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600.

BENEFICIARY (APPELLANT) APPEALS

A.
Medical Insurance Program.--The Part B contractor (carrier or intermediary) makes an initial determination when a appellant (i.e., a beneficiary, physician, or supplier) submits a request for payment for Part B benefits.  A physician or supplier that accepts assignment on a beneficiary's claim is entitled to the same appeal rights as the beneficiary.  In certain cases involving unassigned claims, a physician is also entitled to the full range of Medicare Part B appeal rights.

If the appellant is dissatisfied with the initial determination, he/she may request a review.  The contractor issues a review determination which informs the appellant of his/her appeal rights.  If the amount remaining in controversy is $100.00 or more, the appellant may request a contractor hearing.  If the appellant is dissatisfied with the hearing officer's decision and the amount remaining in controversy is $500.00 or more, the appellant has the right to request a hearing before an SSA Administrative Law Judge (ALJ).  If the appellant disagrees with the ALJ's decison, he/she may request that the Appeals Council review the decision.  If the appellant is still dissatisfied with the action taken by the Appeals Council and the amount remaining in controversy is $1000.00 or more, the appellant may file suit in Federal Court.

NOTE:
If the appellant's request for payment is not acted upon within 60 days of the contractor's receipt of the request for payment, the appellant is entitled to request a hearing before a contractor hearing officer.

B.
Social Security Office (SSO) Role in Beneficiary Protests.--Handle informal patient protests concerning charges for items or services you furnish if the matter can be explained or corrected by you.  If the patient wishes to formally protest the health insurance determination on his/her request for payment or the promptness of payment, refer the patient to his/her SSO.  The SSO can offer assistance to the beneficiary in determining his/her appeal rights and answer specific questions about the appeal procedures.  The SSO can also assist the individual in completing the necessary forms for requesting review, reconsideration or hearing.

610.

Community Mental Health Center/Comprehensive Rehabilitation Facilities (CMHC/CORF) APPEAL RIGHTS

Section 1879(d) of the Act establishes that a provider has a right to challenge through the Medicare appeals process and the courts (similar to the beneficiary appeal rights described above) a contractor's decision that items or services furnished are not covered because they are not reasonable and necessary (see §1862(a)(1)(A) of the Act) or constitute custodial care.  (See §1862(a)(9) of the Act.)  A provider may initiate an appeal only if the ultimate liability rests with  the provider or the beneficiary and the beneficiary chooses not to exercise his/her appeal rights.  If the beneficiary appeals such a determination, the provider is then made a party to the appeal.  If a finding of liability is made by the contractor and the beneficiary chooses not to appeal,  the provider  has a right to appeal  both the coverage and liability determinations.  A provider does not have a right to appeal when neither the beneficiary nor the provider is determined to be liable, e.g., when the entire noncovered portion of the stay is paid under §1879 of the Act.
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615.

BENEFICIARY REPRESENTATION BY CORF, OPT, OR CMHC

To be represented in the Medicare Part A or Part B appeals process by a CORF, OPT, or CMHC the beneficiary must execute a Form HCFA-1696-U4 (Appointment of Representative) in addition to the appropriate reconsideration, review, or hearing request.  Form HCFA-1696-U4 must contain the signed acceptance of an authorized official of the CORF, OPT, or CMHC being appointed.

When the appeal involves either services that constitute custodial care or are not reasonable and necessary, the limitation of liability provisions under §1879 of the Act are applied and the CORF, OPT, or CMHC representative (attorney or non-attorney) must waive in writing any right to payment from the beneficiary for these services.  The contractor must obtain the written waiver even when the claim is paid initially under the limitation of liability provision, i.e., when it finds that neither the CORF, OPT, or CMHC nor the beneficiary is liable.  This waiver requirement is intended to ensure against a potential conflict of interest.

A CORF, OPT, or CMHC representative (including an attorney) cannot charge the beneficiary a fee in connection with such representation.

The costs incurred by a CORF, OPT, or CMHC in representing a beneficiary in an unsuccessful appeal are not allowed as reasonable costs in determining its Medicare payment.

620.

REOPENING AND REVISION OF MEDICARE CLAIMS DECISIONS

An initial or reconsideration determination on an initial or review determination or a decision by a contractor hearing officer on a Part B claim may be reopened by the intermediary or carrier for any reason within 1 year after the date of the determination or decision.  

After 1 year but within 4 years after the date of the adjudication, a determination or decision may be reopened for good cause, i.e., because (1) new and material evidence is furnished, (2) a clerical error has been made, or (3) there is an error on the face of the evidence, i.e., it is clear that the determination or decision was incorrect based on all of the evidence on file at the time the determination or decision was made.

A determination or decision may be reopened at any time if (1) the decision was procured by fraud or similar fault or (2) correction of a clerical error or an error on the face of the evidence makes the decision more favorable to the appellant.

If the reopening of a claim results in a revision, the appellant is entitled to appeal the revised determination or decision.  However, a decision made by the contractor not to reopen a determination or decision is not subject to appeal.
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630.

PROVIDER APPEALS OF INTERMEDIARY COST REPORT DETERMINATIONS

630.1.
General.--The rules by which providers may appeal intermediary cost report determinations with which they disagree are provided in 42 CFR, Part 405, Subpart R and the implementing procedures set out in Chapter 29 of the Provider Reimbursement Manual, Part I.

If a provider is dissatisfied with an intermediary's cost report determination, as contained in a Notice of Program Reimbursement (NPR), it may request a hearing (1) before an intermediary hearing officer if between $1000 and $10,000 is in controversy or (2) before the Provider Reimbursement Review Board (PRRB) if at least $10,000 is in controversy ($50,000 for any group of providers when the matters in controversy involve a common question of fact or interpretation of law or regulations).  

A decision made by an intermediary hearing officer may be reviewed by HCFA at its own discretion or at the request of the provider.  There is no further appeal.

A provider dissatisfied with a decision of the PRRB must first request the Secretary to review it.  A decision of the PRRB may also be reviewed by the Secretary at his/her discretion or at the request of HCFA.  (The Secretary may elect not to review the PRRB's decision.)  The Secretary has delegated the review of PRRB decisions to HCFA's Administrator who in turn has delegated this authority to the Deputy Administrator.  If the provider is dissatisfied with the final action taken by the Deputy Administrator, it may file suit in United States District Court.

632.

REOPENING AND REVISION OF COST REPORT DETERMINATIONS

An intermediary's determination on the amount of program payment, as contained in an NPR, may be reopened by the intermediary within 3 years of the date of such notice.  Similarly, a decision by an intermediary hearing officer, the PRRB, or the Secretary may be reopened by the hearing officer, PRRB or the Secretary within 3 years of the date of the notice of the decision.  Issues which were not raised at the hearing may not be reopened by the hearing officer or the PRRB.  Also, issues which were not reviewed by the Secretary may not be reopened by the Secretary.  A determination or decision may be reopened and revised at any time if it is found that such determination or decision was procured by fraud or similar fault by any party to the determination or decision.

When there is a reopening of a determination or decision, consider such revision a separate and distinct appealable determination or decision.  However, a provider has no right to appeal an intermediary, PRRB, or Secretary determination refusing to reopen a determination or decision.  For providers in States located in the 9th Judicial Circuit (California, Nevada, Oregon, Washington, Arizona, Idaho, Montana, Hawaii, and Alaska), however, the PRRB is obliged to review an intermediary's refusal to reopen its determination.  See State of Oregon v. Bowen et al., 9th Cir., decided August 18, 1988.
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