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400.
GENERAL REQUIREMENTS

A.
Forms.--The HCFA-1450, Inpatient and/or Outpatient Billing, is used for all institutional provider billing except for the professional component of physicians services.

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

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

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

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

C.
Billing Procedure to Avoid Duplicate Payments.--Install adequate billing procedures to avoid submission of duplicate claims.
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401.
FREQUENCY OF BILLING

Your intermediary will inform you about the frequency with which it can accept billing records and the frequency with which you may bill on individual cases.

In its requirements, your intermediary considers your systems operation, intermediary systems requirements, and Medicare program and administrative requirements.

A.
Outpatient Billing.--Bill repetitive Part B services to a single individual monthly (or at the conclusion of treatment).  This avoids Medicare processing costs in holding such bills for monthly review and reduces bill processing costs for relatively small claims.  Examples of repetitive Part B services with applicable revenue codes include:
Type of Service
Revenue Code(s)
-
Therapeutic Radiology
330-339

-
Therapeutic Nuclear Medicine
342

-
Respiratory Therapy
410-419

-
Physical Therapy
420-429

-
Occupational Therapy
430-439

-
Speech Pathology
440-449

-
Cardiac Rehabilitation

Services
482, 943

-
Psychological Services
(910-919)

Where there is an inpatient stay, or outpatient surgery, during a period of repetitive outpatient services, you may submit one bill for the entire month if you use an occurrence span code 74 to encompass the inpatient stay.  This permits you to submit a single bill for the month, and simplifies the review of these bills.  This is in addition to the bill for the inpatient stay or outpatient surgery.

Other one time Part B services must be billed upon completion of the service.  
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402.
CLAIMS PROCESSING TIMELINESS

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

Time Period for Claims Received


Applicable Number of Days
01-01-93 through 09-30-93


24 for EMC & 27 for paper claims


10-01-93 and later




30

See subsection D for the definition of a clean claim.  All claims (i.e., paid claims, partial and complete denials, no payment bills), excluding PIP, are subject to the above requirements.

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

B.
Payment Floor Standards.--Your intermediary does not pay, issue, mail or otherwise pay for any claim it receives from you within the waiting period as indicated below.  The length of the waiting period is determined by the date a claim is received.  Your intermediary starts its count on the day after the day of receipt.  For example, a clean electronic claim received October 1, 1993, can be paid on or after October 14, 1993.  An electronic claim received November 1, 1993, can be paid on or after November 15, 1993.

Claims Receipt Date


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

14 for EMC & 26 for paper claims

10-01-93 and later



13 for EMC & 26 for paper claims

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

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

o
Claims requiring external investigation or development by your intermediary;

o
Claims on which no payment is due; or

o
Full denials.

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

Interest is paid at the rate used for §3902(a) of title 31, U.S. Code (relating to interest penalties for failure to make prompt payments).  The interest rate is determined by the applicable rate on the day of payment.

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

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

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

EXAMPLES



Clean Paper Claim


Clean Electronic Claim
Date Received



November 1, 1993


November 1, 1993

Payment Due



November 28, 1993


November 15, 1993

Payment Made


December 3, 1993


December 2, 1993

Interest Begins



December 2, 1993


December 2, 1993

Days for Which

  Interest Due



2





1

Amount of Payment

$100




$100

Interest Rate



5.625%




5.625%

Use the following formula:


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


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


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

D.
Definition of Clean Claim.--A "clean" claim is one that does not require your intermediary to investigate or develop information outside its Medicare operation before payment.

Examples of clean claims are those that:

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

o
Do not require external development by your intermediary and are not approved for payment by CWF within 7 days of your intermediary's original claim submittal for reasons beyond your intermediary's or your control;

o
Are investigated within your intermediary's claims, medical review, or payment office without the need to contact you, the beneficiary, or other outside source;

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

o
Are developed on a postpayment basis.
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E.
Other Claims.--Claims that do not meet the definition of "clean" claims are "other" claims. Other claims require investigation or development external to your intermediary's Medicare operation on a prepayment basis.  Other claims are those that are not approved by CWF which your intermediary identifies as requiring outside development.  Examples are claims on which your intermediary:  

o
Requests additional information from you or another external source.  This includes routine data omitted from the bill, medical information, or information to resolve discrepancies;

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

o
Develops MSP information;

o
Requests information necessary for a coverage determination;

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

o
Performs outside development as a result of a CWF edit.
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403.
BILLING FOR COMPREHENSIVE OUTPATIENT REHABILITATION FACILITIES

(CORFs) SERVICES
A.   Administrative Services.--Certain services provided by the CORF are considered administrative services.  Do not include these charges on the HCFA-1450.  Their costs are included in the cost report and are also considered in the calculation of the interim rate paid by the intermediary for billable services.
Examples of administrative services are CORF physicians' services, team conferences, case reviews, plan of treatment review, and routine nursing services.

Refer to the Provider Reimbursement Manual for additional information.

NOTE: 
Physicians diagnostic and therapeutic services furnished to a CORF patient are not CORF 

physicians' services.  The physician must bill the carrier for these services.  (See §253.1.)

B. 
Patient Evaluation and Reevaluations. --

o     If a patient receives an evaluation and there is no need for additional services, bill the evaluation as a visit.

o    When an initial evaluation and treatment are rendered on the same day, do not bill for two visits.  The usual charge for one visit can be increased to reflect the extra services.

o     Perform a reevaluation during a regular treatment visit.  Do not bill for it separately.  The charge should reflect the reevaluation.

NOTE:
Generally you will use the zero level revenue code.  The intermediary may require the 


specific code for evaluation/reevaluation if needed for the bill review.

Refer to §416 for a list of revenue codes to use in billing CORF services.

C.
Services Billed on the HCFA-1450.--Services that can be billed on the HCFA-1450 by a CORF are:

o
Physical therapy, occupational therapy, speech pathology services and respiratory therapy.  Includes patient evaluation, testing, treatment, and other services defined as covered therapy services.  (See §§205.5 and 205.6.)

o
Social and psychological services.  (See §§253.7, 253.8 and 255.)

o 
Nursing services.  Billable services are identifiable rehabilitation services which a nurse is qualified to perform and which do not duplicate services performed by the therapist or other skilled nursing services specified in the plan of treatment.  (See §253.9.)
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o
Prosthetic and orthotic devices, including testing, fitting, or training in the use of such devices.

o
Drugs and biologicals which cannot be self administered. 

o
Supplies, appliances and equipment. 

NOTE:
Equipment and appliances used at the CORF are reimbursed as overhead costs, and purchase or rental of durable medical equipment (DME) is billed to the Part B carrier on the HCFA-1500.

o
Home environment evaluation, (a single home visit to evaluate the potential impact of the home environment on the rehabilitation goals).  Bills under line item or revenue code of the professional who made the visit.

o
Certain diagnostic tests to be evaluated by a physician, such as pulmonary function, spirometry, and blood gas analysis are included under specific revenue codes.

D.
Offsite CORF Services. --Effective with services furnished on and after December 22, 1987, CORFs may provide physical, speech and occupational therapy off the CORF's premises in addition to the home evaluation.  Bill services provided offsite separately.  Identify them as offsite" in Remarks FL 84.  Include in the charges for offsite visits any additional charge for providing the services at a place other than your premises.  There is no change in the interim reimbursement method for offsite services.

E.
Outpatient Mental Health Treatment Limitation. --The amount of a beneficiary's incurred psychiatric expenses for CORF services is limited to 62 1/2 percent of customary charges for the services.  Apply these limits to revenue code 910 on CORF claims.  (See §255.)
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404.
REDUCTION IN PAYMENT DUE TO P.L. 99-177

A.
General.--Public Law 99-177, the Balanced Budget and Emergency Deficit Control Act of 1985 (Gramm-Rudman-Hollings), provides for an automatic deficit reduction procedure to be established for Federal FYs 1986 through 1991.

Each payment amount is reduced by a specified percentage that cannot exceed 1 percent for FY 1986 and 2 percent for each subsequent year in which sequestration takes place. The reduction percentages are proportionately decreased in any year in which the excess deficit is small enough to permit a smaller reduction.

The intermediary reduces all Medicare program payments after applying deductible, coinsurance, and any applicable MSP adjustments.  It reduces each claim or interim payment (including PIP).

B.
Definitions.--

o
Date of Service.--The intermediary applies the reduction for all services based on the through date on the bill.  Bill earlier services separately to avoid the reduction.

o
Reduction Amount.--The applicable reduction percentages by FY are:

o
FY 1986 - 1 percent for all services (Part A and Part B) for the period March 1, 1986 through September 30, 1986.

o
FY 1987 - There is no sequestration order for this period.

o
FY 1988 - 2.324 percent as follows:

--
November 21, 1987, through March 31, 1988, for all Part A inpatient hospital services and all items and services (other than physicians' services) under Part B.

--
November 21, 1987, through December 31, 1987, all other Part A services.

o
FY 1989 - There is no sequestration order for this period.

o
FY 1990 - 

--
2.092 percent from October 17, 1989, through December 31, 1989, for items and services under Part A.

--
2.092 percent from October 17, 1989, through March 31, 1990, for items and services under Part B.

-- 1.4 percent from April 1, 1990 through September 30, 1990 for items and services under Part B.

o
FY 1991

--
There is no sequestration for Part A.

--
2.00 percent from November 1, 1990, through December 31, 1990, for items and services under Part B.
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The amount of the reduction is determined by October 15 for each year.  You will be informed by your intermediary of the specific percentage by which bills will be reduced after the final determination is made.

C.
Changes Required in Bill Payment Procedures.--You may bill separately for all services prior to the effective date in order to avoid the reduction of the entire bill.

The intermediary reduces all bills with dates of service or through dates on or after the effective date. It will not develop bills which may contain earlier services and will not accept adjustment bills to correct earlier bills spanning the effective date.

You can expect reduction on final payments and cost based interim payments.

The intermediary adjusts payment amounts, not payment rates.  It applies the reduction to the amount that would have been paid before P.L. 99-177, i.e., after reduction for deductible, coinsurance, and MSP.  This provides a slightly higher payment to you than applying the percentage reduction before deductible, coinsurance, and MSP.

You may not collect the reduction amount from beneficiaries.
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