital's diagnostic services provided to outpatients.
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Denial Paragraph.--(Use with base paragraph alone or with base paragraph and OPH 1 and 2.)  Based on the information available when your claim was reviewed, we have determined that the (specify services) are not covered by Medicare because ___________________________________________.


Fill-ins:


o
There were no physician orders.  (See (1).)

o
Medicare does not cover such services for your diagnosis/condition.  (See (2).)

o
Your condition did not warrant the type/frequency/duration of the services.  (See (2).)

o
There was no documentation of symptoms or unstable medical condition to justify these services.  (See (1) and (3).)

o
They are not considered accepted standards of medical practice for your diagnosed condition.  (See (2).)

o
They were not provided as part of the physician's services.  (See (1).)

o
They were not provided under the direct supervision of a physician.  (See (1).)

o
The drugs are the type that are usually self-administered.  (See (1).)

o
They were not documented as being rendered.  (See (1) and (3).)


Use the following statutory and regulatory references as indicated:


(1)
Section 1861(s)(2)(B) of the Social Security Act and 42 CFR 410.27;

(2)
Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k); and

(3)
Section 1861(s)(2)(C) of the Social Security Act and 42 CFR 410.28.


OPH 3 - Psychiatric Services.

Paragraph 1.--Outpatient hospital psychiatric services must be provided under an individualized treatment plan and ordered and supervised by a physician.  The treatment must, at a minimum, be designed to reduce or control symptoms so as to prevent a relapse or hospitalization.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the services you received are not covered by Medicare because _________________________________.


Fill-ins:


o
There was no physician order.  (Section 1861(ff)(1) of the Social Security Act.)


o
There was no individualized treatment plan.  (Section 1861(ff)(1) of the Social Security Act.)
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o
There was no documentation of physician supervision or evaluation.  (Section 1861(ff)(1) of the Social Security Act.)


o
The documentation and other information does not support that your condition would deteriorate, relapse further, or require hospitalization if treatment were discontinued.  (Section 1861(ff)(2) of the Social Security Act.)


Paragraph 2.--Medicare covers family counseling services only if the primary purpose of such counseling is the treatment of your condition.  Based upon the information that was available when your claim was reviewed, the primary purpose of the family counseling was not related to your condition.  (Section 1861(ff)(2) of the Social Security Act.)


Paragraph 3.--Medicare does not cover vocational rehabilitation services (section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k)) and services that are primarily recreational or diversional in nature.  (Section 1861(ff)(2) of the Social Security Act.)


OPH 4 - Sleep Disorder Clinics.


Paragraph.--Medicare covers reasonable and necessary diagnostic sleep disorder tests for conditions related to narcolepsy, sleep apnea and impotence.  Medicare also covers therapeutic services appropriate for your condition.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the sleep disorder services are not covered beginning __________________ because ______________________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


Fill-ins:


o
Your diagnosis is not approved for diagnostic sleep disorder studies.


o
Your diagnosis requires only _______________ night(s) of sleep studies.  The remaining nights are not covered.


o
Only three sleep naps are required to confirm a diagnosis of narcolepsy.  The remaining visits are not covered.
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OPH 5 - Observation Room.


Paragraph 1.--Outpatient hospital observation services provided to evaluate an unstable medical condition or to determine the need for possible admission are covered.  These services must be ordered by a physician, or by another person authorized by the State and the hospital to admit patients or to order tests, and must be considered reasonable and necessary for your condition.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the services you received are not covered by Medicare because _________________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


Fill-ins:

o
There was no documentation of an unstable medical condition or a need for observation beginning _____________________.


o
The medical record shows that the observation services you received were provided for your convenience.


o
The services were provided for the convenience of your physician.


Paragraph 2.--No Medicare payment can be made for the observation room services you received because _____________________.


Fill-ins:


o
They are covered and paid as part of the outpatient surgical services you received.


o
They were provided on the day of your admission as an inpatient to the hospital or on the previous day and should be included as part of the inpatient bill.  We have advised the hospital to submit a corrected claim.  (Section 1861(s)(2)(B) and 42 CFR 410.27.)


B.
Cardiac Rehabilitation.--


Base Paragraph.--Medicare requires that certain conditions be met in order for outpatient hospital cardiac rehabilitation services to be covered.
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CR 1.--Unapproved Diagnosis.


Paragraph.--One condition for coverage is that you have a clear medical need and that you have had an acute heart attack within the preceding 12 months, or have had coronary bypass surgery and/or have stable angina pectoris.


CR 2.--Services Exceed Established Frequency/Duration Parameters.


Paragraph.--Services provided in a cardiac rehabilitation program are considered reasonable and necessary for up to 36 sessions, usually 3 per week in a 12-week period. The medical necessity for continued participation beyond 12 weeks must be clearly established in your medical records.


CR 3.--Sessions Did Not Include One of the Required Group 1 Services.


Paragraph.--To be covered by Medicare each exercise session must include at least one of the following:


o
Continuous cardiac monitoring during exercise;


o
An EKG rhythm strip with interpretation and physician's revision of treatment; or


o
Examination by the physician to adjust medications or for other treatment changes.


CR 4.--EKG Stress Test Exceeds Frequency Parameters.


Paragraph.--No more than one EKG stress test with physician monitoring at the beginning of the exercise program with a repeat test in 3 months is reasonable and necessary.  The medical necessity for stress tests in excess of the two allowed must be clearly established in your medical records.


CR 5.--Physical Therapy and Occupational Therapy Not Covered.


Paragraph.--Physical therapy and occupational therapy are not covered in a cardiac rehabilitation program unless you also have a diagnosed noncardiac condition,  e.g., a stroke or fractured hip that requires those services.


CR 6.--Psychotherapy and Psychological Testing Are Not Reasonable and Necessary.


Paragraph.--Psychotherapy and psychological testing are reasonable and necessary in a cardiac rehabilitation program only where the patient has a diagnosed mental, psychoneurotic or personality disorder or shows excessive anxiety or fear associated with the cardiac disease.
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CR 7.--Physician Must Be Readily Available and Accessible.


Medicare requires that a physician be in the exercise program area and in case of emergency be immediately available.


Denial Paragraph.--(Use with CR 1 through 7) Based on the information available when your claim was reviewed, we have determined that the _________________________ services on or beginning ____________________ are not covered because the condition(s) described above were not met.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


CR 8.--Patient Education Services Are Not Covered.


Paragraph.--Formal patient education services are not reasonable and necessary when provided as part of a cardiac rehabilitation exercise program.  Therefore, Medicare will not pay for these services.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


C.
Immunosuppressive Drugs.--


Base Paragraph.--Medicare covers drugs used in immunosuppressive therapy:


o
For 1 year following the date of discharge from the hospital stay for a Medicare covered organ transplant;


o
For drugs that have been approved by the FDA and are directly related to prevention of the organ rejection; and


o
Generally, for only a 30 day nonrefillable supply of drugs at a time.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the services are not covered by Medicare because _______________.


Fill-ins:


o
The transplant was not covered by Medicare.  (Section 1861(s)(2)(J) of the Social Security Act.)


o
More than 1 year has elapsed since your discharge from the hospital following the Medicare approved transplant.  (Section 1861(s)(2)(J) of the Social Security Act.)
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o
The drug(s) has/have not been approved by the FDA and/or is/are  not directly related to prevention of the organ rejection.  (Section 1861(t)(2)(A)(i) and 42 CFR 410.28 and 410.29.)

o
We have determined that you did not need more than a 30 day nonrefillable supply. Therefore the additional ____________________ day supply is not covered by Medicare.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)

D.
End Stage Renal Disease.--

ESRD 1.--Services Billed Separately That Are Included in Composite Rate.

Paragraph.--The composite rate method of paid dialysis services includes payment for certain routine items at specified frequencies.  These routine items may not be billed separately.  You are only responsible for any unmet deductible and coinsurance amounts that are shown on the Explanation of Medicare Benefits for the above period.  (Section 1881(b) of the Act and 42 CFR 413.170.)

ESRD 2.--Services Exceed the Frequency Allowed.

Paragraph.--Medicare will cover dialysis and training sessions, certain laboratory tests, x-rays and drugs and other studies at specified frequencies.  Any services exceeding these frequencies must be justified as reasonable and necessary for your condition.

Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the documentation does not support the medical need for additional ______________________ services.  Therefore, no payment will be made for the services you received from ______________ through _______________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)

NOTE:
Use paragraphs OPH 1. or OPH 2. from subsection A when denying nonroutine ESRD diagnostic and therapeutic services.

E.
Prosthetics.--

Base Paragraph.--Medicare will cover prosthetic devices other than dental when they are ordered by a physician and there are indications that the condition will be of a long and indefinite duration.  Prosthetic devices are generally prescribed to replace all or part of the function of an internal organ.

Denial Paragraph.--Based on the information available when your claim was reviewed we have determined that the _________________________ is not covered because _________________________________________.
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Fill-ins:

o
It is considered to be a temporary replacement item based on our review of your medical record.  (Section 1861(s)(8) of the Social Security Act and 42 CFR 410.36(b).)

o
It was dispensed prior to your actual need and cannot be considered appropriate for your condition at that time.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)

F.
Ambulance Services.--

Base Paragraph.--Medicare regulations provide that certain conditions must be met in order for ambulance services to be covered.

Amb 1.--Transportation to Nearest Appropriate Facility.

Paragraph.--One requirement is that you were transferred by ambulance to the nearest institution (hospital or nursing facility) with the appropriate facilities to care for your needs.

The term "appropriate facilities" means that the institution is generally equipped to provide the needed hospital or skilled nursing care for the illness or injury involved.  The individual physician who practices in a hospital is not a consideration in determining whether the hospital has appropriate facilities.  It is the institution, including its equipment, its personnel and its capability to provide the needed services that is the deciding factor.

Amb 2.--Transportation From One Facility to Another.

Paragraph.--Medicare covers ambulance transportation from one hospital to another only if the discharging institution does not have the facilities to treat the illness or injury.

Amb 3.--Medical Necessity.

Paragraph.--Medicare pays for ambulance service only when the use of any other method of transportation would endanger your health.

Amb 4.--Air Ambulance.

Paragraph.--Medicare does not pay the extra cost for air ambulance transportation unless the point of pickup is inaccessible by land vehicle or land transportation would endanger your health.
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Denial Paragraph 1.--Use with Amb. 2 and 3.


Based on the information available when your claim was reviewed, we have determined that this condition has not been met.  Therefore, no Medicare payment can be made for the ambulance service.  (Section 1861(s)(7) of the Social Security Act and 42 CFR 410.40.)


Denial Paragraph 2.--Use with Amb. 1 and 4.


Based on the information available when your claim was reviewed, we have determined that this condition has not been met.  Therefore, we have allowed payment for the cost of land transportation to the closest appropriate facility.  (Section 1861(s)(7) of the Social Security Act and 42 CFR 410.40.)


Amb 5.--Transportation to Physician's Office.


Paragraph.--Medicare does not cover ambulance transportation to and from a physician's office and your home.  For this reason, no Medicare payment can be made for this service. (Section 1861(s)(7) of the Social Security Act and 42 CFR 410.40.)


Amb 6.--Ambulance Not Certified to Participate in Medicare Program.


Paragraph.--The transportation must be furnished by an ambulance company certified to participate in the Medicare program.  _______________ is not certified to participate in the Medicare program. For this reason, no Medicare payment can be made for this service.  (Section 1861(s)(7) of the Social Security Act and 42 CFR 410.40.)


Amb 7.--Ambulance Services Inappropriately Billed.


The cost for _____________________ is included in the ambulance base rate and is not a separately billable item.  The hospital cannot bill you for this item.


G.
Outpatient Physical-Speech-Occupational Therapy.--


Paragraph.--To be covered by Medicare outpatient (insert physical therapy, speech therapy, and/or occupational therapy) services must be:


o
Reasonable and necessary for the treatment of your illness or injury, and at a level of complexity which requires the skills of a therapist;
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o
Ordered by the physician and certified/recertified every 30 days as being reasonable and necessary;


o
Of reasonable amount, frequency, and duration; and


o
Considered under accepted standards of medical practice to be specific and effective treatment for your condition, illness, or injury and provided with the expectation that improvement will occur in a reasonable period of time.


Rehab. 1 - Not Reasonable and Necessary.


Paragraph.--The medical information failed to document that your physical condition or your functional ability was impaired to the degree or extent that required the skills of a therapist.


Rehab. 2 - Amount, Frequency, and Duration Not Reasonable and Necessary.


Paragraph.--Based upon the medical information provided, we have determined that your condition did not warrant the amount, frequency, and duration of the (type) therapy services.


Rehab. 3 - No Expectation of Improvement in a Reasonable Time.


Paragraph.--The medical information provided did not indicate that the (type) therapy services you received were provided with the expectation that your condition would materially improve within a reasonable and predictable time, nor did your condition require a skilled therapist to manage, or to establish an effective maintenance program.


Rehab. 4 - Reached Potential.


Paragraph.--The medical information provided did not support your need for continued therapy after (date).  You had reached a level of function where further therapy would not materially improve your functional ability.  Additionally, your medical condition did not require the skills of a (type) therapist to manage your care or to establish a maintenance program after that date.
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Rehab. 5 - Time Has Been Allowed to Establish Maintenance Programs.


Paragraph.--The medical information provided indicated that the (type) therapy you received was to carry out a maintenance program after (date) when the program had been safely and effectively established.  These services do not require the skills or supervision of a therapist.


Rehab. 6 - Nonskilled.


Paragraph.--The medical information provided indicated that the therapy services you received were for overall fitness and general motivation.  These services generally do not require the skills of a therapist.


Rehab. 7 - Services Not Acceptable Treatment for Condition.


Paragraph.--The medical information provided indicated that the (type) therapy is not considered by Medicare as a generally acceptable and/or effective treatment for your condition.


Rehab. 8 - 

Paragraph.--The medical information provided shows that the (type) therapy services you needed beginning (date) was for repetitious exercises to maintain your function.  These exercises, were provided in the absence of any medical complication which would warrant the need for skilled care. The skills or supervision of a (type) therapist are not needed to manage or carry out such services.


Rehab. 9 -

Paragraph.--The medical information provided shows that the physical therapy services you needed beginning (date) were only for assistance with walking for distance and/or endurance.  These services do not require the skills or supervision of a physical therapist.


Rehab. 10 - Nonskilled Modalities.


Paragraph.--The type of treatment you received is not covered when given alone because it does not require the skills of a therapist to administer it.


Rehab. 11 - Duplicate Services.


Paragraph.--The medical information provided indicated that the services you received were a duplication of the _________________________ services.
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Rehab. 12  - No Physician Certification/Recertification.


Paragraph.--The medical information provided did not indicate that the services you received were ordered or certified/recertified by your physician at least every 30 days.


Rehab. 13 - Need For Evaluation/Reevaluation Not Established.


Paragraph.--The medical information provided did not support the need for an evaluation/reevaluation.


Rehab. 14 - Services in Excess of Physician's Orders.


Paragraph.--The medical information provided indicated that  (number)   of  (therapy) visits were rendered in excess of the physician's orders.


Denial Paragraph 1.--Therefore, these services are not covered by Medicare beginning __________________.


Denial Paragraph 2.--Therefore, payment will be made for  (number)  of visits.


NOTE:
For paragraphs 1 through 11 and 13 use §1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).  For paragraph 12 use §1835(a)(2)(C) of the Social Security Act and 42 CFR 424.24(c).  For paragraph 14 use '§1835(a)(2)(C) and 1861(p) of the Social Security Act and 42 CFR 424.24(c) and 42 CFR 410.60.


H.
Comprehensive Outpatient Rehabilitation Facility Services.--


Base Paragraph.--A CORF coordinates and provides multiple services for patients who need diagnosis, evaluation, or treatment of a medical condition.  Medicare can pay for CORF services when you are under the care of a physician who certifies your need for skilled rehabilitation services. The services must be ordered by a physician and be appropriate for the treatment of your condition.


CORF l.--Reasonable and Necessary Denial of PT, OT, and SLP Services.


Paragraph.--Use appropriate denial language in subsection G, except for paragraphs 12 and 14.


CORF 2.--No Physician Certification/Recertification.


Paragraph.--The medical information provided did not indicate that the services you received were ordered or certified/recertified by the physician at least every 60 days. Therefore, these services are not covered by Medicare beginning _______________. (Section 1861(cc)(1) of the Social Security Act and 42 CFR 410.105(c)(2) and (3).)
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CORF 3.--Nursing Services No Longer Reasonable and Necessary.


Paragraph.--Nursing service is covered as long as it is reasonable and necessary for the treatment of your condition.  These services include evaluation, treatment and teaching, and must be provided by or under the supervision of a licensed professional nurse.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the nursing services you received are not covered by Medicare because _________________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


Fill-ins:


o
The nurse continued to evaluate your condition when there were no significant changes in your medications and/or treatments which required skilled observation.


o
A reasonable amount of time has been allowed to teach you or your caregiver to learn the administration of medications and/or to perform the treatments ordered by your physician.


o
There were no instabilities in your medical condition that warranted the skills of a nurse.


CORF 4.--Social Services.


Paragraph.--Social services are covered when they contribute to the treatment of your medical condition and your rate of recovery.  If social or emotional problems exist to the degree that they impede the progress or stability of your medical condition, the services of a qualified medical or psychiatric social worker may be required.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined that the social services are not covered by Medicare because _____________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


Fill-ins:


o
The social services you received were directed toward minimizing the problems an illness creates and these problems did not impede the treatment of your medical condition or rate of recovery.


o
The social service visits which were furnished to counsel family members are not covered by the Medicare program.


o
It was determined that some of the visits which were made did not relate to your plan of care or assist in your recovery.  Therefore, Medicare will cover  (number)  of visits.
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o
The information provided shows that problems affecting the treatment of your medical condition or rate of recovery were resolved and that your need for social services ceased. Therefore, Medicare will cover (number) of visits.


CORF 5.--Psychological Services.


Paragraph.--Psychological services are covered when they contribute to the treatment of your medical condition and rate of recovery.  These include evaluation of your response to, and rate of, progress in rehabilitation and assessment of family or home situations that affect your treatment.


Denial Paragraph.--Based upon the information available when your claim was reviewed, we have determined that the psychological services are not covered by Medicare because _____________________________________.  (Section 1861(cc)(1)(D) of the Social Security Act and 42 CFR 410.100(i).)


Fill-ins:


o
There was no documentation of any mental or emotional factor that impeded your rehabilitation progress.


o
It was determined that some of the psychological services did not relate to your plan of care or assist in your recovery.  Therefore, Medicare will cover (number) of visits.


I.
Coverage Issues.--


CI 1.--Hyperbaric Oxygen (Outpatient Hospital Only).


Paragraph.--Medicare can cover hyperbaric oxygen therapy (oxygen supplied in a full body pressurized chamber) and the services used in connection with its administration only for specific conditions.  The condition for which you received this service does not meet the requirements for coverage.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


CI 2.--Alcoholism/Substance Abuse/Chemical Dependency (Outpatient Hospital Only).


Base Paragraph.--Medicare will cover outpatient hospital treatment services related to (insert dependency) that are provided for the diagnosis, evaluation, treatment and/or management of your condition.  These services must be ordered by a physician and must be reasonable and necessary for your condition and the type, amount, frequency and length of treatment must be appropriate.
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Based on the information available when your claim was reviewed, we have determined that these services are not covered by Medicare from               through ____________ because ______________________________________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


Fill-ins:


o
The type/amount/frequency/length of the services you received is not consistent with the symptoms and/or diagnosis of your illness.


o
The type/amount/frequency/length of the services you received is/are not appropriate for your condition.


o
The services were not provided by or under the supervision of your physician.


o
The services were provided without an established plan of care.


CI 3.--Sterilization (Outpatient Hospital Only).


Paragraph.--Medicare covers sterilization only when it is a necessary part of the treatment of an illness or injury.  Elective hysterectomy, tubal ligation and vasectomy in the absence of a disease for which sterilization is considered an effective treatment is not covered.  Therefore, Medicare cannot pay for these services.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


CI 4.--Decubitus Ulcers.


Paragraph.--Medicare covers certain treatments of decubitus ulcers (bedsores or pressure sores).  The (type) treatment that you received for your decubitus ulcer is not considered reasonable and necessary and does not meet the requirements for Medicare coverage. Therefore, Medicare will not cover the treatment(s) you received from ______________ through _______________.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


CI  5.--Educational Programs.


Paragraph.--Medicare does not cover educational programs that are not closely related to the care and treatment of your condition.  Programs designed to prevent illness by general instruction in good nutrition, exercise and hygiene are not considered reasonable and necessary for the treatment of illness or injury.  (Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)
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CI 6.--Biofeedback Therapy.


Paragraph.--Medicare covers biofeedback therapy only when it is ordered by your physician and is reasonable and necessary for the re-education of specific muscle groups, or for treating disease-based muscle abnormalities of spasticity, incapacitating muscle spasms or weakness when more conventional treatments (e.g., heat, cold, massage, exercise) have not been successful.  Biofeedback is not covered for the treatment of ordinary muscle tension or psychosomatic conditions.


Based on the information available when your claim was reviewed, we have determined that the biofeedback therapy is not covered by Medicare because _____________________. Section 1862(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)


Fill-ins:


o
The therapy was not given for one of the conditions listed as acceptable.


o
There was no indication that conventional treatments were unsuccessful.


CI 7.--Surgical Dressings Limited to Primary Dressings.


Paragraph.--Coverage of surgical dressings is limited to primary surgical dressings, i.e., therapeutic and protective coverings applied directly to lesions either on the skin or openings to the skin as the result of a surgical procedure.                          does not meet this definition.  Therefore, Medicare payment cannot be made for this item as a surgical dressing.  (Section 1861(s)(5) of the Social Security Act and 42 CFR 410.36(a).)


NOTE:
Use to deny Ace bandages, elastic stockings, support hose, etc., used as secondary dressings.


CI- 8.--Pain Rehabilitation Program (Outpatient Hospital Only).


Paragraph.--Medicare covers certain outpatient hospital pain rehabilitation programs, including group sessions under an individualized plan of treatment, if the pain is attributable to a physical cause, the usual methods of relieving pain have not been successful, and the pain has resulted in a significant loss of functional ability.  The services must be reasonable and necessary.


Denial Paragraph.--Based on the information available when your claim was reviewed, we have determined the services are not covered by Medicare because ___________________. (Section 1861(a)(1)(A) of the Social Security Act and 42 CFR 411.15(k).)
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Fill-ins:

o
The condition(s) described were not met.


o
Your condition did not warrant the type, frequency/duration of these services.


3722.5

Miscellaneous Denial Paragraphs-All Providers.--


MISC-1.--Beneficiary Refused to Request Reimbursement Under Hospital Insurance.


NOTE:
When you use this paragraph, omit the appeals paragraph.  Appeals procedures are not applicable unless there is a signed claim.


Paragraph.--No Medicare benefit can be paid for your stay because you did not request payment.  (Section 1814(a)(1) of the Social Security Act.)


If you decide to request payment under Medicare, please contact the facility which provided you the services before the time limit on filing claims expires.  (Sections 42 CFR 424.44(a)(1) and (2).)


MISC-2.--The Beneficiary's Physician Refuses to Certify the Stay or Services for a Reason Other Than Lack of Medical Necessity.


Paragraph (Hospital and SNF Inpatient).--Medicare payment cannot be made even though your stay in (name of provider) may have been medically necessary, because your attending physician did not sign the necessary certification.  (Section 1814(a)(2) of the Social Security Act and 42 CFR Part 424, Subpart B.)  However, the above institution may not charge you for any items or services which would have been paid for by Medicare had your physician signed the certification.  (Section 1866(a) of the Social Security Act.)


Add for inpatient stays in SNFs and in hospitals not reviewed by a PRO:


o
Although no benefits were paid, the number of days you spent as an inpatient of the above institution will be deducted from the total number of benefit days available to you.


Paragraph (All Other Services).--Medicare payment cannot be made for the services you received because your physician did not sign the necessary certification.  (Sections 1814(a)(2) and 1835(a)(2) of the Social Security Act and 42 CFR Part 424, Subpart B.) However, the provider of the services may not charge you for any items or services which would have been paid for by Medicare had your physician signed the certification.
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MISC-3.--Provider Fails to Submit Requested Information.


Paragraph.--Medicare payment cannot be made for the services you received from (name of provider) because the provider did not furnish the information we need to determine if the services you received were covered.  (Section 1815 of the Social Security Act.)  You are responsible only for any deductible or coinsurance which may apply and/or charges for services not included in the Medicare benefit.


However, if the claim is appealed, it may be decided that some or all of the services were not covered.  In that event, you may have to pay for the noncovered services.


Add for inpatient stays in SNFs and in hospitals not reviewed by a PRO:


o
Although no benefits were paid, the number of days you spent as an inpatient of the above institution will be deducted from the total number of benefits days available to you.


MISC-4.--Beneficiary (or His Representative) Is Responsible for the Failure of the Provider to File a Timely Claim.


Paragraph.--Medicare payment cannot be made for services you received because you did not file a timely request for payment. (Section 1814 (a)(1) of the Social Security Act.) Your request for payment was filed after (date) which was the last day you could request payment.


Because you did not file a timely request, you are responsible for all charges for services you received beginning (date).


MISC-5.--Provider Is Responsible for Failure to File a Timely Claim.


Paragraph.--Medicare payment cannot be made for the services you received because the provider furnishing the services did not file a timely claim.  (Section 1814(a)(1) of the Social Security Act.) However, you are not responsible for any items or services which would have been paid by Medicare had it filed within the time limitation.  You are responsible only for any deductible or coinsurance which may apply and/or charges for service not included in the Medicare benefit.


Add for inpatient stays in SNFs and in hospitals not serviced by a PRO:


o
Although no benefits were paid, the number of days you spent as an inpatient of the above institution will be deducted from the total number of benefit days available to you.
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MISC-6.--Beneficiary Failed to Submit Requested Information.


Paragraph.--Medicare received a claim for payment for you from the above provider, but has been unable to verify your entitlement to Medicare hospital insurance.  Although we have written you twice requesting verification or correction of your name and/or health insurance claim number, you have not responded.  Therefore, Medicare is unable to take any further action on your claim.  (Section 1815 of the Social Security Act.)


MISC-7.--Beneficiary Is Not Entitled to Hospital Insurance.


Paragraph.--Payment cannot be made for the services you received from the (name of provider) because the Social Security Administration's records show you are not entitled to hospital insurance benefits under Medicare.  (Section 1811 of the Social Security Act.) This notice refers only to hospital insurance.  Your Medicare Handbook explains the difference between hospital insurance and medical insurance.


If you believe this decision is incorrect, or need more information concerning Medicare hospital insurance benefits, please contact this office or any Social Security Office.


MISC-8.--Beneficiary Is Not Entitled to Medical Insurance.


Paragraph.--Payment cannot be made for services covered by medical insurance which you received from (name of provider) because the Social Security Administration's records show you are not entitled to medical insurance benefits under Medicare.  (Section 1831 of the Social Security Act.) This notice refers only to medical insurance.  Your Medicare Handbook explains the difference between medical insurance and hospital insurance.


If you believe this decision is incorrect, or need more information concerning Medicare medical insurance benefits, please contact this office or any Social Security Office.


MISC-9.--Beneficiary Is Not Entitled to Hospital Insurance and Medical Insurance.


Paragraph.--Payment cannot be made for the services you received from (name of provider) because the Social Security Administration's records show you are not entitled to hospital or medical insurance benefits under Medicare.  (Sections 1811 and 1831 of the Social Security Act.)


If you believe this decision is incorrect, or need more information concerning Medicare benefits, please contact this office or any Social Security Office.
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MISC-10.--Part A Services Were Furnished Prior to the Beneficiary's Entitlement to Hospital Insurance.


Paragraph.--Medicare records show you became entitled to hospital insurance on the first day of (show month and year).  Medicare cannot pay benefits under the hospital insurance program for services furnished you before that date.  (Section 1811 of the Social Security Act.)


If you believe this decision is incorrect, please contact this office or any Social Security Office.


MISC-11.--Part B Services Were Furnished Prior to the Beneficiary's Entitlement to Medical Insurance.


Paragraph.--Medicare records show you became entitled to medical insurance on the first day of (show month and year).  Medicare cannot pay benefits under the medical insurance program for services furnished you before that date.  (Section 1831 of the Social Security Act.)


If you believe this decision is incorrect, please contact this office or any Social Security Office.


MISC-12.--Part A Services Were Furnished After the Beneficiary's Entitlement to Hospital Insurance Terminated.


Paragraph.--Medicare records show your entitlement to hospital insurance benefits ended with the last day of (show month and year).  Medicare cannot pay benefits under the hospital insurance program for services furnished you after that date.  (Section 1811 of the Social Security Act.)


If you believe this decision is incorrect, please contact this office or any Social Security Office.


MISC-13.--Part B Services Were Furnished After the Beneficiary's Entitlement to Medical Insurance Terminated.


Paragraph.--Medicare records show your entitlement to medical insurance ended with the last day of (show month and year).  Medicare cannot pay benefits under the medical insurance program for services furnished you after that date.  (Section 1831 of the Social Security Act.)


If you believe this decision is incorrect, please contact this office or any Social Security Office.
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MISC-14.--Expenses Were Covered by a Workers' Compensation Plan.


Paragraph.--Medicare has determined that the medical services you received from the above provider of services are covered under a workers' compensation plan.  Services covered by a workers' compensation program cannot be paid for by Medicare.  (Section 1862(b)(2) of the Social Security Act.)  You may resubmit your claim for Medicare benefits if your workers' compensation claim is denied.


MISC-15.--Veterans Administration Paid, or Has Agreed to Pay the Entire Bill.


Paragraph.--Medicare has determined that the Veterans Administration paid, or has agreed to pay, for the services you received from the above provider.  Therefore, Medicare payment cannot be made for these services.  (Sections 1814(c) and 1835(d) of the Social Security Act.)


MISC-16.--A Governmental Agency Paid, or Will Pay, the Entire Bill.


Paragraph.--Medicare has determined that the medical services you received from the above provider were paid for, or will be paid for, by (name of governmental agency). Therefore, Medicare payment cannot be made for these services.  (Section 1862(a)(3) of the Social Security Act.)


MISC-17.--Services May be Covered Under the Black Lung Program.


Paragraph.--Medicare has determined that the medical services you received from the above provider of services may be covered under the Federal Black Lung program. Services covered by the Federal Black Lung program cannot be paid by Medicare. (Section 1862(b)(2) of the Social Security Act.) Submit your claim to:


Federal Black Lung Program

P.O. Box 74O

Lanham, MD  20706
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MISC-18.--Expenses May Be Covered by a No-Fault Insurance Policy or Plan.


Paragraph.--Medicare has determined that the medical services received from (name of provider) may be covered by a no-fault insurance policy or plan.  Services covered by no-fault insurance cannot be paid by Medicare.  (Section 1862(b)(2) of the Social Security Act.)  You may request the provider of services to resubmit your claim for Medicare benefits if your no-fault insurance does not pay your claim in full.


MISC-19.--Beneficiary Refused to Give Information Concerning Other Insurance Coverage.


Paragraph.--We received a claim for payment for you from the provider stated above, but have not been able to determine if you have other insurance which may be primary to Medicare.  Although we have contacted you for this information, you have not supplied us with the necessary information. We are, therefore, unable to take any further action on your claim.  (Section 1862(b) of the Social Security Act.)


Add for inpatient stays:


o
Although no benefits were paid, the number of days you spent as an inpatient of the above institution will be deducted from the total number of benefit days available to you.  (Section 1812(e) of the Social Security Act.)


MISC-20.--Expenses Covered by EGHP or LGHP Which Is Primary to Medicare.


Paragraph.--We have been informed that the medical services and supplies you received from the above provider are covered by an Employer Group Health Plan or Large Group Health Plan which is primary to Medicare.  (Section 1862(b)(1) of the Social Security Act.) Since the employer plan is the primary payer, no Medicare payment can be made for these services unless the employer plan is billed first.  Consult your employer and the State Insurance Commissioner or other official having jurisdiction, if necessary, to receive payment from your employer plan.  If the employer plan makes primary payment but does not pay the full charges, you may request that the provider resubmit your claim for secondary Medicare benefits.


When your Employer Group Health Plan or Large Group Health Plan is primary payer under the law, but fails to pay primary benefits or fails to make appropriate payment to the Medicare program, you have the right to take legal action against the Employer Group Health Plan or Large Group Health Plan and to collect double damages.  This is in accordance with §1862(b)(3) of the Social Security Act.
7-118
Rev. 1515 

02-91
PAYMENT PROCEDURES
3722.5(Cont.)


If you believe this decision is incorrect, please contact this office or any Social Security Office.


MISC-21

Condition.--Excluded services under Part A and Part B; e.g., noncovered dental care.


Paragraph.--Medicare payment cannot be made because the (identify service) you received are excluded from coverage under Sections 1862(a) ______ of the Social Security Act and 42 CFR _________.


Specify service and authority--


Cosmetic surgery (Section 1862(a)(10) and 42 CFR 411.15(h).)

Personal comfort items (Section 1862(a)(6) and 42 CFR 411.15(j))

Routine physical checkups (Section 1862(a)(7) and 42 CFR 411.15(a))

Eyeglasses and eye examinations (Section 1862(a)(7) and 42 CFR 411.15(b) and (c))

Hearing aids and examinations (Section 1862(a)(7) and 42 CFR 411.15(d))

Immunizations except pneumococcal vaccine and hepatitis B vaccine (Section 1862(a)(7) and 42 CFR 411.15(e))

Orthopedic shoes (Section 1862(a)(8) and 42 CFR 411.15(f))

Dental care (Section 1862(a)(12) and 42 CFR 411.15(i))

Routine foot care, and treatment for flat foot or subluxations (1862(a)(13) and 42 CFR 411.15(l))


MISC 22.--Inpatient Services.


Paragraph.--If Part A benefits are exhausted or otherwise not available, certain inpatient services are payable under the Part B benefit of the Medicare program.  These services may include diagnostic services and physical, occupational and speech therapy.  The services charged by the provider are not payable as a Part B service; therefore, no Medicare payment can be made for these services.  (Section 1832(a)(2)(B) of the Social Security Act.)


MISC 23.--


Condition.--Miscellaneous Denials


Paragraph.--Medicare payment cannot be made for the _________________ services billed for ________________ through _____________ because _______________________________.
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Fill-ins:


o
Vocational training is not a covered service.  (Section 1862(a)(2)(1) and 42 CFR 411.15(k).)


o
The provider is not certified to render the service.  (Section 1866 of the Social Security Act and 42 CFR Part 489.)


o
The services were not documented as being rendered.  (Sections 1812 and 1832 of the Social Security Act.)


o
The charges duplicate services billed in the fee schedule for laboratory tests and paid by Medicare.  (Section 1833(h) of the Social Security Act.)  The provider cannot bill you for these charges.


o
The charges are included in the radiology or other diagnostic test rate for the test paid by Medicare.  (Section 1833(n) of the Social Security Act.)  The provider cannot bill you for these charges except for unmet Part B deductible and for coinsurance.


3722.6
Limitation of Liability and Appeals Paragraphs (All Providers Except Hospitals).--


A.
Limitation of Liability Paragraphs.--Use one of the following limitation of liability paragraphs for all services that are denied as not reasonable and necessary or that represent custodial care.


Limitation of Liability - 1

Condition.--Full payment under limitation of liability (beneficiary and provider not liable).


Paragraph.--Medicare has paid the provider because of a special provision in the Medicare law which permits payment when 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 and for charges for services not covered by the Medicare benefit.


The receipt of this letter is notification that you are now aware that the services you received are not payable by Medicare.  Therefore, you will be liable for charges for the same services in the future under the same or similar conditions.  Even though payment is being made, if you disagree with the determination that the service(s) was/were not covered, you may appeal the determination.
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Limitation of Liability - 2

Condition.--No payment under limitation of liability (beneficiary liable).


Paragraph.--A provision in the Medicare law permits payment when neither you nor the provider knew, or had reason to know, that payment would be denied by Medicare. However, no Medicare payment can be made beginning  (date)  .  You should have been aware that the services were not payable by Medicare because (enter reason).


Limitation of Liability - 3

Condition.--No payment under limitation  of liability (provider fully liable).


Paragraph.--Medicare cannot pay for the services that you received.  However, you are not responsible for paying the provider for the services because you did not know that they would not be paid by Medicare.  You are, however, responsible for charges for services not included in the Medicare benefit.


If you have paid the provider for the denied services prior to the date you received a written notification of denial, the provider should refund your payment, including any amounts you paid for coinsurance.  If you have any difficulty in obtaining a refund, please contact this office or any Social Security Office (within 6 months of receipt of this letter) and provide the following:


o
A copy of this letter; and

o
The bill received for the services, receipts or other evidence of payments made to the provider.


The receipt of this letter is notification that you are now aware that the services you received are not payable by Medicare.  Therefore, you will be liable for such services in the future if the services are excluded from payment for the same reasons.


Limitation of Liability - 4

Condition.--Payment under limitation of liability (partial beneficiary liability).


Paragraph.--Medicare has paid the provider for services provided from (date) through (date), because of a special provision of the Medicare law which limits your liability and/or the liability of the provider when certain criteria are met.  This provision permits Medicare payment when neither you nor the provider knew, or had reason to know, that the services would be denied by Medicare.  For this period, you are responsible only for applicable deductible and coinsurance and for charges for services not included in the Medicare benefit.
Rev. 1515 
7-121

3722.6(Cont.)
PAYMENT PROCEDURES
02-91


Medicare also has determined that you should have been aware that the services you received would be excluded from Medicare payment beginning (date) because the provider notified you of their noncoverage on (date).  You are responsible for the charges for the services you received beginning on _________________.


The receipt of this letter is notification that you are now aware that the services you received are not payable by Medicare.  Therefore, you will be liable for such services in the future if the services are excluded from Medicare payment for the same reasons.


Limitation of Liability - 5

Condition.--Payment under limitation of liability (partial provider liability)


Paragraph.--Medicare has paid the provider for services provided from (date) through (date), because of a special provision of the Medicare law which limits your liability and/or the provider's, when certain criteria are met.  This provision permits Medicare payment when neither you nor the provider knew, or had reason to know, that the services would be denied by Medicare.  For this period, you are responsible only for applicable deductible and coinsurance and for charges for services not included in the Medicare benefit.


However, the provider was not paid for services furnished from (date) through (date), because it should have known that the care would not be paid for by Medicare.  For this period, you are responsible only for any charges for services not included in the Medicare benefit.


If you have paid the provider for denied services furnished in the period before you received written notification of denial, the provider should refund the amounts charged, including any amounts you paid for coinsurance.  If you have any difficulty in obtaining a refund, please contact this office or any Social Security Office (within 6 months of receipt of this letter) and provide the following:


o
A copy of this letter; and

o
The bill received for the services, receipts or other evidence of payments made to the provider.


The receipt of this letter is notification that you are now aware that the services you received are not payable by Medicare.  Therefore, you will be liable for such services in the future if the services cannot be paid by Medicare for the same reasons.


Limitation of Liability - 6

Condition.--No payment under limitation of liability (partial provider liability and partial beneficiary liability).
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Paragraph.--Medicare cannot pay for the services that you received.  You, and the provider which provided the services you received, must share the cost for those services.  You are not responsible for paying the provider for the services provided from (date) through (date) because of a special provision in the Medicare law.  Medicare has determined that you did not know that the services you received during that period were not payable by Medicare.  For this period, you are responsible only for charges for services not included in the Medicare benefit.


If you have paid the provider for the denied services furnished in the period before you received written notification of denial, the provider should refund the amounts charged, including any amounts you paid for coinsurance.  If you have any difficulty in obtaining a refund, please contact this office or any Social Security Office (within 6 months of receipt of this letter) and provide the following:


o
A copy of this letter; and


o
The bill received for services, receipts or other evidence of payments to the provider.


The receipt of this letter is notification that you are now aware that the services you received are not payable by Medicare.  Therefore, you will be liable for such services in the future if the services cannot be covered for the same reasons.


Medicare has determined that you should have been aware that the services you received beginning (date) would be denied Medicare payment because the provider notified you of their noncoverage on (date).  You are responsible for all charges for services you received beginning (date).


B.
Appeals Paragraph.--Add to all denial letters except where the beneficiary refuses to request Medicare payment.


Condition.--Appeals paragraph.


Paragraph - Part A.--If you do not agree with this determination, you have the right to appeal.  You must file a written request for reconsideration within 60 days from the date of your 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 written request for review within 6 months from the date of this notice.  You may make your request through this office or any Social Security Office.
Rev. 1515 
7-123

3722.6(Cont.)
PAYMENT PROCEDURES
02-91


C.
Notice to Provider When Either Beneficiary or Provider is at Fault Under the Limitation of Liability Provision.--Advise the provider in writing of its rights when services or items are not covered under Medicare.  As explained in §3781.4, such rights arise where the ultimate liability rests with the provider or, under certain circumstances, with the beneficiary.


Where ultimate liability rests with the provider, cover:


o
Why the services were not covered;


o
That the beneficiary was found without fault;


o
That no program payment is being made and that the provider must bear the cost of the service including any charges for coinsurance;


o
That the beneficiary will be informed that, should the provider obtain payment from him for such services, you will indemnify the beneficiary; and


o
That the provider has reconsideration rights regarding both the coverage issue and the issue of whether the provider exercised due care if the beneficiary elects not to appeal.


You may fulfill your obligation under this section by sending the provider a copy of the Medicare Notice sent to the beneficiary together with the following statement:


DATE________________


Dear Administrator:


The attached "Medicare Notice" informs the beneficiary that he/she has been relieved of liability for payment of certain items and services under the limitation of liability provision.  You, the provider, are ultimately liable for the beneficiary's waived charges, including any charges for coinsurance, since the items or services were not covered because they were not reasonable and necessary or constituted custodial care, and you, the provider, knew or could reasonably have been expected to know, that they were not covered.  Specifically, you are ultimately liable because: (give specific reasons why the provider is liable).


You may appeal this determination provided that the beneficiary does not exercise his/her appeal rights.  If the beneficiary appeals the initial determination, you are automatically made a party to the appeals determination.  If, however, the beneficiary or his/her representative has stated in writing that he/she does not intend to request a reconsideration, or the beneficiary's liability was entirely waived in the initial determination, you may initiate an appeal.
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You may ask for a reconsideration for hospital insurance (or a review for medical insurance) regarding both the coverage determination and the issue of whether you exercised due care.  The request for reconsideration must be filed within 60 days (or 6 months for a medical insurance review) from the date of receipt of this notice.  You may make the request through any Social Security Office or through this office.



______________________________

     Signature        


Where ultimate liability rests with the beneficiary, cover the following:


o
Why the services were not covered;


o
How and why the beneficiary was aware that the care was noncovered;


o
How and why the provider was found to have exercised due care;


o
That no Medicare payment will be made; and


o
That the provider has reconsideration rights regarding both the coverage issue and the issue of whether the provider exercised due care if the beneficiary elects not to appeal.


You may fulfill your obligation under this section by simply sending the provider a copy of the Medicare Notice that was sent to the beneficiary together with the following statement:


DATE____________________

Dear Administrator:


The attached "Medicare Notice" informs the beneficiary that he/she cannot be relieved of liability for payment for certain items and services under the limitation of liability provision.


You may appeal this determination provided that the beneficiary does not exercise his/her appeal rights.  If the beneficiary appeals his/her initial determination, you are automatically made a party to the appeals determination.  If, however, the beneficiary or his/her representative has stated in writing that he/she does not intend to request a reconsideration, you may initiate an appeal.
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You may ask for a reconsideration for hospital insurance (or a review for medical insurance) regarding both the coverage determination and the issue of whether you exercised due care.  The request for reconsideration must be filed within 60 days (or 6 months for a medical insurance review) from the date of receipt of this notice.  You may make the request through any Social Security office or through this office.



______________________________

     Signature        


3723.
SPECIAL NOTIFICATION LETTERS - REVERSALS OF NONCOVERAGE


Use the following model letter to notify a beneficiary (or representative) when you have reversed a noncoverage decision of the SNF or its URC.  (See §3900.1.)



INTERMEDIARY NAME


ADDRESS


DATE


Dear (Beneficiary or Representative):


This is to notify you that we have reviewed medical information submitted by (SNF's Name).  We have determined that the medical care and services that you received for your medical condition from (Date) to (Date) are covered under the Medicare program.


Add if partial reversal: However, the medical care and services that you received from (Date) to (Date) are not covered.


You are not responsible for any charges during the period (Date) except for deductible or coinsurance amounts that apply, or charges for service or items not covered by Medicare. If you have been billed by the nursing home and have paid for services during the covered period, you or your representative should request a refund, less the deductible or coinsurance amounts.


This Medicare determination applies only to services you received from (Date) to (Date). No determination has been made for services provided after this time.  If you were still in the provider after (Date) you may request that a bill be submitted to Medicare for a coverage decision.


If you have any questions regarding this notice, billing or refund, you may contact any Social Security Office or this office at the above address within 60 days and furnish the following documents: a copy of this notice, the bill(s) received for services, and receipts or other evidence of payments to the provider.



cc: Provider
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Use the following model letter to notify the provider of a reversal of its noncoverage decision and to direct the provider to submit a bill for coverage of the determined period. (See §3900.1.)


INTERMEDIARY NAME AND ADDRESS

Provider Name



Date

Address

Re:  (Beneficiary Name)


HICN:          
Dear Administrator:

The attached "Medicare Notice" informs the beneficiary that the medical services provided by your skilled nursing facility from (Date) to (Date) meet the requirements for Medicare coverage based on the medical information which you submitted.

If you have not already submitted a bill for this period, submit it within 30 days of the date of this letter.  Reimbursement will be made after you advise us, in writing, that payment has not been made by the beneficiary or other person (e.g., relatives, other insurance carrier or welfare) for covered services, or you submit evidence that a refund has been made.  

If the beneficiary remained in the facility after the period described above, you should decide whether to submit a claim for that care.  If you have any questions regarding this decision, please contact this office.

Sincerely,

Attachment
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3723.1
Letter Requesting SNF to Submit a Bill At Beneficiary's Request.--


INTERMEDIARY NAME


ADDRESS

TO:

Name of SNF
RE: Name of Beneficiary

Address

HICN

Date

DATE OF ADMISSION

The beneficiary or person acting on his/her behalf has requested that a determination of Medicare coverage be made for the stay in your facility from (Date) to (Date).

A search of our files indicates that no bill has been submitted for the period in question.

Submit a bill, (specify medical evidence needed) and a copy of the beneficiary denial notice for the period in question within 5 working days of the date of this letter.

Your provider agreement to participate in the Medicare program requires you to submit a bill to Medicare upon the beneficiary's (or his/her representative's) request even though you believe the services to be noncovered.  Beginning October 1, 1989 you are prohibited from collecting from the beneficiary or any other person payment for services which could be covered if a bill were submitted to Medicare.

A provider which repeatedly fails to comply with beneficiary's requests to submit bills for Medicare coverage decisions is subject to termination of its participation in the Medicare program.
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