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Filing for Payment
265.
FILING A REQUEST FOR PAYMENT AND CLAIM FOR PAYMENT

Medicare payment of reasonable costs may not be made for provider services furnished under Part A or Part B unless the beneficiary or his representative files a timely written request for payment and the provider files a timely claim.  (See §§268 - 271.4 for an explanation of time limits.)

Request the patient to complete the request for payment when the covered services begin if he is, or may be, a Medicare beneficiary, i.e., he is at least age 65 or there is a reason to believe he may be a beneficiary.  If the beneficiary does not file his request upon admission or start of care, he may file it later with you.  Once the patient or his representative has filed the request for payment with you, file a claim for payment (billing) your intermediary.  (See §269 for hospital and beneficiary liability where a claim is not filed timely.)

You have filed a claim for an item or service reimbursable on a cost basis if you submitted to your intermediary a HCFA billing form that includes the item or service.  The fact that the item or service is shown on the wrong form (e.g., Part B ancillary services on an HCFA-1453 rather than HCFA-1483), or under the wrong item of the form (e.g., a blood processing service under "blood") is immaterial if it is clear, or can be established, that you were claiming reimbursement for the item or services.

266.
REQUEST FOR PAYMENT

266.1 Billing Form as Request for Payment.--Each billing form used by hospitals contains a patient's signature line incorporating the patient's request for payment of benefits, authorization to release information, and assignment of benefits.  When the billing form is used as the request for payment, it must be signed.  (See §266.2 for requests on hospital records.)  Forward the request for payment to your intermediary (Part B carrier in the case of the HCFA-1500) or to HCFA where you deal directly with the Government.

The billing form, as a request for payment, must be signed in connection with each inpatient admission, even though multiple admissions may occur during the same spell of illness.  Only one request for payment has to be signed, however, for each inpatient admission even though an extended stay occasions multiple billings.  Where a hospital billing form is used as the request for payment for Part B services, a signature is required with each billing.

266.2
Request for Payment on Provider Record--In place of signatures on billing forms, you may use a procedure under which the signature of the patient (or his representative under §266.5) on your records serves as the request for payment for your services, for physician services for which you are authorized to bill under §400.6 and for any other physician services furnished in the hospital.  In the case of physician services, claims may be submitted on either an assigned or unassigned basis.
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To implement the procedure, incorporate language along the following lines in your records:


Statement to Permit Payment

of Medicare Benefits to Provider,

Physicians and Patient 

NAME OF BENEFICIARY
HI CLAIM NUMBER
I request payment of authorized Medicare benefits to me, or on my behalf, for any services furnished to me by or in (name of hospital), including physician services.  I authorize any holder of medical and other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.

For services furnished to inpatients the request is effective for the period of confinement.  For services furnished by, or in, a hospital on an outpatient basis, the request is effective until revoked. If a patient objects to part of the request for payment, annotate the statement accordingly and notify any physician affected.

If submitting claims under this procedure, indicate on the claim form that you have obtained the patient's signature, by checking the block "Signature contained in the provider record," or, if the form does not contain such a block, by entering "Patient's request for payment in file" on the patient's signature line of the claim.  A physician or medical group submitting claims under this procedure indicates that the hospital has obtained the patient's signature, by entering on the patient signature line of the claim, "Patient's request for payment on file in (name of hospital)."

In using this procedure, you, the physician and/or medical group undertake:

1.
To complete and submit promptly the appropriate Medicare billing form whenever services were provided to a Medicare beneficiary - even when assignment is not accepted for the physician services.

2.
To incorporate, by stamp or otherwise, information to the following effect on any bills sent to Medicare patients:  "Do not use this bill for claiming Medicare benefits.  A claim has been, or will be, submitted to Medicare on your behalf."  This is necessary to prevent patients from submitting duplicate claims.

You also undertake to make the patient signature files available for carrier and intermediary inspection on request.

The intermediary and carrier must make periodic audits of signature files selected on a random basis. The carrier may arrange with the intermediary for the latter to perform this function on its behalf.
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266.5
Signature on the Request for Payment by Someone Other Than the Patient.--If at all practical, the patient should sign the request, whether on the billing form or on the provider's record, at the time of admission.

In certain circumstances, it would be impracticable for an individual to sign the request for payment himself because when he is admitted to a hospital or first receives outpatient services, he is unconscious, incompetent, in great pain, or otherwise in such a condition that he should not be asked to transact any business.  In such a situation, his representative payee (i.e., a person designated by the Social Security Administration to receive monthly benefits on the patient's behalf), a relative, legal guardian, or a representative of an institution (other than a hospital) usually responsible for his care, or a representative of a governmental entity providing welfare assistance, if present at time of admission, should be asked and permitted to sign on his behalf.

A.
Provider Signs Request.--If, at the time of admission, the patient cannot be asked to sign the request for payment and there is no person present exercising responsibility for him, an authorized official of the hospital may sign the request.  Except in the outpatient case described below, where the patient is not physically present, a hospital should not routinely sign the request on behalf of any patient.

The hospital need not attempt to obtain the patient's signature where the physician sends a specimen (e.g., blood or urine sample) to a laboratory of a participating hospital for analysis, the patient does not go to the hospital, but the tests are billed on an assignment basis through it.  The hospital may sign on behalf of the patient and should note in the space provided for the patient's signature in Item 12 on the Provider Billing for Medical and Other Health Services (HCFA-1483) and any accompanying Provider Billing for Patient Services by Physicians (HCFA-1554), "Patient not physically present for tests."  This does not apply in cases in which the patient actually goes to the hospital laboratory for tests and the hospital fails to obtain the patient's signature while he is there.

B.
Patient Dies Before Signing Request for Payment.--If the patient dies before the request for payment is signed, it may be signed by the legal representative of his estate, or by any of the persons or institutions (including an authorized official of the hospital) who could have signed it had he been alive and incompetent.

A request for payment for inpatient hospital services filed with the hospital may serve as an application for HI entitlement when filed by or on behalf of a live patient, but not when filed on behalf of a deceased patient.  (See §308.)

C.
Need for Explanation of Signer's Relationship to Patient.--When someone other than the patient signs the request for payment, the signer will submit a brief statement explaining his relationship to the patient and the circumstances which made it impractical for the patient to sign. The hospital will forward this statement with its billing, or retain it in its files if the signature is obtained on the hospital's own record.

266.6
Refusal by Patient to Request Payment Under the Program.--A patient on admission to a hospital may refuse to request Medicare payment and agree to pay for his
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services out of his own funds or from other insurance.  Such patients may have a philosophical objection to Medicare or may feel that they will receive better care if they pay for services themselves or they are paid for under some other insurance policy.  The patient's impression that another insurer will pay for the services may or may not be correct, as some contracts expressly disclaim liability for services covered under Medicare.  Where the patient refuses to request Medicare payment, the hospital should obtain his signed statement of refusal wherever possible.  If the patient (or his representative) is unwilling to sign, the hospital should record that the patient refused to file a request for payment but was unwilling to sign the statement of refusal.

In any event, there is no provision which requires a patient to have covered services he receives paid for under Medicare if he refused to request payment.  Therefore, a hospital may bill an insured patient who positively and voluntarily declines to request Medicare payment.  However, if such a person subsequently changes his mind (because he finds out his other insurance will not pay or for another reason) and requests payment under the health insurance program within the prescribed time limit, the hospital must bill the intermediary.  The hospital should then refund to the patient any amounts he paid in excess of the permissible charges.

Where a patient who has declined to request payment dies, his right to request payment may be exercised by the legal representative of his estate, by any of the persons or institutions mentioned in the second paragraph of §266.5, by a person or institution which paid part or all of the bill, or in the event a request could not otherwise be obtained, by an authorized official of the hospital.  This permits payment to the hospital for services which would not otherwise be paid for and allows a refund to the estate or to a person or institution which paid the bill on behalf of the deceased.
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See §269 for effect on beneficiary and hospital of refusal to file.

266.7
Establishing Date of Filing.--Whenever the last day for timely filing of a claim for payment (billing) falls on a Saturday, Sunday, legal holiday, or other day all or part of which is a nonworkday for Federal employees because of Federal statute or executive order, the claim will be considered timely if it is filed on the next workday.

266.8
Use of Postmark to Establish Filing Date.--Where a claim is submitted by mail, the claim can be considered filed on the day the envelope was postmarked in the United States.


Time Limits--Cost Reimbursement
268.
TIME LIMITS FOR REQUESTS AND CLAIMS FOR PAYMENT FOR SERVICES REIMBURSED ON A REASONABLE COST BASIS


Program payment of reasonable costs may not be made under Part A or Part B for hospital services (including emergency services) unless the beneficiary or his representative has filed a timely request for payment, and the hospital has filed a timely claim.  (See § 265.)


268.1
Usual Time Limit.--Effective with claims filed after December 31, 1974, the beneficiary request and the hospital claim must be filed on or before December 31 of the calendar year following the year in which the services were furnished except as provided in §§268.2 and 268.3 below.  Services furnished in the last quarter of the year are considered furnished in the following year; i.e., the time limit is 2 years after the year in which such services were furnished.


EXAMPLE l:
A Medicare beneficiary received inpatient hospital services at General Hospital in September 1974.  The beneficiary signed a request for Medicare payment at the time of admission. The hospital immediately submitted an admission notice and received a prompt reply.  The hospital billing for the services must be filed with the intermediary on or before December 31, 1975, the close of the year following the year in which the services were furnished.


EXAMPLE 2:
A Medicare beneficiary received diagnostic tests at the outpatient department of General Hospital in November 1974 but did not inform the hospital of his entitlement to Part B of Medicare at that time.  His request for Medicare payment must be filed with the hospital and the hospital billing must be filed with the intermediary by December 31, 1976, the close of the year following the year the services were "furnished."
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