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Inpatient Renal Services
E400.
PAYMENT FOR DIALYSIS TREATMENTS PROVIDED DURING A HOSPITAL INPATIENT STAY

Dialysis services provided to an inpatient in a hospital approved to provide staff-assisted dialysis in the ESRD program, are not subject to the $150 and $170 outpatient screens.  The services are reimbursed on a reasonable cost basis in the same manner as any other inpatient services when the inpatient stay is determined to be reasonable and medically necessary.

If the patient is seriously ill, has severe complications that might alter the nature of the dialysis treatment, or requires additional services because of the unusual and extraordinary circumstances, the provider may bill for acute dialysis.  The charge for acute dialysis is the established standard charge reasonably related to the cost of providing acute dialysis.

In addition, the dialysis outpatient screens do not apply to inpatient renal dialysis furnished to a beneficiary admitted for a medical reason other than maintenance dialysis, regardless of whether or not the beneficiary has end-stage renal failure.  This situation might occur, for example, when a beneficiary enters the hospital for a tonsillectomy and receives renal dialysis sessions during the inpatient stay.


Inpatient Billing
E402.
GENERAL BILLING INFORMATION

E402.1
Bill Review and Payment Responsibility.--The intermediary is responsible for a review of the total billing form.

Consult the intermediary with respect to all billing questions.  Occasionally, intermediaries issue informational newsletters containing specific instructions on billing problems that have arisen.

E402.2
Completion and Processing of the HCFA-1453 Inpatient Billing Form.--The HCFA-1453 is completed for the beneficiary who receives a kidney transplant from either a living or cadaveric donor according to §§400ff.  In addition, the appropriate standard charge is shown on a separate line in item 19T, identified as "Living Donor Kidney Acquisition" or "Cadaveric Kidney Acquisition."  Where interim bills are submitted, the acquisition charge appears on the billing form for the period during which the transplant took place.  In addition to the standard kidney acquisition charge, bill the normal all-inclusive charges for services rendered directly to the Medicare recipient.

The intermediary reviews the HCFA billing for acute dialysis services to ensure that the patient's diagnosis and treatment reflect the need for acute dialysis and not maintenance dialysis.  The mere fact that the ESRD patient is an inpatient is not a criterion for charging for acute dialysis in lieu of maintenance dialysis.
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When billing for acute dialysis services, it is important that "Item 19T, Other" be described as Acute Dialysis Services.  Furnish medical evidence supporting the need for acute dialysis unless the diagnosis itself is adequate evidence to support a payment for this service.

If the HCFA-1453 does not have a line item for a specific type of service, enter such charge in Item 19T, Other.

Enter the sum of the charges for dialysis treatment and any dialysis unit laboratory work as the dialysis charge on the bill in Item 19T, Other.  Thus, the dialysis charge on the bill represents the straight dialysis charge, plus the routine laboratory charges performed in the dialysis unit center.  All other laboratory charges, whether routine or nonroutine, are entered in Item 19N, Laboratory.

Complete form HCFA-1453 as outlined in §§402-402.3 and provide the additional information in certain items as detailed below.


ITEM PROCEDURE
18
Surgical Procedures.--Show the name and date of each surgical procedure performed during the billing period. While all narrative procedures should be shown in accordance with recognized nomenclature; e.g. Standard Nomenclature of Diseases and Operations, Current Procedural Terminology etc.  hospitals are encouraged to use the International Classification of Diseases, 9th Revision--Clinical Modification, Volume 3 (ICD-9-CM, Vol. 3).  A suggested list of descriptions to be used to indicate kidney transplant surgery follows:

Kidney transplantation--cadaveric donor

Kidney transplantation--living donor

(related/nonrelated)

renal allograft - cadaveric donor

renal allograft - living donor (related/nonrelated)

19
Blood.--Do not show any amount in the total charges column.  Show the cost of the first three pints of unreplaced blood on line W.  It is not necessary to show any cost for replaced blood in item 19.

19N
Laboratory.--Enter the total charge for all laboratory tests done by the hospital or purchased from a Medicare approved hospital or independent laboratory. 
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Laboratory services performed in the dialysis unit are billed in "Item 19T, Other."  Laboratory services rendered in the dialysis unit usually are a component of the dialysis charge and are not billed separately.  When circumstances do require a separate charge, (e.g., if the facility performs tests above and beyond those normally included in the dialysis charge), make a separate entry in Item 19T for "Dialysis Unit Laboratory," and describe the test.

19T
Other.--Describe in Item l9T dialysis and transplantation services, as well as any other services which cannot be applied to one of the items in 19A-S.  Attach a statement or explain in Remarks when an item needs an explanation.

A. Dialysis Services.--

1.
Charge Structure Providers.--When billing for covered dialysis services, enter the total number of treatments rendered during the billing period, the associated unit charge and the total charges.  Entries are made by type of dialysis; i.e., hemodialysis or peritoneal dialysis.  Separate entries are made when more than one unit charge is associated with a single type of dialysis rendered during the billing period.  See example shown below.

Example:

T.  Other (Describe)
           HDx 2@$150.00
           HDx 3@$180.00
           PDx 1@$300.00
NOTE:
Use the standard abbreviations, HDx for hemodialysis, PDx for peritoneal dialysis, CAPD for continuous ambulatory peritoneal dialysis, and CCPD for continuous cycling peritoneal dialysis if the full description cannot be written in the space allotted.  If despite abbreviations the space allotted in Item 19T is not adequate for the required information, show the descriptive information in the Remarks section, item 30.

2.
All Inclusive Rate/No Charge Structure Providers.--In addition to completing the appropriate line in item 19 for the accommodation actually furnished, enter in
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Item 19T the type and total number of dialysis services rendered during the billing period.  No charges are to be entered in Item 19T, as renal dialysis services are covered in the provider's all inclusive rate.

B.
1-Bed

C.
2-3-4-Bed
3
$140
$420

D.
5 or more beds

T.
Other (Describe)

HDx 2

U.
Totals

$140
$420

B.
Inpatient Dialysis Furnished Under Arrangements or Within a Transfer Agreement.--

1.
Hospitals--Dialysis services billed by a hospital and furnished under arrangements are identified by showing "UA*" in Item l9T after the word "Describe."  In the Remarks section on the bill, enter the provider number, name, and address of the ESRD facility where the dialysis services were performed.

NOTE:
Section 405.l03l of Subpart J of Regulation 5 stipulates that only approved hospitals may bill for ESRD services.  Hence, to allow hospitals to bill and be reimbursed for inpatient dialysis services furnished under arrangements, both facilities participating in the arrangement must meet the conditions of 405.2l20 and 405.2l60 of Subpart U of Regulation 5.  In order for renal dialysis facilities to have a written arrangement with each other to provide inpatient dialysis care both facilities must meet the minimum utilization rate requirement, i.e., two dialysis stations with a performance capacity of at least four dialysis treatments per week.

2.
Skilled Nursing Facility (SNF).--Dialysis services billed by an SNF and furnished under a transfer agreement are indicated by showing "TA*" in Item l9T after the word "Describe."  Enter in the Remarks section of the bill, preceded by an asterisk, the provider number, name, and address of the hospital participating in the transfer agreement.

NOTE:
Dialysis may be billed by an SNF as a service if: (a) it is provided by a hospital with which the facility has a transfer agreement in effect, and that hospital is approved to provide staff-assisted dialysis for the Medicare program; or (b) it is furnished directly by an SNF meeting all nonhospital maintenance dialysis facility requirements, including minimum utilization requirements.  (See section 1861(h)(6), 1861(h)(7), title XVIII.)

3.
Self-Care Dialysis CAPD Training.--Indicate the number of training sessions on the bill; e.g., "CAPD training session numbers 6-10."  Claims for additional training sessions beyond 15 but up to 18 may be paid if they are documented
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for medical necessity.  Extra training sessions raise questions about either the adequacy of CAPD for the patient or the patient's capacity to learn or perform the CAPD technique.  The patient's physician should address these questions in his explanation of the need for extra training sessions.  The intermediary does not pay claims for more than 18 training sessions but forwards them to the HCFA regional office, which in turn sends them to the Bureau of Program Policy for decision.  At the same time, the intermediary reports any facilities that consistently bill for excessive CAPD training sessions to the HCFA regional office so that it may determine if there are any problems with the facility's training program that require improvement.  CAPD training is normally covered on an  outpatient basis and when furnished to an inpatient, reimbursement is at the same rate as the facility's outpatient CAPD training rate.

C.
Kidney Transplantation Services.--



1.
Charge Structure Providers, Other (Describe).--Enter the appropriate standard charge for kidney acquisition in item 19T, Other.  The standard charge for a living kidney donor or cadaveric kidney excision should be identified as "living donor kidney acquisition" or "cadaveric kidney acquisition" on a separate line.  In addition, where the kidney was obtained from outside the hospital, identify in the Remarks section, item 30, the outside source by name and address. Enter the charges for services furnished the beneficiary in connection with a kidney transplant excluding kidney acquisition charges on the appropriate lines in item 19, as for any other surgical procedure.  (See §400.1)



2.
Kidney Acquisition.--An all inclusive rate/no charge structure hospital  bills the standard kidney acquisition charge, in addition to the normal all inclusive charges for services rendered, directly to the Medicare recipient.   If the hospital has an inclusive rate for all ancillary services, exclusive of routine services, show such inclusive rate separately from the kidney acquisition charge on line 19T as appropriate.

E404.
BILLING FOR SERVICES WHEN A TRANSPLANT OCCURS

Complete the HCFA-1453 for the beneficiary who receives a kidney transplant from either a living or cadaveric donor according to §§400ff.  Show in addition, the appropriate standard living donor or cadaveric kidney acquisition charge. Identify as "Living Donor Kidney Acquisition" or "Cadaveric Kidney Acquisition." Where interim bills are submitted, the acquisition charge appears on the billing form for the period during which the transplant took place.  In addition to the standard kidney acquisition charge, bill the normal all-inclusive charges for services rendered directly to the Medicare recipient.

E405.
BILLING FOR SODIUM FERRIC GLUCONATE COMPLEX IN SUCROSE INJECTION


Iron deficiency is a common condition in end stage renal disease (ESRD) patients undergoing hemodialysis.  Iron is a critical structural component of hemoglobin, a key protein found in normal red blood cells (RBCs) which transports oxygen.  Without this important building block, anemic patients experience difficulty in restoring adequate, healthy RBC (hematocrit) levels.  Clinical management of iron deficiency involves treating patients with iron replacement products while they undergo hemodialysis.


For claims with dates of service on or after December 1, 2000, sodium ferric gluconate complex in sucrose injection is covered by Medicare for first line treatment of iron deficiency anemia in patients undergoing chronic hemodialysis who are receiving supplemental erythropoeitin therapy.  Payment is made under the outpatient prospective payment system.  Payment is made on a reasonable cost basis in critical access hospitals (CAHs). Deductible and coinsurance apply. 
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Bill on Form HCFA-1450 or electronic equivalent.

Applicable Bill Types.--The appropriate bill types are 13X, 72X, 82X and 85X.

When utilizing the UB-92 flat file use record type 40 to report bill type.  Record type (Field No. 1), sequence number (Field No. 2), patient control number (Field No. 3), and type of bill (Field No. 4) are required.  When utilizing the hard copy UB-92 (Form HCFA-1450) report the applicable bill type in Form Locator (FL) 4 “Type of Bill.”  When utilizing the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, report the applicable bill type in 2-130-CLM01, CLM05-01, and CLM05-03. 

Revenue Code Reporting.--Report revenue code 633.  When utilizing the UB-92 flat file use record type 61, Revenue Code (Field No. 5).  When utilizing the hard copy UB-92 report the revenue code in FL 42 “Revenue Code.”  When utilizing the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, report the applicable revenue code in 2-395-SV201.

HCPCS Reporting.--Until a specific code for sodium ferric gluconate complex in sucrose injection is developed, report HCPCS code J3490 (Unclassified drugs).  When utilizing the UB-92 flat file use record type 61, HCPCS code (Field No. 6) to report HCPCS code.  When utilizing the hard copy UB-92 report the HCPCS code in FL 44 “HCPCS/Rates.”  When utilizing the Medicare A 837 Health Care Claim version 3041 implementations 3A.01 and 1A.C1, report the HCPCS/CPT in 2-395-SV202-02.

E406.
BILLING FOR BLOOD AND TISSUE TYPING OF THE TRANSPLANT RECIPIENT WHETHER OR NOT MEDICARE ENTITLEMENT IS ESTABLISHED

Tissue typing and pre-transplant evaluation can only be reflected through the kidney acquisition charge of the hospital where the transplant will take place.  The transplant hospital includes in its kidney acquisition cost center the reasonable charges it pays to the independent laboratory or other hospital which typed the potential transplant recipient, either before or after his entitlement.  It also includes reasonable charges paid for physician tissue typing services, applicable to live donors and recipients (during the pre-entitlement period and after entitlement, but prior to hospital admission for transplantation).

E408.
BILLING FOR BLOOD AND TISSUE TYPING AND OTHER PRE-TRANSPLANT EVALUATION OF LIVE DONORS

The entitlement date of the beneficiary who will receive the transplant is not a consideration in reimbursing for the services to donors, since no bill is submitted directly to Medicare.  All charges for services to donors prior to admission into the hospital for excision are "billed" indirectly to Medicare through the live donor acquisition charge of transplanting hospitals.

E410.
BILLING DONOR AND RECIPIENT PRE-TRANSPLANT SERVICES (PERFORMED BY TRANSPLANT HOSPITALS OR OTHER PROVIDERS) TO THE KIDNEY ACQUISITION COST CENTER


A.
The transplant hospital prepares an itemized statement of the services rendered for submittal to its cost accounting department.  Regular Medicare billing forms (HCFA-1453 or 1483) are not necessary for this purpose, since no bills are submitted to the intermediary at this point.


B.
The itemized statement should contain information that identifies the person receiving the service (donor/recipient), the service rendered and the charge for the service, as well as a statement as to whether this is a potential transplant donor or recipient.  If it is a potential donor, identify the prospective recipient.
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Example:
Mary Jones

200 Adams St.

Anywhere, MS

Transplant donor evaluation services for

recipient:

John Jones

200 Adams St.

Anywhere, MS


C.
Services performed in a hospital other than the potential transplant hospital or by an independent laboratory are billed by that facility to the potential transplant hospital.  This holds true regardless of where in the United States the service is performed. For example, if the donor services are performed in a Florida hospital and the transplant is to take place in a California hospital, the Florida hospital bills the California hospital (as described in (B) above).  The Florida hospital is paid by the California hospital which recoups the monies through the kidney acquisition cost center.
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E412.
BILLING FOR CADAVERIC DONOR SERVICES

Normally, various tests are performed to determine the type and suitability of a cadaver kidney  Such tests may be performed by the excising hospital (which may also be a transplant hospital) or an independent laboratory.  When the excising-only hospital performs the tests, it includes the related charges on its bill to the transplant hospital or to the organ procurement agency.

When the tests are performed by the transplant hospital, it uses the related costs in establishing the standard charge for acquiring the cadaver kidney.  The transplant hospital includes the costs and charges in the appropriate departments for final cost settlement purposes.

When the tests are performed by an independent laboratory for the excising-only hospital or the transplant hospital, the laboratory bills the hospital which engages its services or the organ procurement agency.  The excising-only hospital includes such charges in its charges to the transplant hospital, which then includes the charges in developing its standard charge for acquiring the cadaver kidney.  It is the transplant hospitals' responsibility to assure that the independent laboratory does not bill both hospitals.

The cost of these services cannot be billed directly to the program, since such tests and other procedures performed on a cadaver are not identifiable to a specific patient.

E414.
BILLING FOR ORGAN PROCUREMENT

A transplant hospital may acquire cadaver kidneys by:

1.
Excising kidneys from cadavers in its own hospital;

2.
having its kidney procurement team excise kidneys from cadavers in other hospitals;

3.
arrangements with participating community hospitals, whether they excise kidneys on a regular or irregular basis;

4.
arrangements with a kidney procurement organization which services the transplant hospital as a member of a network;

5.
arrangements with a free-standing kidney procurement organization which provides cadaver kidneys to any transplant hospital.

When the transplant hospital also excises the cadaver kidney, the cost of the procedure is included in its kidney acquisition costs and will be taken into account in arriving at its standard cadaveric kidney acquisition charge.  When the transplant hospital provides the kidney to another hospital, it uses its standard cadaver kidney acquisition charge or its standard detailed departmental charges to bill the hospital.

When the excising hospital is not a transplant hospital, it bills its customary charges for those services used in excising the cadaver kidney to the transplant hospital or organ procurement agency.
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When the provider excising the kidney is a community hospital that does not participate in the Medicare program, its charge for the kidney is subject to screens of $1,200 (provider cost) and $400 (physicians' services).  When the hospital is not participating in the Medicare program, organs may be accepted from it only if they cannot be obtained from any other source.

If the transplanting hospital's organ procurement team excises the cadaver kidney at another hospital, the cost of operating such a team is included in the transplanting hospital's kidney acquisition costs, along with the reasonable charges billed by the other hospital for its services.

E416.
BILLING FOR PHYSICIANS' SERVICES PRIOR TO TRANSPLANTATION

A.
Physicians' services applicable to kidney excisions involving live donors and recipients (during the pre-entitlement period and after entitlement, but prior to entrance into the hospital for transplantation) as well as all physicians' services applicable to cadavers are considered hospital services (kidney acquisition costs).

B.
Physicians services are billed in whatever manner is customarily used by that physician (i.e. combined billing or physicians billing the hospital directly).

C.
Clearly identify the recipient of the service and the services performed itemized along with the charge for each.  If the recipient is a "potential kidney donor," declare this in a statement on the face of the bill and identify the potential transplant recipient.  If the bill is for covered pre-transplant services for a recipient, indicate "potential kidney transplant patient."

E417.
THE STANDARD KIDNEY ACQUISITION CHARGE

There are two basic standard charges which are developed by transplant hospitals from costs expected to be incurred in the acquisition of kidneys:

1.
The standard charge for acquiring a live donor kidney; and

2.
the standard charge for acquiring a cadaver kidney.

The standard charge is not a charge representing the acquisition cost of a specific kidney; rather, it is a charge which reflects the average cost associated with each particular type of kidney acquisition.

When the transplant hospital bills the program for the transplant, it shows its standard kidney acquisition charge on a separate line on the billing form.

E418.
BILLING FOR PHYSICIANS' SERVICES AFTER TRANSPLANTATION

A.
All physicians' services rendered to the living donor and all physicians' services rendered to the transplant recipient are billed to the Medicare program in the same manner as all Medicare Part B services are billed.  All donor physicians' services must be billed to the account of the recipient (i.e., the recipient's Medicare number).
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B. 
The bill shows the name, health insurance number and address of the transplant recipient. Annotate the face of the bill with a statement such as "services for kidney donor" showing the name and address of the donor.

E420.
BILLING FOR PHYSICIANS' RENAL TRANSPLANTATION SERVICES

A.
To ensure proper payment when submitting a Part B bill for the renal surgeon's services to the recipient, a descriptive breakdown, as applicable, should be provided as follows:

1.
Renal transplantation, implantation of graft, with immunosuppressant therapy.

Concurrent surgery as applicable:

a.
With recipient splenectomy

b.
With recipient nephrectomy, unilateral or bilateral

c.
With recipient splenectomy and nephrectomy, unilateral or bilateral

2.
Renal transplantation, implantation of graft, without immunosuppressant therapy.

Concurrent surgery as applicable:

a.
With recipient splenectomy

b.
With recipient nephrectomy, unilateral or bilateral

c.
With recipient splenectomy and nephrectomy, unilateral or bilateral

B.
All living donor physicians' services must be billed to the account of the recipient.  Annotate the bill "services for renal donor--Jane Doe."
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Billing for Dialysis Services

E422.
GENERAL BILLING INSTRUCTIONS

Hospitals and renal dialysis facilities use form HCFA-1483, Provider Billing for Medical and Other Services, as a request for payment.  Submit the HCFA-1483 to the intermediary monthly, for staff-assisted maintenance dialysis patients in all cases where dialysis services were rendered, whether or not the deductible has been satisfied.  Complete a HCFA-1483 when a transplant is performed and the beneficiary lacks Part A coverage.  Covered ancillary services, as explained in Section 420, and cadaver kidney acquisition charges are billed on the HCFA-1483 if the patient is not enrolled under Part B, or if workers' compensation will pay the bill.

The HCFA-1483 is available in the following form sets.  The use of a form set is subject to intermediary approval.

1.
HCFA-1483--snap-out, four-part (billing copies only)

2.
HCFA-1483 (EB)--snap-out, five-part (4 billing copies, 1 copy of beneficiary notice)

3.
HCFA-1483 (C)--pin feed, four-part (billing copies only)

4.
HCFA-1483 (c) (EB)--pin feed, five-part (4 billing copies, 1 copy of beneficiary notice)

E422.1
General Information Concerning the Composite Rate.-All infacility dialysis treatments and all home dialysis treatments billed under Method I (see §E422.3) are billed under the composite rate reimbursement system.

All items and services included under the composite rate must be furnished by the facility, either directly or under arrangements, to all of its dialysis patients who elect this method of reimbursement. If the facility fails to furnish (either directly or under arrangements) any part of the items and services covered under the rate, then the facility cannot be paid any amount for the part of the items and services that the facility does furnish.  These items and services include:

1.
medically necessary dialysis equipment and dialysis support equipment;

2.
home dialysis support services including the delivery, installation, maintenance, repair, and testing of home dialysis equipment, and home support equipment;

3.
purchase and delivery of all necessary dialysis supplies;

4.
routine ESRD related laboratory tests; and

5.
all dialysis services furnished by the facility's staff.
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Some examples (but not an all-inclusive list) of items and services that are included in the composite rate and may not be billed separately when furnished by a dialysis facility are:

o
Staff time used to administer blood;

o
Declotting of shunts and any supplies used to declot shunts;

o
Oxygen and the administration of oxygen; and

o
Staff time used to administer nonroutine parenteral items.

See Chapter 27 of the Provider Reimbursement Manual, Part I, for instructions on reimbursement of ESRD services.

422.2
Beneficiary Selection Form HCFA-382, For Home Dialysis Patients.--

A.
General Information.--Medicare beneficiaries dialyzing at home can choose between two separate methods on how they wish to have the Medicare program pay for home dialysis care (exclusive of physician services).  Future home dialysis patients sign the form after making their selection as soon as they go on home dialysis.  A beneficiary may change the selection by submitting a new beneficiary selection form.  All changes received in a 1-year period will be effective the following January 1 and remain in effect for the entire calendar year.

B.
Home Dialysis Billing Options.--

Method I
If the dialysis facility with which the Medicare home patient is associated assumes responsibility for providing all home dialysis equipment and supplies, the beneficiary may decide to have the facility provide these items.  For this service, the facility receives the same Medicare dialysis payment rate as it would receive for an infacility patient under the composite rate system.  Under these arrangements, the beneficiary is responsible for paying any unmet Part B deductible and the 20-percent coinsurance of the Medicare rate to the facility.

Method II
The beneficiary retains the right to deal directly with the Medicare program and make arrangements for securing the necessary supplies and equipment to dialyze at home.  If the beneficiary chooses Method II, he/she deals directly with a supplier of home dialysis supplies and equipment that is not a dialysis facility.  There can be only one supplier per beneficiary, and the supplier must accept assignment.  The supplier must have a written agreement with a Medicare approved dialysis facility which will provide all necessary support, backup and emergency dialysis services.  The beneficiary is responsible for any unmet Part B deductible and the 20-percent coinsurance.  The dialysis facility may not bill for, or receive, the composite rate for treatments furnished to a patient who chooses this option.
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The facility must furnish and bill for all home dialysis support services.  Only the facility may be paid for home dialysis support services; the beneficiary may not be paid these benefits.  Independent facilities are reimbursed on reasonable charge basis for any home dialysis support services they furnish; and on a reasonable cost basis for any supplies or equipment it furnishes.


Rev. 583

06-90
ESRD APPENDIX - BILLING PROCEDURES
E422.3

E422.3
Special Instructions on Completion of the HCFA-l450 Billed by Hospital-Based Renal Dialysis Facilities Under Method I - (See §§E422ff.  For Details on the Composite Rate Reimbursement System).--

The HCFA-l450 (also known as the UB-82) is a uniform institutional provider bill suitable for use in billing multiple third party payers.  A number of data elements not required by Medicare, but required by other payers, are included.  For Medicare billing, complete only the information required by Medicare.  When billing multiple third parties, complete all items required by each payer and forward a copy to each payer.  Complete all items on the HCFA-l450 in accordance with §425 except for the following exceptions.

Item 4.
Type of Bill Required.  This three-digit numeric code gives three specific pieces of information.  The first identifies the type of facility.  The second classifies the type of care.  The third indicates the sequence of this bill in this particular episode of care.  It is referred to as a "frequency" code.

Code Structure (only codes used to bill Medicare are shown).

First Digit - Type of Facility
Enter code "7" Clinic.

Second Digit - Classification
Enter code "2" Free Standing or Hospital

Based Renal Dialysis Facility.

Third Digit - Frequency
1 - Admit Through Discharge Claim
Use this code for a bill encompassing an entire course of outpatient treatment for which you expect reimbursement from the payer.

5 - Late Charge Only
This code is used only for outpatient claims.  Late charge bills are not accepted for Medicare inpatient claims.

7 - Replacement of Prior Claim
Use this code when you want to correct (other than late charges) a previously submitted bill.  This code applies to the corrected or "new bill.
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8 - Void/Cancel of a Prior Claim
Use this code to indicate this bill is an exact duplicate of an incorrect bill previously submitted.  Submit a code "7" (Replacement of Prior Claim) to show the corrected information.

Item l5. Admission Date
Not required.

Item l7. Type of Admission
Not required.

Item l8. Source of Admission
Not required.

Item 2l. Patient Status
Not required.

Item 22.  Statement Covers Period (From - Through)
Required. Show the dates during which the patient's care was under the supervision of the facility. Exclude dates when the patient's care was under the supervision of another entity (e.g., hospital, another ESRD facility, SNF) from the statement covers period.

Item 23.  Covered Days
Not required.

Item 24.  Noncovered Days
Not required.

Item 25.  Coinsurance Days
Not required.

Item 26.  Lifetime Reserve Days
Not required.

Item 27.  (Untitled)
See item 2, §425.


Use of Occurrence and


Occurrence Span Fields (Items 28-33, Below)

Due to the varied nature of occurrence and occurrence span codes, provisions have been made to allow the use of both type codes within each.  The occurrence span code can contain an occurrence code where the "Through" date would not contain an entry.  This allows the use of as many as six occurrence codes.
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When item 33 is utilized, items 31 and 32 may be utilized to contain the "From" and the "Through" dates of an occurrence span code.  In this case, the code in item 31 is the occurrence span code and the occurrence span "From" date is in the date field.  Item 32 contains the same occurrence span code as the code in item 31 and the occurrence span "Through" date is in the date field.

This scheme necessitates that the occurrence and occurrence span codes be mutually exclusive.  Occurrence codes have values from 01 through 69 and occurrence span codes have values from 70 through 99.

Items 28, 29, 30, 31, and 32.  Occurrence Codes and Dates
Required.  Enter code(s) and associated date(s) defining specific event(s) relating to this billing period.  Event codes are two numeric digits and dates are shown as six numeric digits (MM-DD-YY).  Enter occurrence codes 01-03 and 24 only when claiming a conditional payment from Medicare and enter the appropriate value code in items 46-49.

Code Structure (only codes used to bill Medicare are shown).

Code
Title
Definition
01
Auto Accident
Enter the date of an auto accident affecting this billing.  Auto medical/no fault insurance not included.

02
Auto Accident/No Fault
Enter the date of an auto accident

Insurance Involved
affecting this billing.  Auto medical/ no fault insurance involved.

03
Accident/Tort
Enter the date of a non-automobile

Liability 
accident affecting this billing 

resulting from a third party's action that may involve a civil court process in an attempt to require payment by the third party.

04
Accident/Employment
Enter the date of an accident

Related
affecting this billing which relates to the 




patient's employment.  (See §223.)

05
Other Accident
Enter the date of an accident affecting this billing which is not described by any of the preceding codes.

24
Date Insurance Denied
Enter the date you received the denial of coverage from a higher priority payer.
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Item 33.  Occurrence Span Code and Dates
Not required.

Item 34.  (Untitled except on Patient Copy of the bill.)  Responsible Party Name and Address
Required.  Space is provided for you to use a window envelope if you use the patient copy of the bill set.  For claims which involve a payer of higher priority than Medicare as defined in item 65, enter the address of the higher payer.

Items 35, 36, 37, 38, and 39. - Condition Codes
Required. - Enter the corresponding code to describe any of the following conditions that apply to this billing period.  

Code structure (Only codes effecting Medicare payment/processing are shown).

CODE
TITLE
DEFINITION
02
Condition is Employment
Enter this code if the patient 



Related 
alleges that the medical condition causing this episode of care is due to environment/events resulting from employment.

04
Patient is HMO Enrollee
Enter this code to indicate the patient is a member of a HMO

71
Full Care in Unit
Enter this code to indicate the billing is for a patient who received staff-assisted dialysis services.

72
Self-Care in Unit
Enter this code to indicate the billing is for a patient who managed his own dialysis services.

73
Self-Care in Training
Enter this code to indicate the billing is for special dialysis services where a patient and his helper (if necessary) were learning to perform dialysis.

74
Home
Enter this code to indicate the billing is for a patient who received dialysis services at home but code 75 below did not apply.
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75
Home 100 Percent
Enter this code to indicate the



Reimbursement
billing s for a patient who received dialysis services at home using a dialysis

machine purchased under the

100 percent program.

76
Back-up Infacility
Enter this code to indicate the 



Dialysis 
billing is for a home dialysis patient who received back-up dialysis in a facility.

Item 40.  Pints of Blood Furnished
Required.  Show the total number of pints of whole blood or units of packed red cells furnished, whether or not replaced.  Report blood only in terms of complete pints rounded upwards, e.g., 1 l/4 pints is shown as 2 pints.  This serves as a basis for counting pints toward the blood deductible.

Item 4l.  Pints of Blood Replaced
Required.  Show the total number of pints of blood donated on the patient's behalf.  Where one pint is donated, one pint is considered replaced.  If arrangements have been made for replacement, show pints as replaced. If you charge only for the blood processing and administration, i.e., you do not charge a "replacement deposit fee" for unreplaced pints, the blood is considered replaced.  In such cases, show all blood charges under the 39X revenue code series (blood administration).

Item 42.  Pints of Blood Not Replaced
Required.  Show the difference between the number of pints of blood furnished and the number of pints replaced.

Item 43.  Blood Deductible Pints
Required.  Show the number of unreplaced deductible pints of blood supplied.  Do not make an entry if all deductible pints furnished have been replaced.

Items 46, 47, 48, and 49.  Value Codes and Amounts
Required.  Enter a code(s) and related dollar amount(s) to identify data of a monetary nature necessary for the processing of this claim.  The codes are two numeric digits, and each value allows up to eight numeric digits (000000.00).  Never show negative amounts.  If more than one value code is shown for a billing period, show codes in ascending numeric sequence.  There are two lines of data, line "a" and line "b."  Use Items 46a through 49a before items 46b through 49b (i.e., use up the first line before using the second).

Code Structure (Only codes used to bill Medicare are shown.)

Code
Title
Definition
06
Medicare Blood
Part B
Deductible
Code indicates the amount that the patient paid for unreplaced deductible blood.
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07
Medicare Cash
Part B
Deductible
Enter this code to indicate that the amount shown is the Part B cash deductible the patient paid in cases where the Part B blood deductible was also paid.  In all other cases, the entry in item 60 reflects the part B deductible paid by this patient and no entry is needed.

13
ESRD Beneficiary in the
Enter this code to indicate that the amount

12-Month Coordination
shown is that portion of a higher priority

    
Period With An EGHP
EGHP payment made on behalf of an ESRD beneficiary that you are applying to covered Medicare charges on this bill.  If you enter six zeros (0000.00) in the amount field, you are claiming a conditional payment.  (See §250.) 

14
Automobile, No-Fault, 
Enter this code to indicate the amount

or Any Liability 
shown is that portion of a higher priority

Insurance
automobile, no-fault, or liability insurance payment made on behalf of a Medicare beneficiary that you are applying to covered Medicare charges on this bill.  If you enter six zeros (0000.00) in the amount field, you are claiming a conditional payment because the other insurer has denied coverage or there has been a substantial delay in payment.

15
Worker's Compensation 
Enter this code to indicate the amount



Black Lung
shown is that portion of a higher priority

WC insurance payment made on behalf of a Medicare beneficiary that you are applying to covered Medicare charges on this bill.  If you enter six zeros (0000.00) in the amount field you are claiming a conditional payment because there has been a substantial delay in the other payer's payment.  (See §223.)
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Code
Title
Definition
16
VA, PHS, or Other
Enter this code to indicate that the 



Federal Agency
amount shown is that portion of a higher 





priority VA, PHS, or other Federal Agency's 





payment made on behalf of a Medicare 





beneficiary that you are applying to covered 





Medicare charges on this bill. (See §220.)

48
Hemoglobin Reading
The hemoglobin reading taken before the last administration of epoetin (EPO) during this billing cycle.  This is usually reported in three positions with one decimal.  Use the right of the delimiter for the third digit.

49
Hemotocrit Reading
The hematocrit reading taken before the last administration of EPO during this billing cycle.  This is usually reported in two positions (a percentage) to the left of the dollar/cents delimiter.  If the reading is provided with a decimal, use the position to the right of the delimiter for the third digit.

68
Epoetin Units
The number of units of EPO in whole units Administered given during the billing cycle reported to the left of the dollar/cents delimiter.

Item 50. Revenue Description (Required).  Enter a narrative description or standard abbreviation for each revenue code shown in column 51 on the adjacent line in column 50.  Other code categories descriptions are locally defined and individually described on each bill.  A complete set of revenue codes are located in Addendum C.  See §E422.4 for detailed information on when to bill for these revenue centers.

Unlabeled Column Required with Peritoneal Dialysis
When you place a revenue code in the 83x series (peritoneal dialysis) in Item 51, an entry must also appear in the untitled column to the left of Item 51.  This entry identifies the duration (number of hours) of the peritoneal treatments.

Peritoneal dialysis is usually done in sessions of 10-12 hours duration 3 times per week, and in this case, each session is billed and paid as one treatment.  Enter the number of hours for each session in this column.  Enter the number of sessions (treatments) in Item 52.

Some peritoneal dialysis is done only once or twice a week for a longer duration per treatment.  Therefore, peritoneal dialysis sessions of between 20-29 hours duration are paid as 12 treatments. However, for purposes of billing, since fractions or decimals are not acceptable, round the number of treatments upwards, e.g., 12 treatments are equal to 2.  Place the total number of treatments in Item 52.  In the unlabeled column, enter the number of hours for each treatment so that proper payment may be made.  

Extended peritoneal dialysis sessions of 30 hours or more, given once a week, in place of 2 or 3 sessions of shorter duration are billed and paid as three treatments.  Enter the number of hours for each session in this column.  Enter the number of treatments in Item 52.
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Item 51. Revenue Code (Required). For each cost center for which a separate charge is billed, assign a revenue code.  (See Addendum C for a complete list of revenue codes and definitions.)  Enter the appropriate three digit numeric revenue code on the adjacent line in column 51 to explain each charge in column 53.  This data takes the place of fixed line item descriptions on the billing form.

Additionally, there is no fixed Total line in the charge area.  Instead, enter revenue code 001 last in column 51.  Thus, the adjacent charge entry in column 53 is the sum of charges billed.  This is also the same line on which charges, if any, you sum and enter in columns 54-56.

To assist in bill review, list revenue codes in ascending numeric sequence to the extent possible.  To limit the number of line items on each bill, sum revenue codes at the zero level to the extent possible.
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Item 52. Units of Service Required.  The entries in this column quantify services by revenue category, e.g., number of dialysis treatments.  Limits are defined as follows:

634 Epoetin (EPO) - Administrations, i.e., the number of times an injection of less than 10,000 units of EPO was administered

635 Epoetin (EPO) - Administrations, i.e., the number of times an injection of 10,000 units or more of EPO was administered

82X (HEMODIALYSIS) - Sessions

93X (PERITONEAL) - Sessions

84X (CAPD) - Days covered by the bill

85X (CCPD) - Days covered by the bill

Item 53. Total Charges
Required.  You must show your customary charge corresponding to the appropriate revenue code in Item 51.  Do not enter your composite rate or the EPO rate.  Sum the total charges for the billing period by revenue code (column 51) and enter it on the adjacent line in column 53.  The last revenue code entered in column 51 is "00l" representing the total of all charges billed.  Each line allows up to eight numeric digits (000000.00).

Items 54, 55, and 56. Unlabeled Charge Column
Not required.

Item 76. Principal and Other Diagnoses Descriptions
Not required.

Item 77. Principal Diagnosis Code
Outpatient--Required.  Enter the full ICD-9-CM code for the diagnosis shown to be chiefly responsible for the outpatient services performed during the visit.
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E422.4
Special Instructions on Completion of the HCFA-1450 by Hospital-Based Renal Dialysis Facilities Billed Under Direct Dealing (Method II).--The beneficiary retains the right to deal directly with the Medicare program and make arrangements for securing the necessary supplies and equipment to dialyze at home.  If the beneficiary chooses Method II, he/she deals directly with a supplier of home dialysis equipment and supplies that is not a dialysis facility.  There can be only one supplier per beneficiary, and the supplier must accept assignment.  The beneficiary is responsible for any unmet Part B deductible and the 20 percent coinsurance.  These claims are processed by the carrier.  The supplier must have a written agreement with a Medicare approved dialysis facility which will provide all necessary support, backup and emergency dialysis services.

If you have an agreement with a supplier, you furnish and bill for all home dialysis support services. You may be paid for home dialysis support services; the beneficiary may not.

Do not use the following revenue codes on Method II bills:

822
Hemodialysis - Home Supplies

823
Hemodialysis - Home Equipment

832
Peritoneal Dialysis - Home Supplies

833
Peritoneal Dialysis - Home Equipment

842
CAPD - Home Supplies

852
CCPD - Home Supplies

853
CCPD - Home Equipment

NOTE:
See condition code 76, Backup Infacility Dialysis.  Use this when applicable.

Complete all other items on the HCFA-1450 in accordance with §422.3.  

With the exception of the above revenue codes, the following codes may be used:

Item 51.  Revenue Code Required.  For each cost center for which a separate charge is billed, a revenue code is assigned.  Enter the appropriate three-digit numeric revenue code on the adjacent line in column 51 to explain each charge in column 53.  This data takes the place of fixed line item descriptions on the billing form.

Additionally, there is no fixed "Total" line in the charge area.  Instead, enter revenue code "001" last in column 51.  Thus, the adjacent charge entry in column 53 is the sum of charges billed.  This is also the same line on which charges, if any, you sum in column 54-56.
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To assist in bill review, list revenue codes in ascending numeric sequence to the extent possible.  To limit the number of line items on each bill, sum revenue codes at the "zero" level to the extent possible.  Following are revenue codes that could be billed on behalf of METHOD II patients.

25X
Pharmacy
Charges for medication produced, manufactured, packaged, controlled, assayed, dispensed and distributed under the direction of a licensed pharmacist.  This includes blood plasma, other components of blood, and IV solutions.

NOTE:
Use this category only for nonroutine drugs and biologicals since routine drugs and biologicals are included in the composite rate under METHOD I and are part of home dialysis supplies under METHOD II.  Under METHOD II nonroutine drugs and biologicals may only be billed by the hospital-based (ESRD) facility if they are administered in the facility by its staff.  They must be documented for medical necessity. The administration of drugs and biologicals, both staff time and supplies, are covered and billed as revenue code 259.

Subcategory

Standard Abbreviation
0 - General Classification
PHARMACY

1 - Generic Drugs
DRUGS/GENERIC

2 - Nongeneric Drugs
DRUGS/NONGENERIC

4 - Blood Plasma
BLOOD/PLASMA

5 - Blood-Other Components
BLOOD/OTHER

8 - IV Solutions
IV SOLUTIONS

9 - Other Pharmacy
DRUGS/OTHER

27X
Medical/Surgical Supplies
Charges for supply items required for patient care.

Rationale:
Additional breakdowns are provided for items that

 


facilities may wish to identify because of internal or

third party payer requirements.

Subcategory

Standard Abbreviation
0 - General Classification
MED-SUR SUPPLIES

2 - Sterile Supply
STERILE SUPPLY

3 - Take Home Supplies
TAKEHOME SUPPLY

4 - Prosthetic Devices
PROSTHETIC DEV

7 - Oxygen-Take Home
02/TAKEHOME

9 - Other Devices
SUPPLY/OTHER
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30X
Laboratory
Charges for the performance of diagnostic laboratory tests.

Rationale:
A breakdown of the major areas in the laboratory is provided in order to meet the facilities needs or third party billing requirements.

Subcategory

Standard Abbreviation
0 - General Classification
LABORATORY or (LAB)

1 - Chemistry

LAB/CHEMISTRY

2 - Immunology
LAB/IMMUNOLOGY

3 - Renal Patient (Home)
LAB/RENAL HOME

4 - Nonroutine Dialysis
LAB/NR DIALYSIS

5 - Hematology
LAB/HEMATOLOGY

6 - Bacteriology & Microbiology
LAB/BACT-MICRO

7 - Urology

LAB/UROLOGY

9 - Other Laboratory
LAB/OTHER

31X
Laboratory Pathological
Charges for diagnostic laboratory tests on tissues and cultures.

Rationale:
A breakdown of the major areas that you may wish to identify is provided.

Subcategory

Standard Abbreviation
0 - General Classification
PATHOLOGY LAB or (PATH LAB)

1 - Cytology

PATHOL/CYTOLOGY

2 - Histology

PATHOL/HYSTOL

4 - Biopsy


PATHOL/BIOPSY

9 - Other


PATHOL/OTHER
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32X
Radiology - Diagnostic
Charges for diagnostic radiology services provided for the examination and care of patients.  Includes:  taking, processing, examining and interpreting radiographs and fluorographs.

Rationale:
A breakdown is provided of the major areas and procedures that individual facilities or third party payers may wish to identify.

Subcategory

Standard Abbreviation
0 - General Classification
DX X-RAY

4 - Chest X-Ray
DX X-RAY/CHEST

9 - Other


DX X-RAY/OTHER

38X
Blood
Rationale:
Charges for blood must be separately identified for private payer purposes.

Subcategory

Standard Abbreviation
0 - General Classification
BLOOD

1 - Packed Red Cells
BLOOD/PKD RED

2 - Whole Blood
BLOOD/WHOLE

3 - Plasma


BLOOD/PLASMA

4 - Platelets

BLOOD/PLATELETS

5 - Leucocytes

BLOOD/LEUCOCYTES

6 - Other Components
BLOOD/COMPONENTS

7 - Other Derivatives
BLOOD/DERIVATIVES

(Cryopricipatates)

9 - Other Blood

BLOOD/OTHER

39X
Blood Storage and Processing
Charges for the storage and processing of whole blood.

Subcategory

Standard Abbreviation
0 - General Classification
BLOOD/STOR-PROC

1 - Blood Administration
BLOOD/ADMIN.

9 - Other Blood Storage &
BLOOD/OTHER STOR

 Processing
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73X
EKG/ECG (Electrocardiogram)
Charges for operation of specialized equipment to record electromotive variations in actions of the heart muscle on an electrocardiograph for diagnosis of heart ailments.

Subcategory

Standard Abbreviation
0 - General Classifications
EKG/ECG

l - Holter Monitor
HOLTER MONT

9 - Other EKG/ECG
OTHER EKG-ECG

82X
Hemodialysis - Outpatient or Home Dialysis
A waste removal process performed in an outpatient or home setting, necessary when the beneficiary's kidneys have failed.  Waste is removed directly from the blood.

Rationale:
Detailed revenue coding is required; therefore, do not sum services at the zero level.

Subcategory

Standard Abbreviation
0-General Classification
HEMO/OP OR HOME

1-Hemodialysis/Composite or 
HEMO/OP/COMPOSITE

other rate 

2-Home Supplies
HEMO/HOME/SUPPL

3-Home Equipment
HEMO/HOME/EQUIP

4-Maintenance/100%
HEMO/HOME/100%

5-Support Services
HEMO/HOME/SUPSERV

9-Other Hemodialysis Outpatient
HEMO/HOME/OTHER

NOTE:
Do not use the revenue code to indicate sessions under METHOD II.  However, back-up dialysis furnished to home patients in the facility may be billed.  (See condition code 76.)

83X
Peritoneal dialysis - Outpatient or Home
A waste removal process performed in an outpatient or home setting, necessary when the beneficiary's kidneys have failed.  Waste is removed indirectly by flushing a special solution between the abdominal covering and the tissue.
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Subcategory
Standard Abbreviation
0-General Classification
PERITONEAL/OP OR HOME

1-Peritoneal/Composite or other rate
PERTNL/OP/COMPOSITE

2-Home Supplies
PERTNL/HOME/SUPPL

3-Home Equipment
PERTNL/HOME/EQUIP

4-Maintenance/100%
PERTNL/HOME/100%

5-Support Services
PERTNL/HOME/SUPSERV

9-Other Peritoneal Dialysis
PERTNL/HOME/OTHER

NOTE:
Do not use the revenue code to indicate sessions under METHOD II.  However, back-up dialysis furnished to home patients in the facility may be billed.  (See condition code 76.)

84X

Continuous Ambulatory Peritoneal Dialysis (CAPD) - Outpatient
A continuous dialysis process performed in an outpatient or home setting which uses the patient's peritoneal membrane as a dialyzer.

Subcategory
Standard Abbreviation
0-General Classification
CAPD/OP OR HOME

1-CAPD/Composite or other rate
CAPD/OP/COMPOSITE

2-Home Supplies
CAPD/HOME/SUPPL

5-Support Services
CAPD/HOME/SUPSERV

9-Other CAPD Dialysis
CAPD/HOME/OTHER

NOTE:
Do not use the revenue code to indicate sessions under METHOD II.  However, back-up dialysis furnished to home patients in the facility may be billed.  (See condition code 76.)

86X

Reserved

87X

Reserved

88X

Miscellaneous Dialysis

0 - General

l - Ultrafiltration
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