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300.

THE HEALTH INSURANCE MEDICARE CARD

A.
Establishing Entitlement and Issuing a Medicare Card.--The Social Security Administration (SSA) is responsible for taking most of the applications for and determining entitlement to health insurance under Medicare.  After entitlement is established, SSA annotates the hospital and/or supplementary medical insurance entitlement information on its own Master Beneficiary Record and then passes the beneficiary information to the Health Care Financing Administration (HCFA) which establishes the beneficiary's record on the HCFA Master file called the Enrollment Database (EDB).  Once the record is established on the EDB, HCFA issues the beneficiary a health insurance care or Medicare card.

Those individuals who worked under the Railroad Retirement System instead of Social Security, file their applications with, and have their Medicare entitlement determined by the Railroad Retirement Board (RRB).  The RRB then  sends information to HCFA to establish an EDB record.  In this case, however, the RRB, not HCFA, issues the Medicare card. 

B.
The Health Insurance Claim Number.--The health insurance claim number (HICN) on the card is essential for processing when a claim for reimbursement is filed.  It is important to accurately record the HICN on the billing form since a claim will be rejected if the number is missing or incorrect.  (It is also important to record the name exactly as shown on the card.)

C.
Determining Beneficiary Entitlement Through Information on the Health Insurance Card.--Ask each patient who gives his/her age as 65 or older or a younger patient who possibly has entitlement to Medicare as a disability beneficiary or under the provisions for coverage of persons needing kidney transplantation or dialysis, for his/her health insurance card to determine his/her health insurance entitlement status and the correct HICN.  If a patient is within 3 months of age 65 and has not yet applied for health insurance entitlement, advise him/her to contact the Social Security Administration's 1-800 number or contact any Social Security office.

A health insurance card is acceptable without a signature, but the patient should be asked to sign it.

302.

SOCIAL SECURITY AWARD CERTIFICATE, TEMPORARY NOTICE OF ELIGIBILITY, UTILIZATION NOTICE,  EXPLANATION OF BENEFITS, AND MEDICARE SUMMARY NOTICE

An individual who has not yet received their health insurance card may present one of the following to indicate his/her health insurance entitlement status.

A.
Social Security Award Certificate.--Health insurance beneficiaries receive a Social Security Award Certificate, SSA-L30-Cl or SSA-L31 (for Medicare only) that shows the HICN, dates of entitlement to Part A or Part B, and contains the following statement:

"This notice may be used if Medicare services are needed before you receive your health insurance card."

B.
Temporary Notice of Eligibility.--Occasionally, a person 65 years or older has stablished his entitlement, but there is a delay in processing the information to the SSA and HCFA records. When this person needs immediate hospital or medical services, the Social Security office (SSO) can issue a Temporary Notice of Medicare Eligibility (see Exhibit 3).  The Notice will show a beneficiary's name, HICN and dates of entitlement to Part A and/or Part B.

C.
Utilization Notice or Explanation of Benefits.--If the patient cannot furnish a health insurance card or one of the notices described in §302 A and B, he/she may use a utilization notice 
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or explanation of benefits which shows the beneficiary's claim number.  Such notices are sent to the beneficiary by SSA, the intermediary, or carrier after payments are made under Part A or Part B.  These notices, if current, may also indicate to the provider the patient's deductible status under medical insurance.

304.
IDENTIFYING HICNs

Most HI claim numbers are 9-digit numbers with letter suffixes, e.g., 000-00-0000-A. However, it might also be a 6 or 9-digit number with letter prefixes, e.g., A-000000, A-000-00-0000; or WD-000000, WD-000-00-0000.  When the status of a beneficiary changes, it is possible for the claim number to change.

A.
HICNs Assigned by SSA.--The HICN assigned by SSA is a 9-digit number followed by one of the following suffixes:

A, B, Bl, B2, B3, B4, B5, B6, B7, B8, B9, BA, BD, BG, BH, BJ, BK, BL, BN, BP, BQ, BR, BT,

BW, BY

Cl, C2, C3, C4, C5, C6, C7, C8, C9, CA-CK,

D, Dl, D2, D3, D4, D5, D6, D7, D8, D9, DA, DC, DD, DG, DH, DJ, DK, DL, DM,  DN, DP, DQ, DR, DS, DT, DV, DW, DX, DY,DZ,

E, El, E2, E3, E4, E5, E6, E7, E8, E9, EA, EB, EC, ED, EF, EG, EH, EJ, EK, EM

Fl, F2, F3, F4, F5, F6, F7, F8

Jl, J2, J3, J4 (See Note l)

Kl, K2, K3, K4, K5, K6, K7, K8, K9, KA, KB, KC, KD, KE, KF, KG, KH, KJ, KL, KM  (See Note l)

M, Ml, and T (See Note 2)

TA, TB, TC, TD, TE, TF, TG, TH, TJ, TK, TL, TM, TN, TP, TQ, TR,

TS, TT, TY, TV, TW, TX, TY, TZ, AND T2, T3, T4, T5, T6, T7, T8, T9,

W, Wl, W2, W3, W4, W5, W6, W7, W8, W9, WC, WF, WG, WJ, WR, WT

It is possible for multiple individuals to have the same 9-digit number but each will have a different suffix.

 Note l:
SMI entitlement may exist for all J and K suffixes.  However, for subscripts J3, J4, K3, K4, K7, K8, KB, KC, KF, KG, KL, and KM, entitlement to hospital insurance benefits is for qualified uninsured individuals who secure coverage on a voluntary basis.  These individuals may not have hospital insurance.

Note 2:
Suffix M indicates that the individual is entitled to SMI benefits.  The individual may also be entitled to hospital insurance benefits but only as an uninsured individual who has voluntarily secured coverage.

Suffix Ml indicates the individual is entitled to SMI benefits and has refused hospital insurance benefits even though he/she was entitled to them.
Suffix T indicates the individual is entitled to hospital and medical insurance and is not entitled to monthly social security benefits.
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B.
HICNs Assigned by the RRB.--The RRB originally issued 6-digit numbers for their numbering system.  Then, in 1964, the RRB began to use the Social Security number.  These were assigned in numerical sequence and have no special characteristics.  However, both the 6-digit numbers and the 9-digit Social Security numbers, when used as claims numbers by the RRB, always have letter prefixes.  (In rare cases, a qualified railroad retirement beneficiary may have a claim number with less than 6-digits.  Add sufficient zeros between the prefix and other digits to make a 6-digit number, e.g., WD-001234.)

List of Valid RRB HICNs.--
A-000000, or




PA-000000, or

A-000-00-0000




PA-000-00-0000

MA-000000, or




PD-000000, or

MA-000-00-0000



PD-000-00-0000

WA-000000, or




H-000000

WA-000-00-0000

MH-000000

WD-000000, or

WD-000-00-0000



WH-000000

CA-000000, or  



WCH-000000

CA-000-00-0000

PH-000000

WCA-000000, or

WCA-000-00-0000



JA-000000

WCD-000000, or

WCD-000-00-0000

C.
Change in HICNs.--Changes in an individual's entitlement to Social Security or railroad retirement benefits may result in an individual being assigned a completely different HICN.  For example, an individual not entitled to monthly benefits (000-00-0000M) who marries and becomes entitled to the wife's benefits on her husband's account (111-11-1111B) may be assigned a new HICN.

306.

ESTABLISHING CONTACTS WITH THE SOCIAL SECURITY OFFICE (SSO) TO OBTAIN HICNs

When a beneficiary cannot furnish a HICN, request it from the SSO.  Each carrier has a parallel SSO. Establish a working relationship with the SSO.

Obtain a signed statement from the beneficiary authorizing the SSO to disclose the HICN to you on his/her behalf.  

Under the Privacy Act, the SSO is not required to keep a record of disclosure of the HICN if you advise the SSO that you have this signed statement.  Retain the signed request for release of the claim number for 5 years following the month in which the request was made.

If you are unable to obtain the necessary signature, the SSO provides the claim number but is required by the Privacy Act to keep a record of the disclosure.  Therefore, obtain the beneficiary's written authorization whenever possible.

NOTE:
The SSO also helps beneficiaries replace lost or destroyed Medicare cards.
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308.

DETERMINING HOW MUCH TO CHARGE PATIENT BEFORE BILLING IS SUBMITTED

You must verify a patient's eligibility in order to process the bill.  Obtain this eligibility information directly from the patient or through your intermediary's on-line limited Medicare eligibility data. Contact your intermediary to obtain technical instructions regarding how this access may be implemented along with hardware/software compatibility details.

Disclosure of HCFA eligibility data is restricted under the provision of the Privacy Act of 1974.  This information is confidential, and it may be used only for verifying a patient's eligibility to benefits under the Medicare program.  Penalties for misuse include being found guilty of a misdemeanor and paying a fine of not more than $5,000.

This information does not represent definitive eligibility status.  If the individual is not on file, use the usual billing procedure in effect independent of this data access.

Ask the patient if he/she has any evidence that he/she has met the deductible, such as an Explanation of Medicare Benefits (EOMB) form or the Medicare Summary Notice.  Consider any other available information on the patient's deductible status.

Where the deductible is known to be met, collect 20 percent of the charges for covered services.  Where the deductible is known to be met in part, collect no more than the unmet deductible and 20 percent of the remaining charge.  When the deductible is not met or its status is unknown, collect no more than the cash deductible and 20 percent of the balance.  Once you have billed for OPT services, do not collect or accept any additional money from the patient for such services until the intermediary has notified you how much of the deductible has been met.  Otherwise, you are likely to receive duplicate payments. 

310.

IDENTIFYING OTHER PRIMARY PAYERS PRIOR TO BILLING

Medicare is secondary payer under certain circumstances.  The following chart helps you to recognize the circumstances under which Medicare is not primary payer and to identify the responsible party.  Place a copy of this completed chart or equivalent information in your files to ensure that you have developed for other primary payer coverage.  This may be retained on paper, microfilm, or microfiche.  

Medicare is not the primary payer:

o
If the items or services have been, or can reasonably be expected to be paid under a WC law or plan of a State or of the United States including the Federal Black Lung Program (see §210.16);

o
If the items or services have been, or can reasonably be expected to be,  paid by automobile medical or no-fault insurance, or any liability insurance (see §220);

o
If the beneficiary, during a period of up to twelve months, is entitled to benefits solely on the basis of ESRD and is covered by an Group Health Plan (GHP) (see §230); 

o
If the beneficiary is age 65 or over and either employed, or the spouse of an employed individual of any age, and the beneficiary is thereby covered by an EGHP (see §235); or

o
If the beneficiary is under age 65, disabled, and covered by a large group health plan (LGHP) as a current employee, self-employed individual, family member of such an employee, or as a self-employed individual.
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Ask Medicare beneficiaries questions similar to those that follow when establishing a plan of treatment.  This is a guide to help identify other payers listed above that may be primary to Medicare. Before using this chart, see §§434-434.2 for information regarding situations in which Medicare is secondary payer.  

Beginning with Part 1, ask the beneficiary each question in sequence.  Comply with any instructions that follow an answer you have checked.  If the instructions direct you to go to another part, have the beneficiary answer, in sequence, each question under the new part.  If an answer you have checked is followed by the message "STOP," bill that beneficiary's services to the insurer indicated.

NOTE:
There may be situations where more than one insurer is primary to Medicare (e.g., automobile insurer and GHP).  Be sure to identify all possible insurers.

Part I

1.
Are you receiving Black Lung (BL) Benefits?

     yes;  Date benefits began:  MM/DD/YY

BL IS PRIMARY ONLY FOR CLAIMS RELATED TO BL

     no.

2.
Has the Department of Veterans Affairs (DVA) authorized and agreed to pay for care at this facility?

     yes;  DVA IS PRIMARY FOR THESE SERVICES

     no.

3.
Was the illness/injury due to a work related accident/condition?

     yes;  DATE OF INJURY/ILLNESS:  MM/DD/YY

Name and address of WC plan:

Policy or identification number                         
Name and address of your employer:

WC IS PRIMARY PAYER ONLY FOR CLAIMS RELATED TO WORK

RELATED INJURIES OR ILLNESS.  GO TO PART III.

     no. GO TO PART II.
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Part II

1.
Was illness/injury due to a nonwork related accident?

     yes. DATE OF ACCIDENT:  MM/DD/YY

     no. GO TO PART III
2.
What type of accident caused the illness/injury?

     automobile

     non-automobile

Name and address of no-fault or liability insurer:

Insurance claim number                                       
NO-FAULT INSURER IS PRIMARY PAYER ONLY FOR THOSE CLAIMS

RELATED TO THE ACCIDENT.  GO TO PART III.

     other.

3.
Was another party responsible for this accident?

     yes;

Name and address of any liability insurer

Insurance claim number                                      
LIABILITY INSURER IS PRIMARY ONLY FOR THOSE CLAIMS RELATED 

TO THE ACCIDENT.  GO TO PART III
     no. GO TO PART III
Part III

1.
Are you entitled to Medicare based on:

     Age.  Go to Part IV
     Disability. Go to Part V
     ESRD. Go to Part VI
3-8
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Part IV - Age

1.
Are you currently employed?

     yes;

Name and address of your employer:

     no.  Date of Retirement:  MM/DD/YY
2.
Is your spouse currently employed?

     yes;

Name and address of spouse's employer:

     no.  Date of Retirement:  MM/DD/YY 
IF THE PATIENT ANSWERED NO TO BOTH QUESTIONS 1 AND 2, MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.  DO NOT PROCEED ANY FURTHER.
3.
Do you have group health plan (GHP) coverage based on your own, or a spouses, current employment?

     yes;
     no.  STOP:
MEDICARE IS PRIMARY PAYER UNLESS THE 
PATIENT ANSWERED YES TO THE QUESTIONS 








IN  PART I OR II
4.
Does the employer that sponsors your GHP employ 20 or more employees?

     yes. STOP:
GROUP HEALTH PLAN IS PRIMARY.  OBTAIN THE  FOLLOWING INFORMATION
Name and address of GHP:

Policy identification number                                

Group identification number                                 
Name of policy holder                                       
Relationship to patient                                     
Rev. 1
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    no. STOP:
MEDICARE IS PRIMARY PAYER UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.
Part V - Disability

1.
Are you currently employed?

     yes;

Name and address of your employer:

     no.  Date of Retirement:  MM/DD/YY
2.
Is a family member currently employed?

     yes;

Name and address of employer:

     no.

IF THE PATIENT ANSWERS NO TO BOTH QUESTIONS 1 AND 2, MEDICARE            IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.  DO NOT PROCEED ANY FURTHER.
3.
Do you have group health plan (GHP) coverage based on your own, or a family member's, current employment?

     yes;
     no.  STOP:
MEDICARE IS PRIMARY UNLESS THE PATIENT 







ANSWERED YES TO QUESTIONS IN PART I OR 








PART II.
4.
Does the employer that sponsors your GHP, employ 100 or more employees?

     yes. STOP:
GROUP HEALTH PLAN IS PRIMARY.  OBTAIN THE 
   FOLLOWING  INFORMATION.
Name and address of GHP:

Policy identification number                                
Group identification number                                 
Name of policy holder                                       
Relationship to the patient                                 
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     no.  STOP:
MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II.
Part VI - ESRD

1.
Do you have group health plan (GHP) coverage?

     yes;

Name and address of GHP:

Policy identification number                                
Group identification number                                 
Name of policy holder                                       
Relationship to the patient                                 
Name and address of employer, if any, from which you receive GHP coverage:

     no. STOP:
MEDICARE IS PRIMARY
2.
Are you within the 30 month coordination period?

     yes.

     no. STOP:
MEDICARE IS PRIMARY
3.
Are you entitled to Medicare on the basis of either ESRD and age or ESRD and disability?

     yes;

     no. STOP:
GHP IS PRIMARY DURING THE 30 MONTH COORDINATION                                      





PERIOD

4. Was your initial entitlement to Medicare (including simultaneous entitlement) based on ESRD?

       Yes; STOP:
GHP CONTINUES TO PAY PRIMARY DURING THE 30   MONTH COORDINATION PERIOD
        No.
INITIAL ENTITLEMENT BASED ON AGE OR DISABILITY.
Rev. 1
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5.
Does the working aged or disability MSP provision apply (i.e., is the GHP primary based on age or disability entitlement)?

    
Yes;
GHP CONTINUES TO PAY PRIMARY DURING THE 30 MONTH COORDINATION PERIOD
    
No;
MEDICARE CONTINUES TO PAY PRIMARY
311

DEDUCTIBLE AND COINSURANCE UNDER SUPPLEMENTARY MEDICAL INSURANCE

311.1
Deductible.--In each calendar year a cash deductible must be satisfied before payment can be made under the SMI program.  As of January 1, 1991, the deductible is $100.

Expenses count toward the deductible on the basis of incurred rather than paid expenses and are based on the RBRVS for certain Part B services.  Noncovered expenses do not count toward the deductible.  Even though an individual is not eligible for the entire calendar year, i.e., his/her insurance coverage begins after the first month or if he/she dies before the last month of the year, the beneficiary is still subject to the full cash deductible.  Medical expenses incurred in the portion of the year preceding entitlement to medical insurance may not be credited toward the deductible.

Before charging the patient for any part of the deductible, the provider should attempt to ascertain whether the patient has already satisfied the deductible for the current calendar year (see §308).

311.2
Coinsurance.--After sufficient expenses have been incurred to satisfy the deductible, the provider is paid by the program for 80 percent of the reasonable cost of the covered services that it provided directly or through arrangements with others.  The patient is responsible for a coinsurance amount of 20 percent of the reasonable charge for the services furnished.
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EXHIBIT 1
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EXHIBIT 2


TEMPORARY NOTICE OF MEDICARE ELIGIBILITY

District Office Address:

Date:

Patient's Health Insurance

Claim Number

Dear

Based on the information you have given to the Social Security Administration you will be eligible for hospital insurance benefits beginning             (mo.)                        (yr.)             and for supplementary medical insurance benefits beginning             (mo.)                        (yr.)             . This notice will serve as evidence of your (his) eligibility benefits for 60 days from the date shown at the top of this notice unless you are notified otherwise during the 60-day period.

To obtain medical services (or reimbursement for medical services) before you receive a health insurance card, show this letter to your hospital or doctor but keep the letter with you.  This temporary notice of eligibility is to be used only by the person to whom it is addressed.  Misuse is unlawful and will make the offender liable to a penalty.

This letter should be destroyed as soon as you receive your health insurance care or other notice concerning your eligibility.

Sincerely yours,

Commissioner of Social Security

IMPORTANT

When services are provided on the basis of this notice, all bills or

correspondence with an intermediary or the Health Care Financing

Administration should show the patient's health insurance claim number.
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