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Emergency and Foreign Hospital Services
490.
SERVICES RENDERED IN NONPARTICIPATING PROVIDERS

A.
Services in Nonparticipating Domestic Hospital.--Payment may be made for certain Part A inpatient and Part B outpatient hospital services provided in a nonparticipating U.S. hospital where they are necessary to prevent the death or serious impairment of the health of the individual. Because of the threat to the life or health of the individual, the use of the most accessible hospital equipped to furnish such services is necessary.  Items and services furnished in a domestic nonparticipating hospital may be reimbursed if the following apply:

o
The hospital meets the definition of an emergency hospital.  (See §490.2.)

o
The services meet the definition of emergency services.  (See §490.1.)

o
The hospital is substantially more accessible from the site of the emergency than is the nearest participating hospital.  (See §490.5.)

B.
Beneficiary Services in Canada and Mexico.--Items and services furnished outside the United States are excluded from coverage except for the following Canadian and Mexican services:

o
Emergency inpatient hospital services where the emergency occurred:

—
While the beneficiary was physically present in the U.S. (See §490.4(l).)

—
In Canada while the beneficiary was traveling, without unreasonable delay, by the most direct route between Alaska and another State.  (See §490.4(2).)

o
Emergency or nonemergency inpatient hospital services furnished in a Canadian or Mexican hospital closer to, or substantially more accessible from the beneficiary's U.S. residence than the nearest participating U.S. hospital which was adequately equipped to deal with and available to provide treatment of the illness or injury.  (See §§490.5 and 490.13.)

o
Physician and ambulance services furnished in connection with, and during a period of, covered foreign hospitalization.  Program payment may not be made for any other Part B Medical and Other Health Services, including outpatient services furnished outside the U.S.  (See §490.6.)

o
Christian Science services furnished under specified conditions in a Christian Science sanatorium.  (See §490.9.)
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NOTE:
The term "United States" means the 50 States, the District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam, Northern Mariana Islands, American Samoa and, for purposes of services rendered on a ship, the territorial waters adjoining the land areas of the U.S.

For Medicare purposes, services rendered aboard a ship in an American port or on the same day the ship arrived at, or departed from, that port are considered to have been rendered in American waters. Services not furnished in port or on the day of arrival or departure are considered to have been furnished outside the U.S. territorial waters.

490.1
Establishing an Emergency.--Claims for emergency services must be accompanied by a physician's statement describing the nature of the emergency and stating that the services were necessary to prevent the death, or the serious impairment of, the beneficiary.  A statement that an emergency existed is not sufficient.  In addition, when inpatient services are involved, the statement must include the date when, in the physicians' judgment, the emergency ceased.

The finding of whether the patient's condition required emergency diagnosis or treatment is ordinarily based upon the physician's evaluation of the patient's condition immediately upon the beneficiary's arrival at the hospital.

However, the emergency nature of the situation may have been assessed by a physician who attended the patient where the incident resulting in hospitalization occurred (for example, a heart attack or an automobile accident).  In these cases, the attending physician who ordered the hospitalization may substantiate the claim that emergency hospitalization was necessary.

Most emergencies are of relatively short duration so that only one bill is submitted. Generally, only one physician's statement is necessary.  However, in the rare situation where an emergency continued over an extended period, subsequent requests for payment must be accompanied by a physician's statement containing sufficient information to indicate clearly that the emergency situation still existed.  A statement that the emergency continued to exist is not acceptable.

Additional information to support a finding that the services were emergency services from the physician, the hospital, and others (e.g., the police department at the scene of an accident) may be requested.

Medical necessity can be documented by the physician on a HCFA-l77l, Attending Physician's Statement and Documentation of Medicare Emergency (see §491.4) or by the beneficiary's medical records.  The HCFA-1771 can be obtained from:



Health Care Financing Administration

Forms Management Section

Room 565 East High Rise

6325 Security Blvd.

Baltimore, MD  2l207
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490.2
Qualifications of an Emergency Services Hospital.--An emergency services hospital is a nonparticipating hospital which meets the requirements of the law's definition of a "hospital" relating to full-time nursing services and licensure under State or applicable local law.  (See §200 E and G.) (A Federal hospital need not be licensed under State or local licensing laws to meet this definition.) In addition, the hospital must be primarily engaged in providing, under the supervision of doctors of medicine or osteopathy, services of the type that §200A describes in defining the term hospital.

You must not be primarily engaged in providing skilled nursing care and related services for patients who require medical or nursing care.  (See requirement "a" of the definition of a SNF in §155.2.) Psychiatric hospitals can qualify as emergency hospitals.

490.3
Claims From Hospital-Leased Laboratories Not Meeting Conditions of Participation.--Services furnished by a laboratory that does not meet the hospital laboratory conditions of participation and is operated under a lease arrangement in a domestic emergency hospital are covered only if they are emergency inpatient services reimbursable under Part A.

490.4
Coverage Requirements for Emergency Hospital Services in Canada or Mexico.--The following requirements must be met for payment to be made for emergency services received by Medicare beneficiaries in Canadian or Mexican hospitals:

1.
Emergency Occurred in the U.S.--If the individual was physically present in the U.S. at the time the emergency occurred, the individual's reason for departure from the U.S. must have been specifically to obtain treatment at the foreign hospital.  Services are not covered where the person's departure from the U.S. is part of a trip abroad and the Canadian or Mexican hospital is more accessible simply because he was in the process of travel.  For example, the airplane on which he was traveling could not readily return to permit the person's removal.

o
You must meet the definition of an emergency hospital and be licensed under Canadian or Mexican law.

o
The services meet the criteria of emergency services.  (See §490.14.)

Canadian hospitals submit a statement from the beneficiary or representative that indicates: 

o
The point of entry into Canada from the U.S.

o
The intended point of departure from Canada;  

o
The route traveled at the time of the emergency;

o
An explanation of any apparent deviation from the intended route; and

o
An explanation of any nonroutine stopover.
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You must be closer to or substantially more accessible from the site of the emergency than the nearest U.S. hospital which was adequately equipped and available to treat the illness or injury.  (See §490.13.)

2.
Emergency Occurred in Canada.--If the emergency occurred in Canada, the beneficiary must have been traveling, without unreasonable delay, by the most direct route between Alaska and another State.  Benefits are not payable if the emergency occurred while a beneficiary was vacationing.  The requirement of travel without unreasonable delay by the most direct route will be considered met if the emergency occurred while the beneficiary was enroute between Alaska and another State by the shortest practicable route, or while making a necessary stopover in connection with such travel.

NOTE:
An emergency occurring within the Canadian inland waterway between the States of Washington and Alaska is considered to have occurred in Canada.

Ordinarily, the "shortest practicable route" is the one that results in the least amount of travel in Canada, consistent with the mode of travel used between the point of entry into Canada and the intended point of departure.  The amount of travel in the U.S., prior to entering Canada is not pertinent.  A route involving greater travel within Canada may be considered the "shortest practicable route" if the additional travel resulted in a saving of time or was necessary because of such factors as road or weather conditions, the age, health, or physical condition of the traveler, the need to make suitable travel arrangements, or to obtain acceptable accommodations.

However, the individual would be considered to have deviated from the "shortest practicable route" if the detour was unrelated to the purpose of reaching his destination (e.g., for the principal purpose of sightseeing or vacationing).

The term "necessary stopover" means a routine stopover for rest, food, or servicing of the vehicle, and a nonroutine stopover (even though of significant duration) caused by such factors as unsuitable road or weather conditions, the age, health, or physical condition of the traveler, the need to make suitable travel arrangements, or to obtain acceptable accommodations.

490.5
Services Furnished in a Foreign Hospital Nearest to Beneficiary's U.S. Residence.--Coverage is provided for inpatient hospital services furnished in a Canadian/Mexican hospital which is closer to, or substantially more accessible from, the beneficiary's U.S. residence than the nearest available participating U.S. hospital which is adequately equipped to deal with the illness or injury, whether or not an emergency existed and without regard to where the illness or injury occurred.

"Residence" means the beneficiary's fixed and permanent home to which he intends to return whenever he is away or a dwelling where the beneficiary periodically spends some time (e.g., a summer home).
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The Canadian or Mexican hospital must meet accreditation requirements equivalent to JCAH standards.  The Canadian Council on Hospital Accreditation (CCHA) has equivalent requirements. Thus, Canadian hospitals accredited by the CCHA meet the qualifying requirements.  In the case of Mexican hospitals, the determination is made by the Dallas or San Francisco RO, depending upon the hospital's location.

See §490.3 for discussion of accessibility criteria.

490.6
Coverage of Physician and Ambulance Services Furnished Outside U.S.--Physician and ambulance services which meet the coverage requirements of the Act and which are furnished in connection with inpatient services meeting the requirements of §§490.4 or 490.5 are covered under Part B.  When they are met, Part B payment is possible even though there may be no Part A payment because Part A benefits are exhausted or there is no Part A entitlement.

Where inpatient services in a Canadian or Mexican hospital are covered, payment will be made for:

o
Physicians' services rendered to the beneficiary while an inpatient.

o
Physicians' services rendered to the beneficiary outside the hospital on the day of admission as an inpatient, provided the services were for the same condition for which the beneficiary was hospitalized.

o
Services of a Canadian ship's physician who furnished emergency services in Canadian waters on the day the beneficiary is admitted to a Canadian hospital for a covered emergency stay.

o
Ambulance services, where necessary, for the trip to the hospital in conjunction with the beneficiary's admission.  Return ambulance trips from a foreign hospital are not covered.

490.7
Claims for Services Furnished in Canada and Mexico to QRRBs.--

A.
Canadian Claims.--Under the Railroad Retirement Act, payment is made to QRRBs by the RRB for covered hospital services furnished in Canadian hospitals as well as in the U.S.  Physician and ambulance services are not covered by the Railroad Retirement Act; however, under an agreement between HCFA and RRB, if the QRRB claims payment for Part B services in connection with Canadian hospitalization, RRB processes the Part B claim.  In such cases the RRB determines:

o
Whether the requirements in §§490B and 490.6 are met in regard to the inpatient services; and

o
Whether the physician and/or ambulance services were furnished in connection with the services.
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If either is not met, RRB denies the claim and notifies the beneficiary.  If met, it refers the claim to Travelers to determine if the coverage criteria for physician and/or ambulance services are met.

Forward all claims for services furnished QRRBs in Canada to:

Railroad Retirement Board

844 Rush Street

Chicago, IL  606ll

B.
Mexican Claims.--The RRB does not pay for health care services furnished in Mexico. Forward all claims for inpatient hospital services and/or related physician or ambulance services furnished in Mexico to QRRBs to either the Dallas or San Francisco RO (whichever services your area).

490.8
Nonemergency Part B Medical and Other Health Services.--

A.
Coverage.--Nonemergency services may be paid for if the coverage requirements for the services are met, and are not covered as Part A emergency inpatient services.

Program payment may be made for the following Part B medical and other health services furnished by a U.S. nonparticipating hospital on a nonemergency basis:

o
Diagnostic x-ray tests, diagnostic laboratory tests and other diagnostic tests.  (The hospital must meet the applicable conditions of participation for the services.)

o
X-ray, radium, and radioactive isotope therapy, including materials and services of technicians.  (You must meet the applicable conditions of participation for these services.)

o
Services of residents and interns, nurses, therapists, etc., which are directly related to the provision of x-ray or laboratory or other diagnostic tests, or the provisions of x-ray or radium therapy.

o
Prosthetic devices (other than dental) which replace all or part of an internal body organ (including contiguous tissue) or replace all or part of the functions of a permanently inoperative or malfunctioning internal body organ, including replacement of such devices.

o
Leg, arm, back, and neck braces, trusses and artificial legs, arms, and eyes, including replacement, if required, because of a change in the patient's physical condition.

B.
Distinction Between Emergency and Nonemergency Medical and Other Health Services.--Emergency coverage, particularly Part B emergency outpatient coverage, is broader than the nonemergency Part B Medical and Other Health Services coverage provisions.  When the emergency requirements are met, program payment may be made to you for the full range of outpatient hospital services.  In addition to the nonemergency
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coverage list, emergency coverage includes hospital services (including drugs and biologicals--blood is a biological--which cannot be self-administered), "incident to physicians' services rendered to outpatients," and outpatient physical therapy and speech pathology.  The latter two services are not covered under the nonemergency provisions.  Payment for "incident to" services can only be under the emergency rather than the nonemergency provisions.  

Whether Part B payment is made under the emergency or nonemergency provisions, it may only be made for diagnostic laboratory tests furnished by an emergency hospital if you meet the conditions of participation relating to hospital laboratories.  It may only be made for radiology services furnished by an emergency hospital if you meet the conditions of participation relating to radiology departments.  Part B payment may be made for diagnostic laboratory tests furnished by a nonparticipating hospital which is not an emergency hospital only if the hospital laboratory meets the conditions of coverage of independent laboratories and for radiology services furnished by you if you meet the conditions of participation relating to radiology departments.

C.
Claims Processing.--Enter the annotation "nonemergency-hospital accepts assignment" in Remarks of the HCFA-1450.  If it is determined that some or all of the services are not covered under the nonemergency provisions, the claim is returned to you (if hospital-filed) or to the beneficiary (if patient-filed) to determine whether the services might be covered as emergency services.

490.9
Canadian or Mexican Christian Science Services Claims.--

A.
Coverage.--Payment may be made for otherwise covered Christian Science services furnished in a Canadian/Mexican Christian Science Sanatorium under the same requirements of §§490B and 490.6 provided that the foreign sanatorium is closer to or more accessible from the beneficiary's residence in the U.S., (or, if applicable, the site of the emergency) than the nearest U.S. Christian Science Sanatorium.  This is true even where there is a closer or more accessible general hospital.  For  accreditation, it is sufficient that the Christian Science Sanatorium be certified by the First Church of Christ, Scientist, in Boston, MA.

B.
Claims Processing.--Send claims for services in a Christian Science Sanatorium to Aetna Life and Casualty for accessibility and/or emergency determination and processing.  (See §491.2.) If the requirements are not met, Aetna denies the claim.

490.10
Elections to Bill for Services Rendered Nonparticipating Hospitals.-

A.
Nonparticipating U.S. Hospitals.-- As a nonparticipating U.S. hospital meeting emergency requirements you have the option to bill the program during a calendar year by filing an election with your intermediary.  If you file an election, submit claims for the following services furnished all Medicare beneficiaries throughout the year:

o
Emergency inpatient services; and

Rev. 572
4-757

490.10(Cont.)
BILLING PROCEDURES
09-89

o
Emergency outpatient services.

In addition, you may not bill any beneficiary beyond deductibles, coinsurance, and noncovered services in that calendar year.  You must agree to refund any monies incorrectly collected.  You may not file an election for the calendar year if you have already charged any beneficiary for covered services furnished in that year.

If you do not file a billing election, the beneficiary can file a claim.  The beneficiary may request information from you or the intermediary as appropriate.

During November of each year, your intermediary will send you a letter if you elected to bill for the current year to determine if you wish to continue (Exhibit 1).  Also, during November of each year, your intermediary will send a letter giving you an opportunity to elect to bill Medicare if you have not been doing so (Exhibit 2).

If during the year you request to bill the program, your intermediary will send the model letter in Exhibit 3.

B.
Billing for Services Furnished Prior to Certification.--The following rules apply if a bill is submitted for services rendered before and after your certification (participation) date:

o
PPS hospitals are paid the DRG, if the date of discharge is after the certification date.

o
Other hospitals are paid for services rendered after the certification date.  However, include services before certification date on your cost report.

Annotate in the upper right hand corner of the claim "Emergency Conversion."

C.
Canadian/Mexican Hospitals.--Canadian and Mexican hospitals may submit a statement to the appropriate intermediary stating that they will bill for all claims.  If you do not, the beneficiary may claim the payment.  When the intermediary is aware that you are willing to bill the program for all covered services, you must agree to:

o
Bill for all covered services for the calendar year (except for deductible and coinsurance amounts); 

o
Not bill the beneficiary for any amounts other than for deductible and coinsurance and charges for noncovered services; and

o
Refund to the beneficiary any monies incorrectly collected.

You may not file an election for a calendar year if you have charged any beneficiary for covered services during that year.

490.11
Submitting Claims.--The beneficiary or you may submit emergency claims for payment to the appropriate intermediary for evaluation of accessibility or emergency factors.
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Complete the billing Form HCFA-1450 according to billing instructions in §460.  Enter "hospital filed emergency admission" in Item 94 "Remarks."  Send the completed bill and the necessary emergency documentation (Form HCFA-1771, Attending Physicians Statement and Documentation of Medicare Emergency) or medical records to substantiate the emergency to the appropriate intermediary.

NOTE:
See §491.2 - Designated Intermediaries.

If you submit a claim but have not filed an election to bill the program, you will be contacted to determine if you are qualified and wish to bill the program.  If you decline, the claim will be denied. A claim will be solicited from the beneficiary.

If you have filed a billing election and the beneficiary files a claim, the beneficiary's claim is denied and you are contacted for the claim.

490.12
Processing Claims.--All claims are subject to development to determine whether the Medicare secondary payer provisions apply.  (See §§469-477.)

A.
Nonparticipating Hospitals.--The processing intermediary is responsible for making accessibility and medical emergency determinations for physician and ambulance services.

1.
Claims Subject to Technical Denials.--The following claims are subject to technical denial:

o
Foreign nonemergency services claims if:

—
The residence requirement is not met.  (See §490.5.)

—
You do not meet JCAH or equivalent accreditation requirements set by a hospital approval program of the country in which you are located.

—
The accessibility requirements are not met.  (See §490.5.)

o
Canadian travel claims when the requirements in §490.4 are not met.

o
Emergency services claims for which you do not meet the definition of an emergency hospital.

o
Claims for which the query response shows the beneficiary is not entitled to benefits.

o
Any foreign claim when Part A benefits are exhausted and Part B physician or ambulance claims are not involved.

2.
Either the Accessibility or Medical Emergency Requirements are Not Met.--Claim is denied but retained in case of appeal.
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NOTE:
Even though Part A or Part B emergency services furnished by U.S. hospitals are denied, Part B payment may be possible for Medical and Other Health Services specified in §§228ff.  Claim is retained in case of appeal.

3.
Emergency Services Partially Denied.--When the medical emergency is approved but not for the entire period, the claim is processed and payment made for the covered period.

B.
Canadian and Mexican Part B Physician and Ambulance Claims.--Attach any Part B claim for foreign physician and ambulance services to the corresponding Part A claim and forward to the intermediary.

490.13
Accessibility Criteria.--

A.
Emergency Claims.--The same criteria are used in domestic and foreign emergency claims. This includes services in a foreign Christian Science Sanatorium and Canadian Travel claims.  (See §490.4.)

Emergency determinations take into account such matters as relative distances of a participating hospital, and road conditions.  Whether the nature of the emergency required immediate transportation to the nearest available hospital (i.e., the nonparticipating hospital) or, without hazard to the patient, would have permitted the additional transportation time to take the patient to a more distant participating hospital in the same general area is considered.

1.
Participating Hospital Closer to Site of Emergency.--If there is an adequately equipped participating hospital with available beds closer to the site of the emergency than you are, accessibility is not met.  Claim is denied unless extenuating circumstances were present that necessitated admission to the nonparticipating hospital, e.g., because of road or traffic conditions additional travel time would have been needed.

2.
Participating Hospital l5 or Fewer Miles Farther From the Location of the Emergency Than the Admitting Nonparticipating Hospital.--In this situation the accessibility is provisionally not met.  The claim is reviewed to determine if the nature of the emergency required the immediate transportation to the nonparticipating hospital.  If the review indicates that the nature of the emergency would have allowed the additional transportation time needed to take the patient to the participating hospital without undue hazard, the accessibility requirement is not met.  The claim is denied.

3.
Participating Hospital More than l5 Miles Farther From the Location of the Emergency Than the Admitting Nonparticipating Hospital.--The accessibility requirement is deemed met.

B.
Foreign Nonemergency Claims.--The following presumptions are applied to the relative accessibility of the nearest participating U.S. and foreign hospitals.

1.
Admitting Foreign Hospital is Closer to the Beneficiary's Residence Than the Nearest Participating U.S. Hospital.--The accessibility requirement is met.
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2.
Admitting Foreign Hospital is Farther From the Beneficiary's Residence Than the Nearest Participating U.S. Hospital.--The accessibility requirement is not met unless evidence establishes the practical necessity for the beneficiary's admission.  This requirement is met if the use of a closer participating U.S. hospital was impractical, e.g., nonavailability of beds, needed equipment or personnel, or transportation not available.  

490.l4
Medical Necessity.--

A.
Emergency Services.--Reimbursement for emergency inpatient hospital services is permitted only for those periods during which the patient's state of injury or disease is such that a health or life-endangering emergency existed and continued to exist, requiring immediate care which could only be provided in a hospital.  The allegation that an emergency existed must be substantiated by sufficient medical information.  If the physician's statement does not provide it, or is not supplemented by adequate clinical corroboration, it does not constitute sufficient evidence.

Death of the patient does not necessarily establish the existence of a medical emergency, since in some chronic, terminal illnesses, time is available to plan admission to a participating hospital.  The lack of adequate care at home or lack of transportation to a participating hospital does not constitute a reason for emergency hospital admission, without an immediate threat to the life and health of the patient.  Since the existence of medical necessity for emergency services is based upon the physician's assessment of the patient prior to admission, serious medical conditions developing after a nonemergency admission are not "emergencies" under the emergency services provisions of the Act.

The emergency ceases when it becomes safe, from a medical standpoint, to move the individual to a participating hospital, another institution, or to discharge him.

B.
Criteria.--Since the decision that a medical emergency existed can be a matter of subjective medical judgment involving the entire gamut of disease and accident situations, it is impossible to provide arbitrary guidelines.

1.
Diagnosis is Considered "Usually an Emergency".--An emergency condition is an unanticipated deterioration of a beneficiary's health which requires the immediate provision of inpatient hospital services because the patient's chances of survival, or regaining prior health status, depends upon the speed with which medical or surgical procedures are, or can be, applied.  While many diagnoses (e.g., myocardial infarction, acute appendicitis) are normally considered emergencies, check medical documentation for internal consistencies (e.g., signs and symptoms upon admission, notations concerning changes in a preexisting condition, results of diagnostic tests).

EXAMPLE:
If the diagnosis is given as "coronary," the physician's statement is "coronary," without further explanatory remarks, and the statement of services rendered gives no indication that an electrocardiogram was taken, or that the patient required intensive care, etc., further information is required.  On the other hand, if the diagnosis is one which ordinarily
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indicates a medical and/or surgical emergency, and the treatment, diagnostic procedures, and period of hospitalization are consistent with the diagnosis, further documentation may be unnecessary.  An example is: admitting diagnosis--appendicitis; discharge diagnosis--appendicitis; surgical procedures--appendectomy; period of inpatient stay--7 days.

2.
Patient Dies During Hospitalization.--If an emergency existed at the time of admission and the patient subsequently expires, the claim is allowed for emergency services if the period of coverage is reasonable.  However, death of the patient is not prima facie evidence that an emergency existed; e.g., death can occur as a result of elective surgery or in the case of a chronically ill patient who has a long terminal hospitalization.  Such claims are denied.

3.
Patient's Physician Does Not Have Staff Privileges at a Participating Hospital.--The fact that the beneficiary's attending physician does not have staff privileges at a participating hospital has no bearing on the emergency services determination.  If the lack of staff privileges in an accessible participating hospital is the governing factor in the decision to admit the beneficiary to an "emergency hospital," the claim is denied irrespective of the seriousness of the medical situation.

4.
Beneficiary Chooses to be Admitted to a Nonparticipating Hospital.--The claim is denied if the beneficiary chooses to be admitted as a personal preference (e.g., participating hospital is on the other side of town) when a bed for the required service is available in an accessible, participating hospital.

5.
Beneficiary Cannot be Cared for Adequately at Home.--The patient who cannot be cared for adequately at home does not necessarily require emergency services.  The claim is denied in the absence of an injury, the appearance of a disease or disorder, or an acute change in a pre-existing disease state which poses an immediate threat to the life or health of the individual and which necessitates the use of the most accessible hospital equipped to furnish emergency services.

6.
Lack of Suitable Transportation to a Participating Hospital.--Lack of transportation to a participating hospital does not, in and of itself, constitute a reason for emergency services.  The availability of suitable transportation can only be considered when the beneficiary's medical condition contraindicates taking the time to arrange transportation to a participating hospital.  The claim is denied if there is no immediate threat to the life or health of the individual, and time could have been taken to arrange transportation to a participating hospital.

7.
"Emergency Condition" Develops Subsequent to a Nonemergency Admission to a Nonparticipating Hospital.--Program payment cannot be made for emergency services furnished by you when the emergency condition arises after a nonemergency admission.  An example: treatment of postoperative complications following an elective surgical procedure or treatment of a myocardial infarction which occurred during a hospitalization for an elective surgical procedure.  The existence of medical necessity for emergency services is based upon the physician's initial assessment of the apparent condition of the patient at the time of his arrival at the hospital, i.e., prior to admission.
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8.
Additional "Emergency Condition" Develops Subsequent to an Emergency Admission to a Nonparticipating Hospital.--If the patient enters your hospital under an emergency situation and subsequently has other injuries, diseases or disorders, or acute changes in preexisting disease conditions, related or unrelated to the condition for which the patient entered, which pose an immediate threat to life or health, emergency services coverage continues.  Emergency services coverage ends when it becomes safe from a medical standpoint to move the patient to an available bed in a participating institution or to discharge the patient, whichever occurs first.

490.15
Documenting Medical Necessity.--

A.
Physician's Supporting Statement.--Claims for emergency services should be accompanied by an Attending Physician's Statement and Documentation of Medicare Emergency, Form HCFA-l77l or its equivalent.  This form describes the nature of the emergency, furnishing relevant clinical information about the patient, and certifying that the services rendered were required as emergency services.  However, a copy of the patient's hospital records may be submitted instead.  It should include history, physical, and admission notes, the medical record admission sheet, nurses' notes, doctors' orders, discharge summary, and all progress notes.  A statement that an emergency existed, or the listing of diagnoses, without supporting information, is not sufficient.  In addition, the statement must include the date in the physician's judgment, the emergency ceased.  The statement concerning emergency services is made by the physician who attended the patient at the hospital.  Only in exceptional situations, with appropriate justification, may another physician having full knowledge of the case, make the certification.

B.
Beneficiary's Statement in Canadian Travel Claims.--In Canadian travel claims, the beneficiary's statement is considered in making a determination regarding medical necessity for emergency services; i.e., whether an emergency occurred while a beneficiary was traveling between Alaska and another State by the most direct route without unreasonable delay.  (See §490.4.)

490.16
Time Limitation on Claims.--The time limit on requests and claims for payment for emergency hospital services and hospital services outside the U.S., for physician and ambulance services furnished in connection with foreign hospitalization, and for nonemergency services furnished by a domestic nonparticipating hospital, are in §§268ff.

A.
Beneficiary Denial Notices.--Denial notices are sent to you and/or beneficiary, as appropriate, whenever a domestic emergency or foreign claim is fully or partially denied.

B.
Termination of Emergency Services.--No payment will be made for inpatient or outpatient emergency services rendered after a reasonable period of medical care in relation to the emergency condition in question.  Some services may be covered in a domestic nonparticipating hospital as Part B Medical and Other Health Services.  (See §490.8.)  If, based upon all information, the total period claimed for emergency services coverage does not exceed the time required for a reasonable period of emergency medical
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care, the entire inpatient stay is covered.  The fact that a medical record or other information states that the patient showed definite improvement several days prior to discharge is not necessarily an indication that the need for emergency services ceased as of that date.

The concept of a reasonable period of emergency medical care is most easily applied when relatively short-term medical care is followed by the patient's progressive improvement.  There are situations or conditions in which the determination of the end of covered emergency services may be more difficult because the patient's impairment is prolonged, there is no progressive improvement, or the patient's course may be progressively downhill, even though the condition is not critical.  The stroke patient may be in this category.  In such cases the need for emergency medical care usually ceases before the need for medical care in an institutional setting (i.e., hospital or SNF) ceases.  Thus, the reasonable period of emergency care does not include the entire hospital stay if the stay was prolonged beyond the point when major diagnostic evaluation and treatment were carried out.

If the period claimed for emergency services exceeds by more than 3 to 5 days the date on which the record definitely indicates that there was substantial improvement in the patient's condition so that he could possibly have been moved to a participating facility or discharged without damage to his health, the period beyond the 3 to 5 days is denied.  If the total period claimed for emergency services exceeds by no more than 3 to 5 days the date on which the record indicates substantial improvement in the patient's condition, the entire period is allowed.

This rule is intended to screen out short stay emergency hospitalization cases in which the patient was either discharged or transferred to a participating provider within a reasonable time after the medical record definitely indicated substantial improvement in the patient's condition.

The reasonable period of emergency care is that period required to provide relief of acute symptoms or for initial management of the condition while arrangements are made for definitive treatment.  Two examples: 

o
Prostatic hypertrophy which results in acute urinary retention; and

o
Mental illness with suicidal and/or homicidal tendencies.

In acute urinary retention, the reasonable period of emergency medical care includes the period required for catheterization and stabilization of the patient.  The patient could then be transferred to a participating hospital for surgery or other required treatment.  For the suicidal or homicidal patient, a reasonable period of emergency medical care includes the time required for initial management of the case while arrangements are made for transfer (by commitment or otherwise) to a participating hospital.  A period of 24 to 48 hours of emergency care is usually sufficient in both cases.
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490.17
Appeals.--

A.
Part A.--The intermediary will conduct reconsiderations and notify the claimant of the decision.  A reconsideration determination is a final and binding determination of the Secretary, unless it is reopened and revised, or unless a hearing revises an initial determination.

NOTE:
The RRB conducts reconsiderations for hospital services under the Railroad Retirement Act for services rendered in Canada.

B.
Part B.--Where a request for reconsideration of an initial determination is received by the intermediary, the review is conducted and the determination sent by the intermediary or the carrier, whichever made the initial determination.

C.
Appeal of Reconsideration.--All Part B hearing requests on claims for physician and independent ambulance services furnished in Canada or Mexico are within the jurisdiction of a carrier hearing officer regardless of who made the review determination.  However, a hearing request on an intermediary determination is normally in connection with the Part A claim and considered and processed as such.  If the enrollee had a Part A hearing and then requests a hearing on the same issue for the Part B claim, all pertinent information regarding the initial and reconsideration determinations and the hearing request are forwarded to the carrier.  The beneficiary is notified of the transfer.
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491.
PAYMENT FOR SERVICES RECEIVED IN NONPARTICIPATING PROVIDERS

The HCFA-1450 must be used.

A.
Hospital Filed Claims
1.
Inpatient Services.--The payment rate for inpatient claims is the lower of: 90 percent of your average inpatient per diem cost for all patients, or 85 percent of your regular charge for the services rendered.  Your average per diem cost is determined from the most recent calculation of the average per diem cost by a non-Governmental third-party payer.

The cost of the services is adjusted by any applicable deductible and coinsurance amounts for which the beneficiary is responsible.

Payment will be made to Federal hospitals that furnish emergency services, on an inpatient basis, to individuals entitled to hospital benefits.  Payment will be based on the lower of the actual charges from you or rates published for Federal hospitals in the Federal Register under OFFICE OF MANAGEMENT AND BUDGET - Cost of Hospital and Medical Care and Treatment Furnished by the United States; Certain Rates Regarding Recovery from Tortiously Liable Third Persons.

Medicare will not pay Federal hospitals for emergency items or services furnished to veterans, retired military personnel or eligible dependents.  However, Medicare can pay for the inpatient deductible charged by VA hospitals, or credit that amount to the Medicare Part A deductible, for emergency services furnished to veterans.  If a Part A claim is denied, a denial notice will be forwarded to the beneficiary from the fiscal intermediary.  The beneficiary can use this notice to forward to their private insurer, if applicable.


The VA or DOD hospital must file a statement of election for each calendar year to receive direct payment from Medicare for all claims filed that year.


2.
Outpatient Services.--The amount paid by Medicare for emergency outpatient claims is obtained as follows:

Eighty-five percent of the total covered charges is the estimated cost figure.  The applicable Part B deductible is subtracted.  Coinsurance is subtracted from the remainder.

The patient's coinsurance amount is obtained by subtracting the deductible from 85 percent of the total covered charges and applying the 20 percent coinsurance rate to the remainder.  You will be paid cost (85 percent of covered charges) minus deductible and coinsurance.

3.
Part B Medical and Other Health Services.--Part B medical and other health services, including provider-based ambulance services whether provider or beneficiary filed, may be covered and paid on a non-emergency basis.  To calculate the amount paid by Medicare, subtract the Part B deductible from the total covered charges and apply the 80 percent payment rate.

4.
Special Letters for Partially or Totally Denied (Hospital-Filed) Claims for Emergency Inpatient Services.--The patient receives a notice from HCFA covering the emergency payment of a partially denied claim.  A denial letter and a Part B explanation of benefits are sent to the patient.  

B.
Beneficiary Filed Claims
1.
Emergency Inpatient Claims.--The payment computation follows:
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o
Any noncovered accommodation charge is subtracted from the total accommodation charges.  The amount of the inpatient deductible or coinsurance met on this bill is subtracted.  Any remainder is multiplied by 60 percent.

o
The total noncovered ancillary charge is subtracted from the total ancillary charge.  Any inpatient deductible or coinsurance that remains is subtracted.  The remainder is multiplied by 80 percent.

o
The benefit amounts obtained are added.

2.
Emergency Outpatient Services.--To calculate the amount paid by Medicare, subtract any applicable Part B deductible from the total covered charges and apply the 80 percent payment rate.

3.
Part B Medical and Other Health Services.--Part B medical and other health services furnished by nonparticipating providers, including provider-based ambulance services, may be covered and paid on an non-emergency basis.

To calculate the amount paid by Medicare, subtract any applicable Part B deductible from the total covered charges and apply an 80 percent payment rate.

491.1
Payment for Services of Canadian/Mexican Hospital.--

A.
Hospital Filed Claim.--A Canadian or Mexican hospital that elects to bill the Medicare program receives l00 percent of its customary charges, subject to applicable deductible and coinsurance amounts.  The hospital establishes its customary charges for the services by submitting an itemized bill with each claim.  This eliminates the need to file a cost report.

The Canadian or Mexican hospital must file a statement of election for each calendar year to receive direct payment from Medicare for all claims filed that year.

Payment is subject to the official exchange rate on the date the patient is discharged.

B.
Beneficiary Filed Claim.--To calculate the amount paid by Medicare for Part B Provider-Based Ambulance Claims, subtract any unmet Part B deductible from the total covered charges and apply the 80 percent payment rate.

Payment to the beneficiary is subject to the official exchange rate on the date of discharge.

491.2
Designated Intermediaries.--Claims for services provided are processed by the appropriate fiscal intermediary.  Forward these claims and any subsequent appeals directly to the appropriate intermediary.  The State in which a beneficiary lives will determine which intermediary to send a shipboard or foreign claim.  If a beneficiary lives in one state but receives emergency services from a VA or DOD provider in another state, the claims should be processed in the state where the emergency services were rendered.
Canada
New Brunswick
Associated Hospital Services

Newfoundland
2 Gannett Drive

Nova Scotia
Portland, ME 04106-6911

Quebec

Prince Edward Island
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Ontario
Blue Cross/Blue Shield of Michigan

Department of Government Relations

600 Lafayette East

Detroit, MI 48226

ATTN:  Agnes Beckeridge

Alberta
Blue Cross & Blue Shield of Montana, Inc.

Manitoba
3360 l0th Avenue, South

Saskatchewan
Post Office Box 5004

Great Falls, MO 59403

British Columbia
Blue Cross of Washington/Alaska, Inc.

Northwest Territories
7001 - 220th S.W.

Vancouver
Mountlake Terrace, Washington  98043

Yukon Territories


Mexico
Western Mexico
Blue Cross of California

(Sonora and the Bajas)
21555 Oxnard St.

Woodland Hills, 91367

Eastern Mexico
Blue Cross and Blue Shield of Texas

(Chihuahua, Coahuila,
901 South Central Expressway

Nuevo Leon, Tamaulipas, etc.)
Richardson, TX  75080

Domestic Emergency Claims
Region I -
Associated Hospital Services, 2 Gannett Drive, South Portland, ME  04106-6911

Region III-
Blue Cross of Western Pennsylvania - Fifth Avenue Place Pittsburgh, PA 15222

Region IV -
Blue Cross and Blue Shield of Florida, 532 Riverside Ave. 17th & 18th Floors, Jacksonville, FL  32202

Region VI -
Blue Cross and Blue Shield of Texas, Medicare Part A, 901 South Central Expressway, Richardson, TX  75080

Region VII-
Blue Cross and Blue Shield of Nebraska, 7261 Mercy Rd. Omaha, NB  68124

Region IX -
Blue Cross of California, 21555 Oxnard St, Woodland Hills, CA  91367

Because there is no designated intermediary for Regions II, V, VIII, and X, submit the claims to the servicing intermediary in your State.

Region II
Blue Cross and Blue Shield of 
Empire Blue Cross and Blue Shield

New Jersey




622 Third Avenue

33 Washington Street


New York, New York 10017

Newark, New Jersey  07102
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Region V

Health Care Service Corporation
Associated Insurance Companies, Inc.

233 North Michigan Avenue
8115 Knue Road

Chicago, Illinois  60601
Indianapolis, Indiana  46250-0452


Blue Cross and Blue Shield of
Blue Cross and Blue Shield of 

  Michigan




Minnesota

600 Lafayette East



P.O. Box 64357

Detroit, Michigan  48226

3535 Blue Cross Rd.

St. Paul, Minnesota  55164-0357


Community Mutual Insurance
Blue Cross and Blue Shield United of 

  Company




Wisconsin

801 West Eight Street


1515 N. Rivercenter Drive

Cincinnati, Ohio  45203


Milwaukee, Wisconsin 53212-3953


Region VIII

New Mexico Blue Cross & Blue 
Blue Cross and Blue Shield of 

  Shield, Inc.


 
  
Montana, Inc.

12800 Indian School Rd. N.E.
404 Fuller Avenue

Albuquerque, New Mexico  87112
Helena, Montana  59601


Blue Cross and Blue Shield of 
IASD Health Services Corp.

  North Dakota




636 Grand Ave. 

4510 13th Avenue S.W.


Station 28

Fargo, North Dakota  58121

Des Moines, Iowa  50309


Blue Cross and Blue Shield of
Blue Cross and Blue Shield of Wyoming

  Utah





400 House Avenue

2455 Parley's Way



Cheyenne, Wyoming 82001

Salt Lake City, Utah  84130


Region X

Blue Cross and Blue Shield of 
Blue Cross of Washington and Alaska

  Oregon





7001 - 220th S.W.

100 S.W. Market Street


Mountlake Terrace, Washington 98043

Portland, Oregon  97201
Send claims for services furnished in a Christian Science Sanatorium (domestic and foreign) to:

Aetna Life and Casualty

Medicare Benefits Administration

The Exchange

P.O. Box 329

Farmington, CT  06032

491.3
Designated Carriers.--The following carriers have been designated to process claims for physicians' and ambulance services rendered in connection with covered hospitalization in Canada and Mexico.
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Region VIII (Cont.)

Canadian Claims
Provinces:







Carriers:


New Brunswick






C&S Administrative Services

Newfoundland







75 William Terry Drive

Nova Scotia







Hingham, MA  02044-9194

Quebec

Prince Edward Island


Ontario








Health Care Services Corp.

P.O. Box 5544

Marion, IL  62959


Saskatchewan







Blue Shield of Montana

Alberta








404 Fuller Ave.

Manitoba







Helena, MT  59601


British Columbia






Aetna Life Ins. Co.

Vancouver







Medicare Benefits Adm.

Yukon Territories






P.O. Box 91099

Seattle, WA  98111



Mexican Claims

Western Mexico






Transamerica Occidental Life

(Sonora and the Bajas)





P.O. Box 54905

Los Angeles, CA  90054-0905


Eastern Mexico






BC & BS of Texas

(Chihuahua, Coahuila





901 South Central Expressway

Nuevo Leon, Tamaulipas, etc.)




Richardson, TX  75080
Submit other claims to your servicing carriers.
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THIS PAGE RESERVED FOR 


FORM HCFA-1771


ATTENDING PHYSICIAN'S STATEMENT AND DOCUMENTATION OF MEDICARE EMERGENCY
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491.5
Exhibits.--
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Exhibit 1 - Model Letter to Nonparticipating Hospital That Elected to Bill For Current Year


DEPARTMENT OF HEALTH AND HUMAN SERVICES


HEALTH CARE FINANCING ADMINISTRATION

REFER TO:

Identification Number:

______________________

Dear _________________:

Your election to bill the Medicare program for emergency services furnished to Medicare beneficiaries will expire on December 31.  Payment for emergency services can be made to a nonparticipating hospital only if the hospital elects to receive reimbursement from Medicare for all emergency services furnished to Medicare beneficiaries in a calendar year.

If you elect to bill the program, please return to us in the enclosed self-addressed envelope a statement signed by an authorized official of your hospital stating that you elect to claim payment under the Medicare program.  An election to bill cannot be withdrawn during the year.  If a statement is not received by December 31, we will assume that you do not wish to continue to bill the program at this time.  However, you still retain the right to elect to bill the program at any time during the coming year if, when you make your election, you have not yet charged any Medicare beneficiary in that year for emergency hospital services rendered to him.

Hospitals electing to bill the program for emergency services may obtain information on reimbursement by contacting the intermediary serving nonparticipating hospitals in your State.  If you do not elect to bill, the beneficiary may apply for reimbursement by submitting an itemized bill.

Please contact us if you need any further information.  In addition, if at any time you decide to request full participation as a provider of hospital services under the Medicare program, please contact your Medicare intermediary for complete particulars.

Sincerely yours,
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Exhibit 2 - Model Letter to Nonparticipating Hospital That Did Not Elect to Bill For Current Year


DEPARTMENT OF HEALTH AND HUMAN SERVICES


HEALTH CARE FINANCING ADMINISTRATION

REFER TO:

Identification Number:

______________________

Dear ___________________:

Under the Medicare program, hospital benefits ordinarily can be paid only for care furnished to patients of hospitals that are participating in the program.  However, the program can also pay for hospital services furnished to a beneficiary who is admitted to a nonparticipating hospital in an emergency.  To receive payments for emergency services, a nonparticipating hospital must meet certain conditions specified in the law.  We have determined that your hospital meets these conditions.

Payment for emergency services can be made to a nonparticipating hospital only if the hospital elects to receive reimbursement from Medicare for all emergency services furnished to Medicare beneficiaries in a calendar year.  Although your hospital did not elect to bill the program for the current calendar year, you may wish to bill for the coming year.  If you so choose, please have an authorized official of your hospital sign a statement to this effect and return in the enclosed self-addressed envelope.  Retain a copy for your records.  An election to bill cannot be withdrawn during the year.

If we have not received a statement from you by December 31, we will assume that you do not wish to bill the program at this time.  However, you still retain the right to elect to bill the program at any time during the coming year if, when you make your election, you have not yet charged any Medicare beneficiary in that year for emergency hospital services rendered to him.

Hospitals electing to bill the program for emergency services may obtain information on reimbursement by contacting us.  If a hospital does not elect to bill, the beneficiary may apply for reimbursement by submitting an itemized bill.  

If at any time you decide to request full participation as a provider of hospital services under the Medicare program, please contact your Medicare intermediary for complete particulars.

Sincerely yours,
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Exhibit 3 - Model Letter to Nonparticipating Hospital That Requests to Bill the Program


DEPARTMENT OF HEALTH AND HUMAN SERVICES


HEALTH CARE FINANCING ADMINISTRATION

REFER TO:

Identification Number:

_____________________

Dear ____________________:

This refers to your inquiry concerning payment for emergency hospital services rendered to a Medicare beneficiary in a hospital which is not participating in the Medicare program.  Under the Medicare program, hospital benefits ordinarily can be paid only for care furnished to patients of hospitals that are participating in the program.  However, the program can also pay for hospital services furnished to a beneficiary who is admitted to a nonparticipating hospital in an emergency. To receive payments for emergency services, a nonparticipating hospital must meet certain conditions specified in the law.  We have determined that your hospital meets these conditions.

Payment for emergency services can be made to a nonparticipating hospital only if you elect to receive reimbursement from Medicare for all emergency services furnished to Medicare beneficiaries in a calendar year.  Your hospital may now choose to bill the program for all emergency services furnished to Medicare beneficiaries during the current calendar year, if you have not yet charged any Medicare beneficiary this year for emergency hospital services rendered to him.

If you so choose, please have an authorized official of your hospital sign a statement to this effect and return in the enclosed self-addressed envelope.  Retain a copy for your records.  An election to bill cannot be withdrawn during the year.

Hospitals electing to bill the program for emergency services may obtain information on reimbursement by contacting us.  If you do not elect to bill, the beneficiary may apply for reimbursement by submitting an itemized bill. 

If at any time you decide to request full participation as a provider of hospital services under the Medicare program, please contact your Medicare intermediary for complete particulars.

Sincerely yours,
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Billing for Physician Services
495.
ELIMINATION OF COMBINED BILLING AND HCFA-1554 - OCTOBER l, l983

A.
Intermediaries will not process combined hospital inpatient or outpatient bills for services furnished after September 30, l983, except for:

o
Combined billing by an all inclusive rate hospital is permissible upon agreement by the hospital, intermediary and carrier.  If you can identify specific physician services without undue burden and cost, bill the carrier on form HCFA-l500.  If you cannot do so, establish a per diem rate for physician services and combine bills on Forms HCFA-l450 (UB-82).  Further, if psychiatric services are provided, establish a separate per diem amount for psychiatric services so that the Part B psychiatric limitation can be applied.

o
Separate bills for physicians services are not required where certain teaching hospitals and their physicians have elected cost in lieu of charge reimbursement, (see PRM §§2l48.lff.) or for emergency or foreign hospital claims.

All-inclusive rate hospitals which use a combined bill for services furnished after September 30, l983, bill in accordance with §496.

HCFA-l554 billings are not processed by carriers for physician services furnished institutional inpatients or outpatients after September 30, l983.

There is no intent to require a provider to change from "gross" to "net" billing with respect to a professional component.  HCFA policy is for providers to bill Medicare on the same basis that they bill other payers so that there is consistency of bill data with the cost report, and bill data can be used to substantiate the cost report.  Where "gross" billing is continued, interim payment rates are adjusted to exclude payment for hospital-based physician services furnished after September 30, l983, billed to a carrier.

For provider cost reporting, it is essential that both Medicare and non-Medicare charges for the same department be reported consistently.  This means that the professional component is included or excluded consistently for Medicare and non-Medicare charges.  Where you include professional components in the charges for non-Medicare patients, show the professional component as covered on the Medicare bill.  The physician component must be billed, in all cases, to the carrier to obtain payment for services rendered on or after October l, l983 (except where §496 applies to all inclusive rate hospitals or to teaching hospitals exercising the option to be paid costs).
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496.
COMBINED BILLING FOR ALL-INCLUSIVE RATE HOSPITALS AND TEACHING HOSPITALS

To use combined billing, calculate an apportionment for physician's patient care services on a per diem basis in consultation with your intermediary.  Divide the apportionment for such services between inpatient and outpatient services on the basis of the time spent on each.  Obtain the inpatient per diem figure by dividing the total annual inpatient charge for these services by the estimated annual number of inpatient days for all patients.  Base outpatient professional components on per visit (i.e., visits divided into total outpatient charges).  Exclude the cost on reasonable compensation equivalent for hospital-based physician individual patient care services from your all-inclusive rate, but include it separately on your bill.

A.
Part A Inpatient Combined Billing After September 30, l983, All-Inclusive Rate Hospital.--Bill on the HCFA-l450/UB-82 and indicate the psychiatric professional revenue code as 961, for all other professional components use either code 960, or, if you prefer for your own accounting system, an appropriate detail level 96X, 97X or 98X.

For patients enrolled under Part B, as shown by the reply to the Part B Query, intermediaries reimburse you for 80 percent of the physician per diem charges in excess of the Part B deductible. They prepare an EOMB for the beneficiary.  Where psychiatric services are involved, the $1,375.00 annual limitation applies only to outpatient professional components.

You may bill patients not enrolled under Part B for the entire physician per diem charge. Maintain a record of the inpatient days of these individuals so that this cost may be excluded from the amount of program obligation at the time of retroactive cost adjustment.

B.
Part B Inpatient and Outpatient Combined Billing All Inclusive Rate Hospital.--Section 435 is the basic guideline for determining the amount of your billing.  In addition, follow the bill preparation instructions in subsection A except:

o.
The $1,375.00 annual psychiatric limitation applies only to outpatient services.  (See §432)
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496.1
Billing for the Professional Component of Hospital-Based Physicians' Services.--(See also the Provider Reimbursement Manual, §§2l08ff.) Section 255 defines "hospital-based physicians," "professional component," and "hospital component."  The hospital component of hospital-based physicians' services is always included in your customary charge structure (e.g., as part of the accommodations charge); and you receive related payment for this component.

Part B benefits for the professional component of physician services and other nonprovider services are reimbursable on a reasonable charge basis.  There are two methods of claiming these benefits: The patient (or his representative) may request payment on the basis of an itemized bill (receipted or unpaid), or he may assign his claim to his source of medical treatment or services.  By accepting assignment, the physician (or hospital authorized to bill and receive payment for physician services, (see §§400.7-400.8) can claim the payment.  The physician or hospital accepting the assignment agrees to consider the reasonable charge as determined by the carrier as the full charge for the service.

Ways in which physician services may be billed:

o
The HCFA-l500, Health Insurance Claim Form.

o
The combined billing method (form HCFA-l450), may be used only by an all inclusive rate hospital.

o
The HCFA-l490S, Patient's Request for Medicare Payment.  (Can only be used by the beneficiary to file a claim for physician services.)

496.2
Use of HCFA-l490 or HCFA-l500.--Submit the  HCFA-l490, Request for Medicare Payment or HCFA-l500, Health Insurance Claim Form to the Part B carrier in the following situations:

o
Where the physician accepts assignment and bills Medicare in his own name; 

o
Where the physician bills the beneficiary and completes the physician or supplier information section of the claim form; or

o
Where you:

-
are entitled to bill and receive payment for physician services under §§400.7-400.8; and

-
Customarily identify charges for all the physician's professional services separately from charges for provider services or are in the process of establishing customary charges for such services; and

-
Either:

+
Accept an assignment and bill Medicare for the physician services; or

+
Bill the beneficiary for the physician services and complete the physician or supplier information section of the claim form.

The carrier will advise you of which form to use.
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496.3
Completion of the HCFA-l490 and HCFA-l500.--

A.
HCFA-l490.--Instructions for completion of the HCFA-l490 are on the back of the form. However, the following special instructions apply where you are entitled to bill and receive payment for physician services or bill for laboratory services furnished to nonhospital patients:

l.
Item 7A- Date of Each Service.--Show the date of each service.  If the same services are furnished on different dates, show each date.  If the services are identical, inclusion dates may be used, but the number of times the identical services are furnished must be shown in item 7C.

2.
Item 7B - Place of Service.--Enter the place of services code from the footnote at the bottom of the form.  If laboratory services are furnished to nonhospital patients (see §232), indicate "IL" (independent laboratory).  The "IL" place of services code is used only to facilitate claims processing.

3.
Item 7C - Description of Services and Supplies.--Enter the appropriate procedure code.  Use the carrier approved code.  Services furnished by different physicians in the hospital to the same patient may be billed on a single claim.  However, each physician must be identified by name and identification code.

4.
Item 7D - Nature of the Illness or Injury.--Enter one of the following: (l) nature of illness, injury, symptom or complaint; (2) diagnostic code acceptable to the carrier; or (3) name of referring physician.

5.
Item 7E - Charges.--Enter the itemized charge for each procedure or service.

6.
Item 8 - Name and Address of Physician or Supplier.--Enter your name and address.  If the claim is for laboratory services furnished to nonhospital patients, enter the name, address and telephone number of your laboratory and its identification number.

7.
Item 9 - Total Charges.--Enter the total charges.

8.
Item l0 - Amount Paid.--Enter the amount paid by patient.  If nothing was paid, enter zero.

9.
Item ll - Any Unpaid Balance Due.--Enter the difference between item 9 and l0.  If item l0 is zero, enter the amount from item 9.

l0.
Item l2 - Assignment of Patient's Bill.--If assignment is taken, check the appropriate block.

ll.
Item l4 - Signature of Physician or Supplier.--Signature of authorized official.  This official need not be a physician and a stamp facsimile may be used.

For beneficiaries who are HMO enrollees, complete and route the bill in accordance with regular billing procedures.  No special documentation is necessary, even where the bill will be processed by an HMO.
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B.
HCFA-l500.--Items l-l3 Patient Identification Information.--

Item l - Enter the patient's first name, middle initial, if any, and last name.

Item 2 - Enter the patient's date of birth, if known.

Item 3 - Not required.

Item 4 - Enter the patient's complete mailing address, i.e., number, street, city, State, and ZIP code.  Also, enter the telephone number, if available. Include the area code.

Item 5 - Check the correct sex designation.

Item 6 - Enter the complete HICN along with a Medicaid number, if appropriate.

Item 7 - Not required.

Item 8 - Enter the name of the patient's, if applicable.

Item 9 - If the patient has other health insurance besides Medicare (e.g., private supplementary insurance, Medicaid, Federal Health Insurance Benefits, CHAMPUS, or CHAMPVA), enter the name of the insuring organization, the policy or medical assistance number, and unless self-evident, whether the coverage is under a Federal program.

Item l0 - A. Complete this item to show whether the patient's condition is employment related.

       B.  If an automobile accident is involved, check the box

for "auto". Check "other" if an accident other than automobile is involved.

Item ll - Not required.

Item l2 - The patient or his authorized representative must sign this block.  If the patient's representative signs, the relationship of the representative to the patient should be indicated.  The patient's signature authorizes release of medical information necessary to process the claim.  It also authorizes payment of benefits to the physician, if the physician agrees to accept assignment in Item 26.

Item 13  - Not required.

Items l4-33 Physician or Supplier Information.--

Items l4 through l8 - Not required 

Item l9 - If the patient or a specimen was referred to you, enter the complete name of the referring source.  Otherwise leave blank.
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Item 20 - Enter the admission and discharge dates when the service was rendered as a result of, or subsequent to, a related hospitalization.

Item 2l - Enter the hospital or other place, if applicable, where the service was done.

Item 22 - This item is intended for physicians who are billing for lab services obtained elsewhere.  You need not complete it.

Item 23 - Enter the nature of injury and/or all relevant diagnoses.  A diagnosis code from the ICD-9-CM coding system may be shown in lieu of a narrative description.  When more than one diagnosis is indicated, in Column D of Item 24 relate each diagnosis (using reference number; i.e., l, 2, 3, 4, or DX code) to the appropriate procedure listed in Item 24.  If a procedure relates to more than one diagnosis, refer the primary diagnosis to which the procedure relates in Column D of Item 24.

Item 24 - In Column A enter the month, day, and year for each consultation or procedure.  If "from" and "to" dates are shown for a series of identical services, enter their number in Column F.

In Column B, enter only the applicable Alpha Codes shown in parentheses on the back of the form except (RTC) and (STF).

In Column C, there is space for a written description of procedures and services performed as well as a column where procedures codes may be listed.  If a physician/supplier enters codes in Item 24C, the System of Codes must be identified and agreed to by the carrier.  For anesthesia, show the elapsed time (hours/minutes).

In Column D, enter the diagnosis reference number (i.e., l, 2, 3, or the diagnosis code) as shown in Item 23, to relate the date of service and the procedures performed to the appropriate diagnosis.

In Column E, enter the charge for each listed service.  A description of any unusual circumstances in Column C will help avoid claims processing delays related to unusual charges.

In Column F, enter the number of times a service was performed if "to" and "from" dates were entered in Column A.

Leave Column G blank.

Leave Column H blank.

Item 25 - The hospital representative must sign in Item 25.  Month, day and year the form was signed must also be provided.  A stamp facsimile signature may be used.

Item 26 - Complete to indicate if the physician/supplier accepts assignment.
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Items 27, 28, 29 - Self-explanatory.  Complete these items in all cases. If nothing has been paid on the bill, enter "None" in Item 28.

Item 30, 3l, 33 - Enter either the physician's social security number or his employer identification number in item 30 or 33.  Enter in item 3l the identification number assigned by the carrier for claims from this physician or department.

Item 32 - Enter your identification number for the patient in case of a request for additional information.
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496.4
Limitations on Reassignment.--Assigned benefits for services reimbursable on a reasonable charge basis may not be paid to anyone other than the physician who furnished the services for which the benefits are paid, except:

o
To the employer of the physician who provided the service, if the physician is required as a condition of his employment to turn over his fee for the service to his employer (see §496.6); or

o
To a facility in which the service is provided if there is a contractual arrangement between the facility and the physician furnishing the service under which only the facility can bill for the service (see §496.7); or

o
To a foundation, plan, or similar organization which furnishes health care through an organized health care delivery system (e.g., a freestanding physician clinic or prepaid group practice prepayment plan) if there is a contractual arrangement between the organization and the physician furnishing the service which only the organization can bill for the service.

496.5
Payment to Employer of Physician.--Subject to certain conditions and limitations, payment of Part B benefits due a physician under assignment for services furnished to a patient may be made to the physician's employer provided that only the employer, and not the physician, has the right to receive the fees under the terms of the physician's employment.  There must be an employer-employee relationship between the physician and the person or organization.  The terms of the employment must provide that the employer and not the physician has the right to receive the payment for all the latter's services within the scope of his employment.  Where the employer has this right, a reassignment of benefits for all such services will be honored.

Ordinarily, an employer may establish that it qualifies to receive payment for the services of its physicians by submitting a written statement certifying that it will bill the program for such services only where the physicians are its employees and have acknowledged in writing its right to receive the fees under the terms of their employment.  (If it is a governmental entity, the employer's affirmation that it has the right to the fees substitutes for its certification that it has the written acknowledgment of the physicians as to that right.)

The physician's written acknowledgment that the employer has the right to receive payment for his services may be in a written employment contract which either expressly or by clear implication provides that the employer will receive the fees.  In the absence of such a contract, the employer should have in its possession a signed and dated statement by the physician acknowledging that the employer has the right to receive the payment for the physician's services.   The following language is recommended:

I acknowledge that under the terms of my employment only (Name of Employer) is entitled to claim or receive any fees or charges for my services.
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496.6
Payment to Facility in Which Services Are Performed.--Subject to certain conditions and limitations, payment of Part B benefits due a physician under assignment for services furnished in a facility may be made to the facility if it and the physician have an agreement under which only the facility may bill and receive fees or amounts charged for the services.  The written contractual arrangement between the facility and the physician must provide this either expressly or by clear implication.

The contract between the facility and the physician may apply to all services in the facility, or to a particular category of services that are clearly distinguishable from other categories, e.g., services in the outpatient facility by a physician who collects his fees for the services he furnishes to inpatients.  The distinction between the categories must be consistent with proper determination of Part B reimbursement and may not be based on whether the patient has Medicare.

The law permits physicians to reassign to a facility the Part B benefits for the services they perform in the facility.  This applies to an arrangement in which the facility obtains a significant degree of control or interesting the disposition of the benefits.  Medicare benefits cannot be paid to a facility under terms which make it a mere conduit for payment to another person or entity.

EXAMPLE:
Under an agreement between a hospital and a partnership of teaching physicians, the hospital bills and receives payment in its name for the physician's services but is required to turn over to the partnership all fees received, less a deduction to defray billing expenses.  The partnership distributes the monies among its physician members in accordance with the partnership agreement.  Since the hospital functions as a conduit for payment to the partnership, the agreement is not an acceptable contractual arrangement.

A.
Information Necessary to Permit Payment to a Facility.--A facility may qualify to receive Part B payment for the services of physicians in the facility by submitting a written statement certifying that it will bill for their services only as called for by its written contractual arrangements.

Where a facility does not have an appropriate written contract, the following language is recommended.  It is to be signed and dated by both the facility and the physician:

It is agreed that only (Name of Facility) will bill and receive any fees or charges for the services of (Name of Physician) furnished to patients at the above-named facility (or specify the limitation of the reassignment).

For purposes of the Medicare benefits payable for the services, this agreement may be terminated by either party upon written notice to the other but such termination is not binding upon Medicare until 2 weeks after the contractor receives written notice of the termination.
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B.
Scope of the Term "Facility".--The term "facility" is limited to institutions which make provision for furnishing services to individuals as inpatients, i.e., hospitals, university medical centers that own and operate hospitals, SNF's, nursing homes, homes for the aged, or other institutions of a similar nature.  Physician services furnished outside the facility will be considered furnished "in the facility" if furnished in connection with services received by patients in the facility.  For example, where you take your inpatients to the private office of a neurologist for tests such as an encephalograph, the services are considered performed in your facility for purposes of honoring a contractual arrangement under which you bill for them.

In some cases a hospital will purchase services for its patients from another hospital "under arrangements" and the services include a physician component.  Where the physician has entered into a valid contractual arrangement with the hospital in which his services were rendered for it to bill for the services, no additional authorization is needed for the purchasing hospital to bill for his services.  For example, where Hospital A arranges to obtain an EKG interpretation from Hospital B which has a valid contractual arrangement with its cardiologist authorizing it to bill for his services, Hospital A does not need written authorization from the cardiologist to bill Medicare. 

C.
Indirect Contractual Arrangement.--The necessary contractual arrangement between physicians and the facility in which they perform their services may exist indirectly by the terms of their relationship with an employer and the employer's contractual arrangement with the facility.

EXAMPLE:
A professional corporation enters into a contract with a hospital to provide physician emergency room services.  Under this arrangement, the hospital bills and receives payment for the physician emergency room services and pays the corporation a percentage of the charges.  The corporation in turn employs several physicians to provide the services and, under the terms of their employment, is entitled to any fees payable for their services (other than the portion of the fees retained by the hospital).  The combination of the two arrangements - between the hospital and the corporation and the corporation and the physicians - constitutes a contractual arrangement between the hospital and the physicians permitting the hospital to bill and receive Part B payment.  It is not necessary that the employees of the corporation enter into a contract with the hospital.
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496.7
Establishing That A Hospital Qualifies to Receive Part B Payment.--A hospital wishing to receive Part B payment as a reassignee of one or more physicians must furnish its intermediary or (where appropriate) the Part B carrier sufficient information to establish clearly that it qualifies to receive payment for their services.  Where there is any doubt that a hospital qualifies, the intermediary (or Part B carrier) obtains additional evidence.

In some cases, a hospital may qualify to receive payment for the services of a physician both as the employer of the physician and as the facility in which the services are performed.  As soon as it is determined that a hospital can qualify on either basis, no further development will be undertaken with respect to that physician or to other physicians having the same status.  Reassigned claims submitted by the hospital for services furnished by the physicians will be honored.  However, where other physicians have or appear to have, different status, further development is required. It is possible that a determination will be made that Part B payment can be made only to the physician.

Where a hospital qualifies as a reassignee, it assumes the same liability for any overpayments which it may receive as a reassignee as the physician would have had if the payment had been made to him.
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Time Limitation for Medical

Information Requests
497.
REQUEST FOR ADDITIONAL MEDICAL INFORMATION

A.
Requests for Additional Medical Documentation.--When a determination of Medicare coverage cannot be made based upon the information on the claim and any attachments you submitted:

o
The intermediary will request additional documentation; and

o
The claim will be pended for 30 days.

B.
Failure to Submit Documentation.--

o
The intermediary will deny the claim for lack of medical necessity if the information is not received within 35 days after the date of the request.  This allows 5 days mail time.

o
You will be held liable for the denied services.  Do not charge the beneficiary for coinsurance and deductible amounts.  The beneficiary is responsible only for charges for services not covered by Medicare.

o
The intermediary will send a denial letter to the beneficiary and send a copy to you. The denial letter will include limitation of liability and appeals information.

o
Once the claim has been denied, you must submit a formal request for reconsideration if you submit the requested information.
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