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400.
GENERAL REQUIREMENTS

A.
Forms.--HCFA-1450, Inpatient and/or Outpatient Billing, is used for all hospital billing, except for the professional component of physicians services.  (See §460 for completing the HCFA-1450.)

You are responsible for purchasing your own forms.  They can be bought as a regular stock item from many printers as a snap-out set or as a continuous pin-feed form (either glued on the side or not) and are available as carbonless or with carbon paper.  Medicare accepts them all.  The standard form set contains four copies, one page of which is designed to bill the patient.


Special orders can be made for fewer copies, e.g., one-part for a Medicare hospice election, three-part excluding patient copy.

1.
HCFA-1490S Patient's Request for Medicare Payment.--This is used only by beneficiaries (or their representatives) who complete and file their own claims.  You have no need for this form. 

2.
HCFA-1500 Health Insurance Claim Form.--This is the prescribed form for claims prepared by physicians or suppliers whether or not the claims are assigned.  You may use the HCFA-l500 to bill the Part B carrier for the professional component of physicians' services where applicable.  

Form HCFA-1450, is processed by your intermediary.

B.
Repeat Admissions.--A patient who requires follow-up care or elective surgery may be discharged and readmitted or may be placed on a leave of absence. 

You may place a patient on a leave of absence when readmission is expected and the patient does not require a hospital level of care during the interim period.  Examples could include, but are not limited to, situations where surgery could not be scheduled immediately, a specific surgical team was not available, bilateral surgery was planned, or when further treatment is indicated following diagnostic tests but cannot begin immediately.  Do not use the leave of absence billing procedure when the second admission is unexpected.

PROs review acute care hospital admissions occurring within 30 days of discharge from an acute care hospital if both hospitals are in the PRO's area and if it appears that the two confinements could be related.  Two separate payments would be made for these cases unless the PRO denies a readmission to the same hospital.

NOTE:
PRO review and the PRO's authority to deny readmissions is not limited to readmissions within 30 days.  It has the authority to deny the second admission to the same hospital no matter how many days elapsed since the patient's discharge.
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Placing a patient on a leave of absence will not generate two payments.  Only one bill and one DRG payment is made.  The PRO does not consider leave of absence bills two admissions.  It may select such bills for review for other reasons.

C.
Leave of Absence.--PPS providers submit one bill for covered days and days of leave when the patient is ultimately discharged.  Non-PPS providers submit an interim bill when a patient is placed on a leave of absence with code 30, still patient in FL 22, Patient Status.


Bill for covered days with days of leave included in FL 8, Noncovered Days. Noncovered charges for leave of absence days (holding a bed) may be omitted from the bill or may be shown under revenue code l8x.  You will be instructed on which billing method to use by your intermediary.  Even though the program may not be billed for days of leave, do not charge a beneficiary for them.

Where a patient on leave of absence from a non-PPS hospital who was shown as "Still Patient" on an interim bill:

o
Has not returned within 60 days, including the day leave began, or 

o
Has been admitted to another institution at any time during the leave of absence, submit an adjusted bill.  

Show the day the patient left the hospital as the date of discharge.  (A beneficiary cannot be an inpatient of two institutions at the same time.)  This closes the "open item" on the patient's utilization record.

NOTE:
Home health or outpatient services provided during a leave of absence do not affect the leave and no discharge bill is required unless the above events occur.

D.
Inpatient Admission After Outpatient Services.--Sometimes a patient is admitted as an inpatient after receiving services.  If the patient is admitted as an inpatient before midnight of the third day after the day outpatient services were rendered, all services are considered inpatient services for billing purposes.  Such services are billed under the appropriate revenue code.  The day of formal admission as an inpatient is considered as the first day of inpatient hospital services.


E.
Charges or Reimbursement Not Exceeding Deductibles.--Submit a bill even where the patient is responsible for a deductible which covers the entire amount of the charges for non-PPS hospitals, or in PPS hospitals, where the DRG payment amount will be less than the deductible.
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F.
Part B Entitlement Only or Part A Benefits Otherwise Not Payable.--Where the patient has Part B entitlement only, or Part A benefits are not otherwise payable, submit a HCFA-l450 (bill type l2x) for the covered ancillary services.  If there is Part A entitlement for part of the stay, submit a HCFA-l450 for the services payable under Part A (bill type llx) and another HCFA-l450 (bill type l2x) for the services payable under Part B.

G.
Billing for Services Rendered.--Bill only for services provided. If your system initiates billing based on services ordered, you must confirm that the service has been provided before billing either the carrier or intermediary.

H.
Billing Procedures to Avoid Duplicate Payments.--Install adequate billing procedures to avoid submission of duplicate claims.  This includes duplicate claims for the same service and outpatient bills for nonphysician services considered included in the DRG for a related inpatient admission in your facility or in another hospital.  

Where you bill separately for nonphysician services provided to a patient either on the day before admission to a PPS hospital or during a patient's inpatient stay, the claim will be rejected by your intermediary as a duplicate and you may be subject to sanction penalties per §1128A of the Act.
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401.
CLAIMS PROCESSING TIMELINESS

A.
Claims Processing Timeliness Requirements.--"Clean" claims must be paid or denied within the applicable number of days from their receipt date as follows: 

Time Period for Claims Received



Applicable Number of Days

01-01-93 through 09-30-93





24 for EMC &

27 for paper claims


10-01-93 and later







30

See §401.C for the definition of a clean claim.  All claims (i.e., paid claims, partial and complete denials, no payment bills) including PIP and EMCs are subject to the above requirements.

The count is started on the day after the receipt date and ends on the date payment is made.  For example, for clean claims received October 1, 1993, and later, if this span is 30 days or less, the requirement is met.

B.
Payment Floor Standards.--Your intermediary does not pay, issue, mail, or otherwise pay for any claim it receives from you within the waiting period as indicated below.  The length of the waiting period is determined by the date a claim is received.  Your intermediary starts its count on the day after the day of receipt.  For example, a paper claim received October 1, 1993, can be paid on or after October 28, 1993.  An electronic claim received November 1, 1993 can be paid on or after November 15, 1993.

Claims Receipt Date




Waiting Period (Calendar Days)
01-01-93 through 09-30-93




14 for EMC & 

26 for paper claims

10-01-93 and later






13 for EMC &

26 for paper claims

NOTE:
No-payment claims are not subject to the payment floor standards.

C.
Interest Payment on Clean Non-PIP Claims Not Paid Timely.--Interest must be paid on clean non-PIP claims if payment is not made within the applicable number of calendar days after the date of receipt as described in subsection A.  For example, a clean claim received on October 1, 1993, must have been paid before the end of business on October 31, 1993.  Interest is not paid on:

o
Claims requiring external investigation or development by your intermediary;

o
Claims on which no payment is due; 

o
Full denials; or

o
Claims for which you are receiving PIP.
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However, PIP on inpatient bills does not preclude interest payments on outpatient bills.

Interest is paid on a per bill basis at the time of payment.

Interest is paid at the rate used for §3902(a) of title 3l, U.S. Code (relating to interest penalties for failure to make prompt payments).  The interest rate is determined by the applicable rate on the day of payment.

This rate is determined by the Treasury Department on a 6 month basis, effective every January and July 1st.  Effective January 1, 2000, you may access the Treasury Department web page--www.publicdebt.treas.gov/opd/opdprmt2.htm semi annually for the new rate.  Your intermediary notifies you of any changes to this rate.  

Interest is calculated using the following formula:

Payment amount x rate x days divided by 365 (366 in a leap year) = interest payment.

The interest period begins on the day after payment is due and ends on the day of payment.

EXAMPLES:


Clean Paper Claim

Clean Electronic Claim
Date Received


November 1, 1993

November 1, 1993

Payment Due


November 28, 1993

November 15, 1993

Payment Made


December 3, 1993

December 2, 1993

Interest Begins


December 2, 1993

December 2, 1993

Days for Which


  Interest Due


2





1

Amount of Payment

$100





$100

Interest Rate


5.625%



5.625%

Use the following formula:

o
For the clean paper claim--$100 X .05625 X 2 divided by 365 = $.0308 or $.03 when rounded to the nearest penny.

o
For the clean electronic claim--$100 X .05625 X 1 divided by 365 = $.0154 or $.02 when rounded to the nearest penny.

When interest payments are applicable, your intermediary indicates for individual claims the amount of interest on their remittance record to you.

D.
Definition of Clean Claim.--A "clean" claim is one that does not require your intermediary to investigate or develop external to their Medicare operation on a prepayment basis.

Examples of clean claims are those that:

o
Pass all edits (intermediary and Common Working File (CWF)) and are processed electronically;

o
Do not require external development by your intermediary and are not approved for payment by CWF within 7 days of your intermediary's original claim submittal for reasons beyond your intermediary's or your control; 
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o
Are investigated within your intermediary's claims, medical review, or payment office without the need to contact you, the beneficiary, or other outside source;

o
Are subject to medical review but complete medical evidence is attached by you or forwarded simultaneously with EMC records in accordance with your intermediary's instructions.  If your intermediary requests medical evidence, see first item under §401.E; or 

o
Are developed on a postpayment basis.

E.
Other Claims.--Claims that do not meet the definition of "clean" claims are "other" claims. "Other" claims require investigation or development external to your intermediary's Medicare operation on a prepayment basis.  Other claims are those that are not approved by CWF which your intermediary identifies as requiring outside development.  Examples are claims on which your intermediary:
o
Requests additional information from you or another external source.  This includes routine data omitted from the bill, medical information, or information to resolve discrepancies;

o
Requests information or assistance from another contractor.  This includes requests for charge data from the carrier, or any other request for information from the carrier;

o
Develops MSP information;

o
Requests information necessary for a coverage determination; 

o
Performs sequential processing when an earlier claim is in development; and

o
Performs outside development as a result of a CWF edit.

F.
Continuation of PIP.--PIP is continued upon request to subsection (d) hospitals that received PIP on June 30, l987, until your intermediary meets the requirement to pay 95 percent of all clean claims (for which PIP payment is not made) in the applicable number of days for 3 consecutive months.  (See §401.A for the applicable number of days.)  

Regardless of your intermediary's claims processing timeliness performance on clean, non-PIP bills, PIP will be continued, upon request, for:

o
DSHs that have at least a 5.l percent disproportionate share adjustment (as discussed below); or

o
Rural hospitals with l00 or fewer beds. 

The request to continue PIP by such hospitals is a one time opportunity and must have been made no later than July 1, 1987, but only for hospitals that:

o
Received PIP on June 30, l987; and
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o
Continued to meet requirements specified in regulations that were applicable on October l, l986.  (Qualified DSHs and rural hospitals with 100 or fewer beds may receive PIP payments indefinitely provided that they continue to meet standards established by the Secretary that were applicable on October 1, 1986.)

Section 1815(e)(1)(B)(i) of the Act (as added by §9311(a)(1) of OBRA 86), requires the amount of a hospital's disproportionate share adjustment percentage for purposes of this PIP provision be based upon the data base used by HCFA to standardize the FY 1987 PPS rates.  The disproportionate share adjustment was calculated by HCFA from your percentage of low income patients based on the FY 1985 SSI/Medicare data and the Medicaid percentage from the FY 1984 cost report data.  Your intermediary has been furnished a listing of DSH payment percentages to use in determining whether you meet the DSH requirement to retain PIP.  It will tell you whether you meet the requirement.

Except as follows, the listing is used by your intermediary to determine whether you meet the 5.1 percent criterion.  You meet the criterion if you included adequate Medicaid days on your 1984 cost report but HCFA failed to properly include them in its data base when computing the 1984 Medicaid percentage.  You also can meet the criterion where you had adequate Medicaid days in your 1984 cost reporting year even though you did not include the data in your cost report.

In the latter situation, submit to your intermediary previously unsubmitted Medicaid data applicable to the 1984 cost report (cost reports beginning October 1, 1983 through September 30, 1984).  Your intermediary verifies the accuracy of this data and takes appropriate steps, including audit where necessary, to assure the data's validity.

Your request and the data must be received by your intermediary no later than 3 years from the date of the Notice of Program Reimbursement for the 1984 cost report.  However, a hospital not on the listing may not have PIP after June 30, 1987, pending your intermediary's evaluation of the data (or its determination that you qualify as a result of 1984 data not having been properly included in HCFA's data base).  Your intermediary advises you whether your request has been approved and, if so, when you can expect to be reinstated.
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For rural hospitals to continue PIP, they must be located in a rural area (as defined for PPS) and have 100 or fewer beds on July 1, 1987.  A rural hospital is a hospital outside any Metropolitan Statistical Area (MSA).  In determining the bed count, a bed means a general routine or intensive care type adult or pediatric bed maintained in a patient care area for inpatient lodging.  Do not count beds assigned to newborns, to custodial or domiciliary care, to units excluded from PPS, to hospital based SNFs, to areas maintained and utilized for only a portion of a patient's stay, or primarily for special procedures (e.g., labor rooms, birthing rooms, postanesthesia and postoperative recovery rooms, outpatient areas or emergency rooms, or ancillary departments).

Where you have significant cash flow problems as a result of removal from PIP, accelerated payments are payable in accordance with Provider Reimbursement Manual §2412.
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If you have previously elected PIP and continue to qualify, PIP is continued for:

o
Inpatient services from hospitals other than subsection (d) hospitals; or

o
Hospitals which receive payment under a State hospital payment system under §§1814(b)(3) or 1886(c) of the Act, if payment on a PIP basis is approved by HCFA as an integral part of such a payment system.

G.
Criteria for Removal From PIP.--If you do not meet the exceptions in subsection E and for April, May, and June, your intermediary pays 95 percent of clean, non-PIP bills in 30 days after the day of receipt, PIP will be discontinued for subsection (d) hospitals beginning July 1, 1987 for bills with discharge dates of July 1, 1987 and later.

Subsection (d) hospitals are hospitals in the 50 States, D.C., and Puerto Rico other than:

o
Psychiatric hospitals

o
Rehabilitation hospitals

o
Whose inpatients are predominantly under 18 years old; and

o
Whose average inpatient length of stay exceeds 25 days.

NOTE:
PIP is continued to New Jersey subsection (d) hospitals as indicated in subsection E.

Excluded units of subsection (d) hospitals are treated in the same manner as the hospital.

If your intermediary did not pay 95 percent of clean bills 30 days for April, May, or June 1987, PIP will be discontinued with the first month after your intermediary has met, for 3 consecutive months, the claims processing timeliness standard described in subsection A.

H.
Reinstatement of PIP.--If your intermediary fails to pay 95 percent of all "clean" claims (for which PIP payment is not made) in the applicable number of days as described in subsection A for each of 3 consecutive months, PIP may be implemented for subsection (d) hospitals if they qualify and request it.  (See §2407 of the Provider Reimbursement Manual for requirements for PIP.)

401.1
Enforcement of Billing Timeliness and Accuracy Standard to Continue PIP.--

A.
General.--To remain on PIP, you must submit 85 percent of your bills timely and accurately.  Timely and accurately means that 85 percent of your bills (excluding those below) are submitted within 30 days of discharge and pass the intermediary's front-end edits for consistency and completeness.  A bill is not considered received unless it can pass these edits.  The intermediary accumulates statistics on inpatient, home health and SNF billing performance for each PIP provider to monitor whether you meet these requirements.  These instructions do not affect bi-weekly payments for pass-throughs (Provider Reimbursement Manual (PRM) §2405.2) and for adjustments to indirect cost for medical education (PRM §2405.3.)
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The evaluation for timeliness of billing will be consistent with the frequency for monitoring payment amounts under the PIP program.  For non-PPS providers the evaluation process is scheduled at 3 month intervals and PPS providers are evaluated every 4 months.  The evaluation includes data from the entire 3 or 4 month period.  To remain on PIP, you must bill 85 percent of your cases for the evaluation period within 30 days of discharge or thru date on interim bills.  Count the date from FL 6 to the date it is received.  If you do not meet the criteria, PIP will be discontinued immediately.  The periodic performance report that you will receive in accordance with subsection B constitutes advance notice before removing you from PIP.

Exclude the following cases:

o
MSP cases (value codes 12-l6 and 41-43);


o
PRO prepayment review cases (code l, 3, or 4 in FL 24-30);

o
Discharge before October l, l985;

o
Any other special situations identified by the intermediary or you that can be documented as beyond your control.  Such exclusions must be approved by the RO; and

o
Bills that have not passed the intermediary's front-end edits for acceptance. (They are counted as received when acceptable to the edit processes.)

Statistics will be accumulated monthly and summarized for the entire evaluation period.

B.
Procedures for Measuring and Reporting.--The intermediary will accumulate a record for each bill that passes its front-end edits.  The bill will be counted in the month received, regardless of the discharge month.  A report will be provided to you l0 work days after the end of the month indicating the:

o
Total number of bills received;

o
Number not excluded;

o
Number not excluded received in 30 days or less; and

o
Percentage not excluded received in 30 days or less.

If you fail to meet the standards, you will be provided individual case identification of claims that were not billed within 30 days of discharge or the thru date.  Only claims that are not excluded as described in subsection A will be listed.  The report will be furnished in electronic media unless the intermediary determines paper listings would be cheaper for them to process.  If electronic media is used, the intermediary uses the following record format:
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Fld.
Description
Psn.
Picture
Just.
From
Thru
1
Provider Number
6
X(6)
L
00l
006

2
Blank
3
X(3)

007
009

3
Blank
l
X

0l0

4
HICN
l2
X(l2)
L
0ll
022

5
Blank
l
X

023

6
Beneficiary Surname
6
X(6)
L
024
029

7
Blank
l
X

030

8
Patient Control Number
l7
X(l7)
L
03l
047

9
Blank
l
X

048

l0
From Date
6
9(6)

049
054

ll
Blank
l
X

055

l2
Discharge or Thru Date
6
9(6)

056
06l

l3
Blank
l
X

062

l4
Date Bill Received
6
9(6)

063
068

l5
Blank
l
X

069

l6
Days Elapsed
4
9(4)
R
070
073

If sub-provider identification is used, positions 7, 8, and 9 may be utilized.

C.
Reinstatement of PIP.--An intermediary may not reinstate PIP  until you meet all criteria in PRM §§2405.lB and 2407 and have met the requirements in subsection A for timeliness and accuracy for 6 consecutive months.

D.
New Requests for PIP.--An intermediary will evaluate new requests for PIP as in subsections A and B.  At least 3 months experience is required for new requests, (except for new providers with less experience).

E.
Hospitals on l00 Percent PRO Prepayment Review.--The 30 day requirement for submitting bills to intermediaries is not applicable.  The RO makes determinations of timely and accurate bill submissions by hospitals for which the PRO reviews l00 percent of the discharges before payment.  However, other standards remain applicable for retaining PIP.  See Provider Reimbursement Manual §§2405.lB and 2407. 

Rev. 572
4-25
