06-00
GENERAL INFORMATION ABOUT THE PROGRAM
104


Administration of Medicare Program
100.
INTRODUCTION

The Health Insurance for the Aged and Disabled Act (Title XVIII of the Social Security Act), known as "Medicare," has made available to nearly every American 65 years of age and older a broad program of health insurance designed to assist the Nation's elderly to meet hospital, medical, and other health costs.  Health insurance coverage has been extended to persons under age 65 qualifying as disabled and those having end stage renal disease (ESRD).  The program includes two related health insurance programs--hospital insurance (HI) (Part A) and supplementary medical insurance (SMI) (Part B).

The conduct of the program has been delegated by the Secretary of the Department of Health and Human Services (DHHS) to the Administrator of the Health Care Financing Administration (HCFA). Congress has also provided substantial administrative roles to the States and voluntary insurance organizations in recognition of their experience in the health care and insurance fields.

The law does not permit the Federal Government to exercise supervision or control over the practice of medicine, the manner in which medical services are provided, and the administration or operation of medical facilities.  The patient is free to choose any qualified institution, agency, or person offering him/her services.  The responsibility for treatment and control of care remains with the individual's physician and the hospital or other facility or agency furnishing services.  The individual may keep or obtain any other health insurance he/she desires.

102.
FINANCING THE PROGRAM

Part A is financed through separate payroll contributions paid by employees, employers, and self-employed persons.  The proceeds are deposited to the account of the Federal Hospital Insurance Trust Fund which is used only for hospital insurance benefits and administrative expenses.  The cost of providing Part A benefits to persons who are not Social Security or railroad retirement beneficiaries is met by appropriations to the Federal Hospital Insurance Trust Fund from general revenues or through premium payments.

Part B is financed by monthly premiums of those who voluntarily enroll in the program and by the Federal Government which makes contributions.  These funds are deposited in a separate account known as the Federal Supplementary Medical Trust Fund.  Money from this fund is used only to pay for Part B benefits and administrative expenses.

104.
DISCRIMINATION PROHIBITED

Participating providers of services under the hospital insurance program (e.g., hospitals, skilled nursing facilities (SNFs), home health agencies (HHAs), hospices, outpatient physical therapy (OPT), comprehensive outpatient rehabilitation facilities (CORF), occupational therapy, speech pathology providers and ESRD facilities) must comply with the requirements of title VI of the Civil Rights Act of 1964.  Under the provisions of that Act, a participating provider is prohibited from making a distinction on the grounds of race, color, or national origin in the treatment of patients, the use of equipment and other facilities, and the assignment of personnel to provide services.

DHHS is responsible for investigating complaints of noncompliance.
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106.
FRAUD AND ABUSE - GENERAL

Sections 106 - 106.3 have been moved to the Program Integrity Manual which can be found at the following Internet address: www.hcfa.gov/pubforms/83_pim/pimtoc.htm.

108.
ASSIGNMENT OF RESPONSIBILITIES - GENERAL

The DHHS has overall responsibility for administering the hospital insurance program and voluntary SMI program.  In exercising this responsibility, the Secretary has delegated certain administrative functions to various components of the department.  In addition, as provided by the Social Security Act, a major role in the administration of title XVIII has been given to public and private organizations.

108.1
Role of HCFA.--HCFA is responsible for policy formulation.  The central and regional offices are responsible for the general management and operation of the program.  In brief, HCFA's responsibilities include the following:

o
Determining an individual's entitlement to benefits in consultation with the Social Security Administration (SSA);

o
Determining the nature and duration of services for which benefits may be paid;

o
Establishing, maintaining, and administering agreements with State agencies, providers of services, and intermediaries;

o
Formulating major policies regarding conditions of participation for providers (except SNFs) in consultation with the Public Health Service;

o
Developing and maintaining statistical research and actuarial programs;

o
Managing general finances of the program; and

o
Determining reasonable costs and amounts to be paid.
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108.2
Role of the Public Health Service.--Public Health Service is responsible for administering the professional health aspects of the program.  In brief, their responsibilities include the following:


o
Consulting and recommending to HCFA matters concerning the development of health and safety standards and other guidelines needed or determining whether providers of services meet the conditions of participation under the program;


o
Consulting and advising State agencies concerning the application of standards for providers; and


o
Coordinating programs and activities necessary in studying the utilization of services under the program.

108.3
Role of the Social Security Administration (SSA).--SSA is responsible for the general management and operation of the Medicare program.  SSA's responsibilities include the following:

o
Determining if an individual is entitled to benefits;

o
Maintaining eligibility and utilization records;

o
Performing hearing and appeals about Medicare determination; and

o
Providing locations where the public can readily acquire program information through a network of district, branch, and teleservice centers.

108.4
Role of HCFA ROs.--The HCFA RO is responsible for a wide range of administrative activities.  Following are the RO's responsibilities:

o
Coordinating administrative and operational appraisals;

o
Interpreting and evaluating program appraisals;

o
Communicating directly with intermediaries and carriers; and

o
Working closely with all other agencies and organization that are involved, directly or indirectly, in the Medicare program.

112.
STATE AGENCIES

The States, by agreement with the Secretary, are assigned administrative functions to the extent that each is willing and capable of discharging such responsibilities.

The State agency's principal activities include the following:

o
Identifying an institution or facility that might qualify as a provider or supplier;

o
Inspecting and certifying (recommending) to the Secretary whether or not the provider or supplier qualifies as a participating provider or supplier;

o
Consulting with provider and suppliers to help them sustain their compliance with quality standards; and

o
Determining whether or not an institution can be paid for treating Medicaid beneficiaries.
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B.
Certification
For certification purposes, a State agency must establish and maintain methods and criteria for identifying situations in which a question of fraud in obtaining certification may exist.  Any such situations are reported to the HCFA/Program Integrity RO having responsibility for investigating Medicare fraud in the area in which the offending facility is located.

State agencies designated to carry out Health Insurance program functions may engage in, and cooperate with, a variety of planning and coordination efforts which have goals similar to those of the Health Insurance program.  These activities include health facility planning, providing for the treatment of mental and chronic diseases, and providing for sufficient community facilities for patient care at appropriate levels of intensity.  The Health Insurance program encourages this coordination and reimburses the State agencies for a fair share of the costs attributable to these activities.

C.
Utilization Review
To insure that Medicare beneficiaries receive quality care through sound utilization of institutional facilities and professional services, a utilization review plan based on statutory requirements was included as a condition of participation for hospitals and SNFs.  To assure providers are complying with the requirements of utilization review, State agencies periodically review each provider's mechanism.  However, where a PSRO is operating, the conditions of participation do not require utilization review.

The Part A intermediary also becomes concerned with such utilization review factors as the proper length of stay and the necessity of the services performed in individual cases.  State agencies and intermediaries are encouraged to exchange their findings in utilization review so that the can complement each other's efforts.

120.
ROLE OF PART A INTERMEDIARIES

The Part A intermediary is a national, State, or other public or private agency or organization which has entered into an agreement with HCFA to process Medicare claims received from providers of services.  (Providers may choose to deal directly with HCFA rather than an intermediary.)

These agencies or organizations perform such administrative duties as:

1.
Determining the reasonable cost for provider services under both Part A and Part B;

2.
Making payments directly to the providers (in certain instances Part A intermediaries also make payment to beneficiaries);
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3.
Providing consultative services to assist hospitals, SNFs and HHAs to maintain necessary fiscal records and otherwise qualify as providers;

4.
Serving as a center for, and communicating to providers, and information or instruction furnished by HCFA:

5.
Making audits of provider records;

6.
Helping providers with utilization review procedures;

7.
Providing the Office of Program Integrity with needed information and assistance in the investigation of claims of fraud or abuse against the Medicare program, and establish controls developed in conjunction with OPI, to minimize the possibility of incorrect Medicare payments;

8.
Making payment directly to nonprovider renal dialysis facilities under Part B.

HCFA makes payment for the intermediary's cost of administration and advances funds such as the Government determines to be necessary and proper for carrying out the functions covered by the contract.

The agreement to serve as an intermediary may be terminated by either the intermediary or HCFA under certain conditions specified in the Act and in regulations.

l25.

ROLE OF PART B CARRIERS

The Part B carrier is an organization which has entered into an agreement with HCFA to perform specified administrative functions under the medical insurance program.  These functions include:

l.
Determining the amount of and making payments to beneficiaries and/or physicians, suppliers and other who furnish covered Part B services and supplies;

2.
Maintaining benefit payment and related program records which will permit a determination of the quality of the carrier's performance;

3.
Relaying information pertinent to the administration of the Health Insurance program;

4.
Otherwise assisting in the administration of the medical insurance plans;

5.
Providing the Office of Program Integrity with needed information and assistance in the investigation of claims of fraud or abuse against the Medicare program, and establish controls, developed in conjunction with OPI, to minimize the possibility of incorrect Medicare payments.
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Carrier contracts are for a term of at least one year, and are automatically renewed for successive periods of one year in the absence of a 90 day advance notice by the carrier or the Secretary of intention not to renew.  A contract provides for payment of the carrier's cost of administration (including the advances of funds) as the Government determines to be necessary and proper for carrying out the functions covered by the contract.  HCFA can terminate a contract if it is found that the carrier has failed substantially to carry out its contract or is carrying it out in a manner inconsistent with the efficient administration of the medical insurance program.

l26.
PARTICIPATION OF HEALTH MAINTENANCE ORGANIZATION (HMOs)

Section l876 of the Social Security Act permits a Medicare beneficiary eligible for Part A and Part B, or Part B only, to choose to have covered items and services furnished through a Health Maintenance Organization (HMO), by enrolling in a qualified organization which has entered into a contract with the Secretary to participate as an HMO under Medicare.

An HMO is for Medicare purposes, a public or private organization which provides (either directly or through arrangements with others) comprehensive health services to enrolled members who live within a specified service area, on a predetermined periodic rate of periodic per capita rate basis without regard to the frequency or extent of covered services furnished and which meets other statutory requirements.  An HMO's service area is the geographic area in which it offers the full range of its services to its members.  It may be distinguished from the HMO's enrollment area which may include locations outside its service area where it offers less than its full range of services (e.g., and HMO may cover house calls in emergencies in its service area, but not for members who live outside the service area).

l27.
ROLE OF PROFESSIONAL STANDARDS REVIEW ORGANIZATIONS(PSROs)

The Act provides for Professional Standards Review Organizations (PSROs), "in order to promote the effective, efficient, and economical delivery of health care services of proper quality", and to assure that payment under the Social Security Act for such services is made only when they are medically necessary as determined in the exercise of reasonable limits of professional discretion, of acceptable quality, and, in the case of inpatient services, when they could not be provided on an outpatient basis or more economically in a different type of health care facility.  Thus, where a PSRO has assumed review responsibility, it is responsible both at the initial and reconsideration level, for coverage determinations with respect to the medical necessity of services, the necessity for their provision on an inpatient basis, for the appropriateness of the type of inpatient facility where the services are provided.

PSROs may also be utilized, where appropriate, by the Secretary for purposes of professional consultation in the exclusion or termination of physicians or other suppliers of health care goods or services.  If a PSRO determines that a physician or other supplier of health care goods or services is guilty of abuse against the Medicare of Medicaid programs, it is required to report
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this to the Office of Program Integrity for the imposition of whatever sanctions are appropriate.  In addition, PSROs are available to advise OPI or the contractors as a peer review body with respect to potential overutilization of services, unnecessary services, or services of generally inferior quality.

Where PSROs have implemented binding review authority in a provider, the utilization review condition of participation is presumed to be met.  Consequently, the State agency survey of the utilization review activity, discussed in CM l0046B is eliminated.


Provider Participation in Medicare
l30.
DEFINITION OF PROVIDER

A.
Providers of Services. --A provider of services (or provider) is a hospital, SNF, HHA, and for the limited purpose of furnishing outpatient physical therapy or speech pathology services, a clinic, rehabilitation agency, or public health agency which meets the applicable eligibility requirements of Title XVIII of the Social Security Act and regulations issued thereunder (i.e., the conditions of participation).

B.
Participating Providers. --To be a participating provider, a provider must be in compliance with applicable provisions of Title VI of the Civil rights Act of the l964 (See § l04) and must enter into an agreement under section l866 of the Social Security Act which provides that it (l) will not charge any individual or other person for items and services covered by the health insurance program other than allowable charges and deductibles and coinsurance amounts, and (2) will return any money incorrectly collected from the individual or other person on his half or make such other disposition as described in § 256.

A provider which has executed an agreement becomes qualified to participate after the agreement is accepted for filing.  Where the agreement is made retroactive, the provider must comply with the terms of the agreement and the provisions of Title XVIII and regulations issued thereunder as of the retroactive date.  For payment to be made to the provider for covered items and services it furnished on or after the effective date of the agreement, the provider must have a recordkeeping capability sufficient to determine the costs of services furnished to Medicare beneficiaries.

l32.
TERM OF AGREEMENT WITH SNFs

All agreements with SNFs are required to be for a specified term of up to l2 full calendar months with fixed expiration dates.  In appropriate situations, the agreement may also contain a cancellation clause.  Therefore, when it is determined that an SNF is eligible and that its agreement for participation in the Medicare program will be accepted for filing, the term of the agreement will be determined in the following manner:

l-14
Rev. l66

08-92
GENERAL INFORMATION ABOUT THE PROGRAM
134

A.
No Deficiencies.--If you are certified as being in full compliance with all standards contained in the conditions of participation for SNFs, the term of the agreement is, as appropriate to the period of certification for which you have  been approved,  for a term of up to 12 full calendar months.

B.
Deficiencies.--If you are certified as not being in full compliance, the term of the agreement is, as appropriate to the period of certification or conditional period of certification for which you have been approved:

o
For a term which expires no later than the close of the 60th day following the last day of the time period specified in your written plan providing for the correction of deficiencies in meeting the conditions of participation, provided that such term does not exceed 12 full calendar months; or

o
Provide a conditional term of up to 12 full calendar months, subject to a cancellation clause that the agreement may be cancelled on a predetermined date (no later than the close of the 60th day following the last day of the time period specified in your written plan providing for the correction of deficiencies in meeting the conditions of participation), provided that that date will occur within the 12 month term.

If the health and safety of Medicare patients is not jeopardized, the term of an agreement may be extended for 2 full calendar months when necessary to prevent irreparable harm to your facility, to prevent hardship to Medicare beneficiaries furnished care, or if it is impracticable within the term of the agreement to determine whether you are complying with the provisions of the Act and regulations issued thereunder.

132.1  Advance Directive Requirements.--Effective December 1, 1991, participating SNFs must comply with the advance directive provisions of §4206 of OBRA 1990.  Therefore, an agreement per §1866 of the Act with a SNF includes that the SNF must, in accordance with written policies and procedures, for all adult individuals: inform them, in writing, of State laws regarding advance directives; inform them, in writing, of its policies regarding the implementation of advance directives (including a clear and concise explanation of a conscientious objection, to the extent that State law permits, for a SNF or any agent of the SNF that, as a matter of conscience, cannot implement an advance directive); document in the individual's medical record whether the individual has executed an advance directive; not condition the provision of care or otherwise discriminate against an individual based on whether that individual has executed an advance directive (since the law does not require the individual to do so), and educate staff and the community on issues concerning advance directives.  (See 42 CFR 483.10(B)(8).)

134.

ADMISSION OF MEDICARE PATIENTS FOR CARE AND TREATMENT

The participation of a provider of service which voluntarily files an agreement to participate in the health insurance program agrees to admit Medicare beneficiaries for care and treatment and, upon admission, to provide them with services ordinarily furnished to its patients generally.
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A provider may have restrictions on the types of services it makes available and the types of health conditions it accepts or may establish other criteria relating to the admission of patients.  However, the law does not contemplate that such restrictions or criteria apply only to Medicare beneficiaries as a class.  It does contemplate, however, that if such restrictions apply to Medicare beneficiaries, they apply in the same manner to all other persons seeking care and treatment by the provider.  A provider admission or patient policy or practice which is not consistent with the objective contemplated in the law may be used by the Secretary as a basis for termination of the agreement.

140.
ELECTION OF INTERMEDIARY

A.
Newly Participating Provider.--Except for home health agencies (HHAs), hospices and freestanding comprehensive outpatient rehabilitation facilities (CORFs), providers may elect to be served by any intermediary authorized to serve other providers in its area.  Elections are reviewed by the RO.  They are usually approved unless special or temporary limitations have been placed on the nominated intermediary's availability or if an addition to the nominated intermediary's workload at the time is undesirable.  If an intermediary currently not available in an area can perform effectively in the area, and such a change in availability is consistent with effective and efficient administration, the RO considers the possibility of extending that intermediary's availability to the area.

HCFA has designated the intermediaries that service all HHAs, hospices, and freestanding CORFs. In the case of HHAs and hospices based in another Medicare provider (e.g., a hospital or SNF), audit, cost report settlement and other fiscal functions (e.g., setting interim payment rates) are performed by the intermediary serving the parent provider.

Direct questions regarding the availability of an intermediary to the RO.

B.
Provider Changing Ownership.--Providers which have undergone a change of ownership generally continue with the same intermediary that served the previous owner.  However, if the new owner requests a different intermediary and the request is approved, the change of intermediary is effective as follows:

o
If the provider ceased billing effective with the change of ownership, the effective date of the intermediary change is the effective date of the change of ownership.  However, if the effective date of the provider's new certification to participate is later than the change of ownership, the effective date of the intermediary change is the new certification date.

o
If the provider continued billing after the change of ownership, the intermediary change is effective the first day of the provider's fiscal year following its certification for participation.
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C.
Provider Chains.--A centralized chain of providers may, because of the nature of its operations, require services through a single intermediary in order to improve administration.  If a single intermediary would not be possible with the usual election procedures (e.g., the desired intermediary is not authorized to serve in some areas where chain facilities are located or is not authorized to serve the type of provider), the chain may request special authorization for the intermediary to serve all components.  Submit such requests to the RO which has jurisdiction of the State in which your home office is located.  You must demonstrate that the change is consistent with effective and efficient administration of the Medicare program.  If you claim the change will result in cost savings or other efficiencies, quantify them in terms of savings to the Government.  The following factors, among others, will be considered in determining whether such authorization will be granted:

1.
Size.--The chain must comprise a minimum of 10 participating facilities or 500 certified beds.  However, where the chain has facilities in 3 contiguous States, it may be eligible if it comprises 5 facilities or 300 certified beds.

2.
Central Controls.--The chain must demonstrate that effective central controls are exercised, assuring substantial uniformity in the operating procedures, utilization controls, personnel administration, and fiscal operations of the individual providers.

3.
Intermediary Capacity.--Based on the chain's size and location of the individual facilities, the elected intermediary must have the resources and capacity to effectively serve the chain.

NOTE:
An intermediary would not become generally available to serve other providers in those areas where it has been approved to serve chain providers only.

D.
Change of Intermediary.--If you wish to change intermediary, you must give notice to HCFA and to your intermediary at least 120 days (but not more than 180 days) prior to the end of your current fiscal year.  The request should be signed by an authorized representative and submitted with an explanation to the RO.  Since changes of intermediary can be costly and disruptive, HCFA determines, based on the reasons given and other pertinent factors, if a change is warranted and would contribute to more effective and efficient program operations.  Where HCFA approves of the change, it becomes effective on the first day following the close of the fiscal year in which you gave timely notice.
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E.
Prohibition Against Intermediaries Soliciting Change of Intermediary.--Intermediaries are not permitted to solicit providers to request changes of intermediary. If solicited by an intermediary (e.g., an uninvited presentation or visit by an intermediary representative) for the purpose of persuading a change from the servicing intermediary, report the occurrence, in writing, to the RO.

142.
TERMINATION OF PROVIDER PARTICIPATING

A provider may voluntarily terminate its participation in the Medicare program or have it terminated for cause.  The termination of participation does not immediately abrogate all of the provider's responsibilities and, in specific matters, a responsibility may extend beyond the effective date of termination.  For example, the provider continues to be responsible (as applicable) for the provisions of the law and regulations which provide for Medicare coverage to remain in effect for specified periods of time beyond the effective termination date for beneficiaries who were accepted for care and treatment before such date.  The provider also continues to be responsible for filing a final cost report and/or the repayment of any overpayment, as these actions relate to final program cost settlement after termination.

The Act provides authority for the Secretary of DHHS to terminate from participation in the Medicare program any provider found guilty of program abuses.  The Secretary is required to make the names of such organizations public so that beneficiaries will be informed about which providers cannot participate.  The situations for which termination may be made include overcharging, furnishing excessive, inferior, or harmful services, or making a false statement to obtain payment. Program review teams furnish professional advice to the Secretary in carrying out this authority.  Any organization dissatisfied with the Secretary's decision to terminate is entitled to a hearing by the Secretary and to judicial review of the Secretary's final decision.

142.1
Voluntary Termination by the SNF.--You may terminate your agreement by filing a written notice of your intention with the RO.  HCFA may accept the termination date stated in the notice (the date must be the first day of a month) or set a different date.  However, the termination date set by HCFA will not be more than 6 months from the date the notice is filed.

You will be advised of the effective termination date.  You will also be advised of the need to give notice to the public at least 15 days in advance of the termination date. Information regarding the type of public notice which is to be given will be furnished by the RO, Division of Health Standards and Quality.

1-18
Rev. 281

04-84
GENERAL INFORMATION ABOUT THE PROGRAM
142.2

An agreement with an SNF which goes out of business (i.e., permanently or temporarily ceases to furnish services to the community) will terminate effective with the date the SNF goes out of business.  SNFs which contemplate going out of business should notify HCFA in advance so that proper notice can be given to the public.

l42.2
Involuntary Termination by HCFA.-- HCFA may terminate an agreement with an SNF if it is determined that the SNF:

A.
Is not complying substantially with the provisions of the agreement or with the applicable provisions of title XVIII of the ACT and regulations; or

B.
No longer meets the appropriate conditions of participation; or
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C.
Has failed to supply information which is necessary to determine whether payments are due or were due and the amounts of such payments; or

D.
Refuses to permit examinations of fiscal and other records, including medical records; or

E.
Has knowingly and willfully made or causes to be made false statement or representations with respect to facts material to the right to payment; or has submitted or caused to be submitted requests for payments for amounts substantially in excess of the costs incurred; or has furnished items or services which are substantially in excess of the individual's needs, are harmful, or are of a grossly inferior quality.

The Secretary shall give notice of termination to the SNF and to the public at least l5 days before the effective termination date.  After an agreement with an SNF has been terminated by the Secretary, the SNF may not file another agreement to participate unless the Secretary finds that the reason for termination of the prior agreement has been removed and that there is reasonable assurance that it will not recur.

A provider which is dissatisfied with the determination terminating its agreement is entitled to request a hearing in accordance with the appeals procedures in Subpart O of Regulations No.5.  There is not reconsideration available before the hearing.

l42.3
Expiration and Renewal-Nonrenewal of SNF Term Agreements.--All agreements with SNFs are required to be for a specified term of up to l2 full calendar months with fixed expiration dates.  The agreement expires at the close of the last day of its specified term and is not automatically renewable from term to term.  Where the term of an agreement is extended, the "close of the last day of its specified term" is the close of the day to which the agreement has been extended.

Since an agreement with an SNF is not automatically renewable from term to term, each term agreement with an SNF will require that the SNF qualify for participation and that its agreement be accepted for filing.  A participating SNF may, however, continue its participation under the agreement form previously accepted for filing provided the SNF continues to qualify for participation and the agreement form is again accepted for filing and renewed for a term which begins on the date immediately following the close of the last day of the prior term of the agreement. When the requirements for participation continue to be met there is no limit to the number of times that the SNF's agreement form may again be accepted and renewed for a specified term.

However, once an agreement with an SNF is (l) not renewed, or (2) voluntarily terminated by the SNF, or (3) involuntarily terminated (including cancellations) by the Secretary, the previously accepted agreement form cannot again be accepted and renewed.  In such cases, the SNF is required to execute and file a new agreement if it is again found eligible to participate in the Medicare program.
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The Secretary's determination not to accept and renew an SNF agreement is a determination relating to the qualifications of the SNF in the period immediately following the close of the SNF's existing agreement and the SNF is entitled to request a reconsideration of the determination in accordance with the appeals procedures contained in Subpart O of Regulations No. 5.  Such determinations involve a finding that:

A.
Based on a State agency resurvey and recertification, the SNF will not be approved for a period of certification because it is out of compliance with one or more conditions of participation; or

B.
Based on a State agency resurvey and recertification, the SNF continues to be out of compliance with the same standard(s) in the conditions of participation as were found out of compliance during the term of the agreement and the facility will not be approved for a new period of certification; or

C.
The SNF has violated the terms of its agreement or the provisions of Title XVIII or regulations promulgated thereunder.

l42.4
Determining Payment for Services Furnished After Termination, Expiration, or Cancellation.--Effective with the date an SNF agreement terminates, expires, or is cancelled, no payment is made to the SNF under such agreement for:

A.
Posthospital Extended Care Services.--

l.
Terminations.--Posthospital extended care services furnished on or after the effective date for the termination of the agreement, where such agreement has been voluntarily terminated by the SNF or involuntarily terminated (see 3 below for cancellations) by the Secretary for cause, except that payment can continue to be made for up to 30 days of posthospital extended care services furnished on and after the termination date to beneficiaries who were admitted prior to the termination date.

2.
Expiration.--Posthospital extended care services furnished on or after the date which follows the last day of the specified term of the agreement, where such agreement has expired at the close of the last day of its specified term, except that where the agreement has not been renewed, payment can be made for up to 30 days of posthospital extended care services furnished on or after the date which follows the last day of the specified term of such agreement to beneficiaries who were admitted on or before such last day.

3.
Cancellation.--Posthospital extended care services furnished on or after the date which follows the predetermined date specified in a cancellation clause, where such agreement is cancelled by the Secretary pursuant to such cancellation clause except that payment can be made for up to 30 days of posthospital extended care services furnished on and after the date which follows the predetermined date specified in such clause, to beneficiaries who were admitted on or before such predetermined date.
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B.
Other Items and Services.--Other items and services, including outpatient physical therapy or speech pathology and diagnostic services, furnished on or after the date of termination or, in the case of an expiration or cancellation of an SNF agreement, on or after the day following the close of such agreement.

SNFs must continue to submit bills for Medicare reimbursement for covered posthospital extended care services furnished after termination, expiration, or cancellation as indicated in Al, 2, or 3 above. No-payment death or discharge bills should be submitted, as appropriate, for the period after termination per § 527.

l45.
CHANGE OF PROVIDER OWNERSHIP

When an organization having a provider agreement undergoes a change of ownership, the agreement becomes invalid in relation to the new ownership.  A participating provider which plans to change ownership should give the Secretary advance notice of its intention so that necessary action can be taken to enter into an agreement with the newly-owned institution dos not wish to participate in the Medicare program.  A participating provider which plans to enter into a lease arrangement (in whole, or in part) should also give advance notice of its intention because the provider agreement is not transferable to the lessee.  A change of ownership would occur for example:

A.
Where a sole proprietor transfers title and property to another party;

B.
Where, in the case of a partnership, the addition, removal, or substitution of a partner effects a termination of such partnership and creates a successor partnership or other entity;

C.
Where an incorporated provider merges with an incorporated institution which is not participating the program and the nonparticipating institution is the surviving corporation or where two or more corporate providers consolidate and such consolidation results in the creation of a new corporate entity;

D.
Where an unincorporated provider (a sole proprietorship or partnership) becomes incorporated.

l46.
INSTITUTIONAL PLANNING AND BUDGET

Effective with the l972 amendments, the Social Security Act requires each provider, as a condition of participation under Medicare, to have a
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written overall plan and budget reflecting an annual operating budget and a capital expenditures plan (that covers at least a 3-year period including the year to which the operating budget is applicable). The annual operating budget will include all anticipated income and expenses related to items which would under generally accepted accounting principles be considered income and expense items.  The capital expenditure plan would be expected to include and identify in detail the anticipated sources of finance for, and the objectives of each anticipated expenditure in excess of $l00,000 related to acquisition of land, the improvement of land, buildings, and equipment, and the replacement, modernization, and expansion of the buildings and equipment which would, under generally accepted accounting principles, be considered capital items.

The overall budget and plan will be prepared under the direction of the provider's governing body by a committed consisting of representatives of the governing body, administrative staff and if any, the medical staff.  Further, it will be reviewed and updated at least annually.  The purpose of the requirement is to assure that providers carry on budgeting and planning on their own.  Therefore, the plan will not be reviewed for substance by the Government or any of its agents.  This provision shall apply with respect to any provider for the fiscal year of the provider beginning after March l973.
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Hospital Insurance
155.

HOSPITAL INSURANCE - A BRIEF DESCRIPTION

This is the basic part of the health insurance program.  It is designed to help patients defray the expenses incurred by hospitalization and related care.  In addition to inpatient hospital benefits, hospital insurance covers posthospital extended care in SNFs and posthospital care furnished by an HHA in the patient's home.  In providing these additional benefits, recognition was given to the need for continued treatment after hospitalization and the need to encourage the appropriate use of more economical alternatives to inpatient hospital care.  Program payment for services rendered to beneficiaries by providers (i.e., hospitals, SNFs and HHAs) are generally made to the provider based on the Prospective Payment System applicable to that type of provider.

155.1
Posthospital Extended Care Services.--Coverage of extended care services is provided under hospital insurance.  The definition of the SNF, requirements for coverage, a description of extended care benefits, and the applicable coinsurance, limitations, and exclusions are fully treated in Chapter II.

155.2
Inpatient Hospital Services.--The items and services covered include:  bed and board; nursing and other related services; use of hospital facilities and medical social services ordinarily furnished by the hospital for the care and treatment of inpatients; drugs, biologicals, supplies, appliances, and equipment for use in the hospital, which are ordinarily furnished by the hospital; diagnostic or other therapeutic items or services furnished by the hospital or by others under arrangements made by the hospital; services by interns or residents-in-training under approved teaching programs; and costs of blood after the first 3 pints in a benefit period and all costs of administering the blood including the provider's costs of administering the first 3 pints.

The patient is entitled to payment on his behalf for up to 90 days of inpatient hospital services in each benefit period.  He is responsible for a deductible amount in each benefit period and a coinsurance amount equal to one-fourth of the inpatient hospital deductible for each day after the 60th day and through the 90th day of inpatient hospital services during a benefit period.  In addition, a beneficiary has a 60-day lifetime reserve available for inpatient hospital services.  Unless he elects not to use this reserve, he will be responsible for a coinsurance amount for each day used equal to one-half of the inpatient hospital deductible for the benefit period in which such reserve days are used.  (See §249 for chart reflecting the applicable deductible and coinsurance amounts.)


For services furnished before 1982, the year in which the benefit period begins determines not only the deductible amount to be applied during such benefit period, but also the coinsurance amounts for inpatient hospital services and extended care services furnished in the same spell of illness.


For services furnished on or after January 1, 1982, the coinsurance amounts are based on the inpatient hospital deductible applicable for the year in which the services are furnished.

Inpatient tuberculosis hospital services are covered if the services furnished to the individual are services which can reasonably be expected to improve his condition or render it noncommunicable.  Inpatient psychiatric hospital services are covered if the services furnished to the patient are furnished when he is receiving intensive treatment, or are necessary for medically-related inpatient diagnostic study.  Where an individual is in a qualified psychiatric hospital on the first day for which he is entitled to hospital insurance benefits, the days on which he was an inpatient of such a hospital in the 150-day period immediately before his first day of entitlement must be counted in determining the 150-day lifetime limitation of 190 covered inpatient psychiatric hospital days in a psychiatric hospital.  A period spent in a psychiatric hospital from which the beneficiary was discharged prior to entitlement, however, does not count against the 190 days.
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Payment may be made for emergency inpatient hospital services furnished by nonparticipating U.S. hospitals when the threat to life or health of the individual necessitates the use of the most accessible hospital.  Payment may also be made for emergency inpatient hospital and certain related Part B services in Canada and Mexico where the foreign hospital is more accessible from the site of the emergency than the nearest participating U.S. hospital.

Inpatient hospital services and related Part B services provided to a United States resident in a hospital in Canada or Mexico which is closer or more accessible to his U.S. residence than the nearest participating U.S. hospital may be covered whether or not an emergency existed.

155.3
Posthospital Home Health Services.--To qualify for Medicare coverage of home health care the beneficiary must be confined to the home, under the care of a physician, receiving services under a plan of care established and periodically reviewed by a physician, and be in need of skilled nursing care on an intermittent basis or physical therapy or speech-language pathology, or have a continuing need for occupational therapy.


Home health benefits may be paid under Part A or under Part B depending upon:



o
Whether the beneficiary is entitled only under Part A, Part B, or both;



o
Whether the beneficiary has had a 3 consecutive day stay in a hospital or CAH; and



o
If entitled under Part A whether home health services were initiated and the first covered home health visit is rendered within 14 days of discharge from a 3 consecutive day stay in a hospital or CAH or within 14 days of discharge from a SNF in which the individual was provided post-hospital extended care services.  If the first home health visit is not initiated within 14 days of discharge, then home health services are financed under Part B.



o
After an individual exhausts 100 visits of Part A post-institutional home health services, Part B finances the balance of the home health spell of illness.


See the Medicare Home Health Agency Manual for a description of the home health benefit.
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To qualify for home health benefits under either Part A or Part B of the program, a beneficiary must be confined to his home, under the care of a physician, and in need of skilled nursing services on an intermittent basis, physical therapy, or speech therapy.  A beneficiary who requires one or more of these services in the treatment of his illness or injury and otherwise qualifies for home health benefits is eligible to have payment made on his behalf for the skilled nursing, physical or speech therapy he needs, as well as for any of the other home health services specified in the law.  These services include occupational therapy, medical social services, the use of medical supplies and medical appliances, and the part-time or intermittent services of home health aides.  Conversely, a patient who does not require intermittent skilled nursing or physical or speech therapy cannot qualify to have payment made under the program for any home health services furnished him.  Excluded as home health services are the costs of housekeepers, food service arrangements, and transportation to outpatient facilities.

To be covered, the home health services must be needed for a condition for which the patient required inpatient hospital services or extended care services.  Discharge from the hospital must have occurred in a month in which the patient was entitled to hospital insurance.

Effective July 1, 1981, the 100 visit limitation under Parts A and B, and the prior inpatient stay requirements under Part A for home health services are eliminated.  In addition, a person may qualify for home health benefits based on his or her need for skilled nursing services on an intermittent basis, physical therapy, speech therapy or occupational therapy.  Effective December 1, 1981, occupational therapy is eliminated as a basis for entitlement to home health services.  However, if a person has otherwise qualified for home health services because of the need for skilled nursing care, physical therapy or speech therapy, the patient's eligibility for home health services may be extended solely on the basis of the continuing need for occupational therapy.

Home health services are services provided by an HHA or by others under arrangements with such an agency.  An HHA is a public agency or private organization which is primarily engaged in providing skilled nursing and other therapeutic services.  Where applicable, the agency must be licensed under State or local law, or be approved by the State or local licensing agency as meeting the licensing standards.  Examples of HHAs are visiting nurse associations, official health agencies, and hospital-based home care programs.  To participate in the health insurance program, an HHA must meet certain other requirements included in the law as well as health and safety conditions prescribed by the Secretary of Health and Human Services.  It may not qualify under hospital insurance, however, if it is primarily engaged in the treatment of mental diseases; such an agency may qualify only under supplementary medical insurance.

Home health services are usually furnished on a visiting basis in a place of residence used as the individual's home.  However, outpatient services in a hospital, SNF, or rehabilitation center are covered home health services, if arranged for by an HHA, when equipment is required that cannot be made available in the patient's home.

The services of an intern or resident-in-training are covered if the agency has an affiliation with or is under common control of a hospital providing such medical services and the agency bills for such services.
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Supplementary Medical Insurance
160.
SUPPLEMENTARY MEDICAL INSURANCE--A BRIEF DESCRIPTION

160.1
Benefits.--The voluntary medical insurance plan is designed to supplement the basic hospital insurance coverage.  It provides coverage for home health visits and medical and other health services.

A.
Supplementary medical insurance covers unlimited home health services but see §160.5B2 for exception.

B.
Medical and other health services include:

1.
Physicians' services (see definition of "physician" below) including surgery, consultation, and home, office and institutional calls.

Regardless of the actual expenses for physician services incurred in the treatment of mental, psychoneurotic, or personality disorders of persons who are not inpatients of hospitals, the amount of such expenses that can be counted in a calendar year is limited to the lesser of $312.50 or 62.5 percent of the actual expenses.

Physician means a doctor of medicine or osteopathy (including osteopathic practitioner) legally authorized to practice by a State in which he performs the function.  A doctor of dental surgery or dental medicine having State authorization to practice is also defined as a physician but only for surgery related to the jaw or any structure contiguous to the jaw, or the reduction of a fracture of the jaw or any facial bone.  In general, "the jaw or any structure contiguous to the jaw" includes structures of the facial area below the eyes, e.g., mandible, teeth, gums, tongue, palate, salivary glands, sinuses, etc.  With respect to certain specified treatment, a physician is a doctor of chiropractic legally authorized to practice by a State in which he performs this function.  The services performed by physicians within these definitions are subject to any limitations imposed by the State on the scope of practice.

"Physicians' services" also includes services performed by doctors of podiatric medicine within the scope of applicable State licenses.  This allows payment for certain foot care services whether furnished by a doctor of medicine, osteopathy, or podiatric medicine (to the extent that each is legally authorized to perform the services).  Certain foot care services (including routine care), however, are excluded regardless of who performs them. (See §280.8.)

A doctor of podiatric medicine is a "physician" for the purpose of making the required physician certifications and recertifications of the medical necessity for Part A and Part B services subject to the limitations outlined in §§220ff.  A doctor of podiatric medicine may also be a "physician" member of a UR committee (subject to the limitations outlined in §340.1).  However, a podiatrist is not a "physician" for the purpose of any of the physician activities required to qualify an organization as an SNF, or required for coverage of extended care services (§§201ff. and 230).  Thus, a podiatrist may
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not be a "physician" member of the group of professional personnel responsible for establishing policies governing the services provided by the SNF, nor may a podiatrist furnish any of the "physician" supervision of the facility's services required by the statute or Conditions of Participation for Skilled Nursing Facilities.

A doctor of optometry is considered a physician for Medicare purposes with respect to the provision of any item or service the optometrist is authorized to perform by State law or regulation, and if the item or service is covered by Medicare.  Prior to April 1, 1987, an optometrist was considered a physician only with respect to services related to the condition of aphakia (absence of the natural crystalline lens of the eye).

2.
A.
Services and supplies (including drugs and biologicals which cannot be self-administered) incident to physicians' professional services and of kinds commonly furnished by a physician in his office and which are commonly rendered without charge or included in his bill.

B.
Hospital services (including drugs and biologicals which cannot be self-administered) incident to physicians' services rendered to outpatients.

C.
Diagnostic services which are (1) furnished on an outpatient basis by the hospital or others furnishing the services under arrangements, and (2) ordinarily furnished by the hospital (or others under arrangements to outpatients for diagnostic study).

3.
Diagnostic X-ray, laboratory, and other diagnostic tests.

4.
X-ray, radium, and radioactive isotope therapy, including material and services of technicians.

5.
Surgical dressings, splints, casts, and other devices used for reduction of fractures and dislocations.

6.
Rental or purchase of durable medical equipment (iron lungs, oxygen tents, wheelchairs, special beds) for use in the patient's home or place of residence.

7.
Ambulance service, where the use of other transportation is contraindicated by the patient's condition.

8.
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 function of a permanently inoperative or malfunctioning internal body organ, including replacement or repairs of such devices.

9.
Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes, including replacements if required because of a change in the patient's physical condition.

10.
Outpatient physical therapy, outpatient occupational therapy, and outpatient speech pathology services furnished by or under arrangements made by participating providers of services (including clinics, rehabilitation agencies, and public health
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§271.4).  Coverage of outpatient physical therapy also includes the services of a qualified physical therapist in independent practice when furnished in his/her office or the beneficiary's home; expenses incurred for such services in a calendar year may not exceed $100 for services rendered prior to 1982 and $500 for services rendered on and after January 1, 1982.

11.
Pneumococcal vaccine and its administration; hepatitis B vaccine and its administration, and blood clotting factors for hemophiliac patients and their administration.

12.
Certain medical supplies used in connection with home dialysis delivery systems;

13.
ESRD composite rate for all outpatient maintenance dialysis items and services;

14.
Antigens prepared by a physician;

15.
Rural health clinic services;

16.
Comprehensive outpatient rehabilitative services;

17.
Ambulatory surgical facility services furnished in connection with certain surgical procedures;

18.
Services furnished in a health maintenance organization by a clinical psychologist, a physician assistant, or nurse practitioner, and services and supplies furnished incident to such services.

Payment may not be made under Part B for services furnished an individual if he is entitled to have payment made for those services under Part A.  An individual is considered entitled to have payment made under Part A if the expenses incurred were used to satisfy a Part A deductible or coinsurance amount, or if payment would be made under Part A except for the lack of request for payment or physician certification.

19.
For services furnished after June 30, 1981 a dentist qualifies as a "physician" if he/she is a doctor of dental surgery or of dental medicine who is legally authorized to practice dentistry by the State in which he/she performs such function and who is acting within the scope of his license when he/she performs such functions.  Such services include any otherwise covered service that may legally and alternatively be performed by doctors of medicine, osteopathy and dentistry, e.g., dental examinations to detect infections prior to certain surgical procedures, treatment of oral infections and interpretations of diagnostic x-ray examinations in connection with covered services.  The general exclusion of payment for dental services has not been withdrawn, payment for the services of dentists is also limited to those procedures which are not primarily provided for the care, treatment, removal, or replacement of teeth or structures directly supporting teeth.  (See §280.12.)  The coverage or exclusion of any given dental service is not affected by the professional designation of the "physician" rendering the service; i.e., an excluded dental service remains excluded and a covered dental service is still covered whether furnished by a dentist or a doctor of medicine or osteopathy.

160.2
Basis for Payment.--Payment for services covered by medical insurance and rendered by a participating hospital, skilled nursing facility, HHA, or other provider of services, or under arrangements made by such providers, is based, depending upon the service, on a PPS system applicable to the provider, a fee schedule, or reasonable cost as defined by regulations and manuals.

Payment, based on reasonable charges may be made to or on behalf of individuals covered by medical insurance for services of physicians and other medical and health services furnished under the program.  In determining the reasonableness of charges, the carrier takes into consideration the customary charges of the physician (or other person rendering the service) as well as the prevailing charges in the locality generally made for similar services.  A charge is not reasonable if it is higher than the charge applicable for a comparable service and under comparable circumstances to the carrier’s own policyholders or subscribers.
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160.3
Annual Part B Deductible and Coinsurance.--In each calendar year, a cash deductible must be satisfied before payment can be made under the supplementary medical insurance plan.  (See §160.5 for exceptions.)


As of January 1, 1991, the deductible is $100.

From January 1, 1982 through 1990, the deductible is $75.

From 1973 through 1981, the deductible was $60.

From 1966 through 1972, the deductible was $50.

Expenses count toward the deductible on the basis of incurred, rather than paid expenses, and are based on the reasonable charge.  Noncovered expenses do not count toward the deductible.  Even though an individual is not entitled to Part B benefits for the entire calendar year, i.e., his insurance coverage begins after the first month of a year or he dies before the last month of the year, he is still subject to the full deductible for that year.  Medical expenses incurred in the portion of the year preceding entitlement to medical insurance are not credited toward the deductible.

The date of service generally determines when expenses were incurred, but expenses are allocated to the deductible in the order in which the bills are received by the intermediary.  Services which are not subject to the deductible cannot be used to satisfy the deductible.

After the deductible has been satisfied, providers will generally be paid the lesser of the reasonable costs or customary charges less 20 percent of the reasonable charge but no more than 80 percent of the reasonable costs, and physicians and other suppliers 80 percent of the reasonable charges, incurred during the balance of the calendar year.  The patient is responsible for a coinsurance amount equal to 20 percent of the reasonable charges for the items and services.  (See §160.5 for exceptions.)

160.4
Special Carryover Rule for Expenses Incurred Prior to 1981.--Expenses incurred in the last 3 months of a calendar year prior to 1981, which were applied toward the Part B deductible for the year in which they were incurred, may also be credited towards the deductible for the following year.

NOTE:

This deductible carryover provision was repealed effective with expenses incurred on or after October 1, 1981.

160.5
Exceptions to Part B Deductible and Coinsurance.--


A.
The 20 percent coinsurance does not have to be met with respect to the following:



1.
Purchased used durable medical equipment (DME) including DME furnished as a home health benefit, if the charge does not exceed 75 percent of the reasonable charge of new equipment.



2.
Preadmission diagnostic testing services furnished from December 5, 1980 through July 18, 1984.
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B.
Neither the annual deductible nor the 20 percent coinsurance apply with respect to:

1.
Radiology and pathology services furnished before October 1, 1982 to inpatients of qualified hospitals by physicians in the fields of radiology or pathology.  (Services furnished on or after July 1, 1981, were exempt from the deductible and coinsurance only if the physician agreed to accept assignment for all radiology or pathology physician services furnished to hospital inpatients);

2.
Part B home health services, except that there is a coinsurance of 20 percent of the reasonable charge for durable medical equipment furnished as a home health benefit on or after July 18, 1984.

3.
Clinical diagnostic laboratory tests (including specimen collection fees) performed or supervised on or after July 1, 1984, by a physician, laboratory, or other entity reimbursed on an assigned basis,

4.
Certain surgical procedures performed by a physician in an ambulatory surgical center or outpatient department of a hospital.

5.
Ambulatory surgical facility services in ambulatory surgical center.

6.
Pneumococcal vaccine and its administration furnished on or after July 1, 1981.

NOTE:
Services which are not subject to the deductible cannot be used to satisfy the 



deductible.


Beneficiary Entitlement to Hospital Insurance Benefits
Sections 165 through 185 provide background information on entitlement.  The social security office (SSO) should be contacted if there is any question concerning an individual's entitlement under Part A or Part B.

165

HOSPITAL INSURANCE ENTITLEMENT FOR THE AGED (PART A)

An individual is entitled to hospital insurance (HI) protection beginning with the first day of the month in which he is age 65 or over and is entitled to monthly social security benefits (to be distinguished from supplementary security payments).  Such entitlement also extends to aged qualified railroad retirement beneficiaries.

Hospital insurance coverage ends with the month the individual ceases to be entitled to such monthly social security benefits and/or ceases to be a qualified railroad retirement beneficiary.  In the rare cases where HI terminates for an aged individual because of termination of his monthly benefits, he may obtain premium HI (described in § l68) by filing a timely application.  Death also terminates HI; and HI coverage continues through the date of death.
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165.1
Transitional Provision for the Uninsured.--Special provision was made to blanket-in many older people who did not have social security insured status at the time Medicare began in l966.  Thus, aged people not entitled to HI by reason of being monthly beneficiaries could be entitled if certain prescribed requirements were met.  Individuals attaining age 65 after 1974 must be entitled to monthly benefits in order to have premium-free HI.

166

HOSPITAL INSURANCE FOR DISABILITY BENEFICIARIES

Effective July 1,1973, beneficiaries under age 65 who have been entitled to disability benefits under either the Social Security Act or the Railroad Retirement Act for at least 25 consecutive months, are entitled to HI beginning with the 25th month of entitlement and are automatically enrolled in the supplementary medical insurance (SMI) program.

HI and SMI coverage for beneficiaries under age 65 who qualify under this provision terminates the month the disability benefit terminates or the month following the month in which notice of termination of disability benefits is mailed to the beneficiary, whichever is later.
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There are three types of disability beneficiaries who can qualify for Medicare under this provision: disabled workers who have the necessary insured status; disabled widow and widowers of workers who were insured at death" and disabled adult children (age 20 or older) of deceased insured workers or workers entitled to monthly benefits.

l67.
HOSPITAL INSURANCE FOR PERSON NEEDING KIDNEY TRANSPLANT OR DIALYSIS

A.
Effective October l, l978.--Individuals of any aged who receive dialysis or renal transplantation for end-stage renal disease (ESRD) are eligible for HI (and are deemed enrolled for SMI unless such coverage is refused) if they file an application and they:  (l) meet certain work requirements for insured status under the social security or railroad retirement program,s or (2) are entitled to monthly social security benefits or an annuity under the Railroad Retirement Act, or (3) are the spouses or dependent children of such insured or entitled persons.

HI entitlement usually begins after a 3-month waiting period has been served, i.e., with the first day of the third month after the month in which a course of renal dialysis begins.  Entitlement begins before the waiting period has expired if the individual (l) receives a transplant or (2) participates in a self-dialysis training program during the waiting period.  For those falling into category (l), entitlement begins with the month the individual is admitted as an inpatient to a hospital for procedures in preparation for or anticipation of a kidney transplant provided the transplant surgery takes place within the following 2 months.  If the transplant is delayed more than 2 months after the preparatory hospitalization, entitlement begins with the 2nd month prior to the month of transplant. Entitlement for those falling into category (2) begins with the first month of the course of dialysis if the individual is expected to complete the self_dialysis training program and self_dialyze thereafter.  Eligibility is based on the earliest entitlement date when someone could possible qualify under several different provisions.

HI coverage based on the end-stage renal disease ends with the earliest of the following dates:  (l) the day any individual dies, or (2) the last day of the l2th months after the month the course of dialysis is discontinued, unless the individual receives a kidney transplant during that period or begins another course of dialysis, or (3) the last day of the 36th month after a person receives a kidney transplant.  If the transplant fails and a regular course of dialysis is initiated or another transplant is performed within the 36 months, entitlement continues.  If a person whose entitlement based on ESRD has ended begins a new course of dialysis or has a kidney transplant, reentitlement begins without a waiting period.

B.
Prior to October l, l978.--For the period July l, l973 (the effective date of the original ESRD provisions) through September 30, l978, an individual had to be under age 65 to qualify as an ESRD beneficiary, and the filing of an application was not a condition of entitlement.
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HI entitlement began with the third month after the month in which a course of renal dialysis began except for the individual who received an early transplant.  Entitlement for transplant patients began with the month in which the surgery was performed or in the previous month if the patient was hospitalized in that month in anticipation of an in preparation for such transplant surgery.

HI terminated as in Section A above, except that termination for a transplant patient took place on the last day of the l2th month after the month in which the patient received the transplant.  A new waiting period had to be served by persons seeking reentitlement on the basis of ESRD.

l68.
HOSPITAL INSURANCE OBTAINED BY PREMIUM PAYMENT

l68.l
Eligibility Requirements.--An individual age 65 or over who wants HI but is not insured for monthly benefits and does not meet the ESRD requirements (§l67) may enroll for such coverage, for which he must pay a substantial monthly premium, if he meets certain requirements relating to citizenship or residence (see § l75(A) and enroll in SMI. Entitlement ends if:  premiums are not paid within the grace period; SMI terminates; entitlement to nonpremium HI is established; the beneficiary voluntarily terminates his HI: or the beneficiary dies.  The amount of the premium is determined each year based on the cost of services covered by HI.


Entitlement to Supplementary Medical Insurance Benefits
l75.
SUPPLEMENTARY MEDICAL INSURANCE ENTITLEMENT (PART) B

A.
Eligibility for Enrollment.--To obtain SMI, and eligible individual must enroll during an enrollment period open to him, and pay the required premiums.  He is eligible to enroll if he either (l) is entitled to premium-free HI; or (2) is 65 years old and is a resident citizen or an alien who meets certain residence requirements.

Payment bay be made for covered services if the individual had coverage at the time the services were furnished, even though at the time the request for payment is filled with the intermediary his enrollment has terminated.

B.
Automatic Enrollment in SMI for Individuals Entitled to Hospital Insurance After June l973.--Eligible individuals (Except those residing in foreign countries or Puerto Rico) who first become entitled to HI on or after July l, l973, are deemed enrolled for supplementary medical insurance (SMI) as follows:

An individual under 65 who becomes entitled to HI has SMI beginning with the first month of HI entitlement.

A beneficiary who is already on the monthly benefit rolls when he attains age 65 has HI and SMI effective with the month he attains age 65.
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For an insured person filing for monthly benefits within 3 months before or after the month he attains age 65 (i.e., within his initial enrollment period (IEP) SMI coverage begins at 65 or within 6 months thereafter, depending upon when he filed the application establishing his HI entitlement.  If the application establishing his entitlement to HI is filed more than 3 months after age 65 and outside any GEP (defined in C2 below), he will be deemed to have enrolled in the next GEP and his coverage will begin on July l after the GEP.

Every person subject to automatic enrollment is given a reasonable opportunity to decline SMI by filing timely notice with SSA.

C.
Enrollment Periods.--Enrollment for those not subject to automatic enrollment or who refuse automatic enrollment is possible only during certain enrollment periods:

l.
An individual's initial enrollment period is of 7 months duration.  It begins 3 months before and ends 3 months after the month he meets all eligibility requirements.

2.
A general enrollment period (GEP) occurs each year from January l through March 3l.  A person enrolling in a GEP has coverage effective the following July l.

The GEPs afford enrollment opportunities to those who failed to enroll during the initial enrollment period and to those whose enrollment has terminated.  However, a person cannot enroll for SMI more than twice during a continuous period of entitlement to HE (unless State "buy in" is involved).

D.
State "Buy-In.--A State which has entered into a buy-in agreement with SSA may enroll indigent persons eligible for SMI.  The State may enroll such persons at any time after they qualify for buy-in regardless of enrollment periods.  The State pays the SMI premiums for the persons it enrolls.

l80.
WHEN COVERAGE ENDS

SMI coverage terminates if any of the following events occurs:  The premiums are not paid within the grace period; the enrollee voluntarily withdraws from SMI: HI terminates for the enrollee who is under age 65; the enrollee dies.  SMI also may terminate when a buy-in enrollee is no longer eligible for buy-in (e.g., his income increase substantially); however, the enrollee has the option of keeping SMI and paying the premiums himself, or having someone else pay them.


Disclosure of Information
l90.
DISCLOSURE OF HEALTH INSURANCE INFORMATION--GENERAL

Records and information acquired in the administration of the Social Security Act may be disclosed only under the conditions prescribed in rules and regulations.  HEW regulations regarding the disclosure of records and information
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apply to governmental and private agencies participating in the administration of the program; to institutions, facilities, agencies, persons providing services; and to those furnishing services under arrangements with a provider of services.

Information furnished specifically for purposes of a claim under the health insurance program is subject to these rules and regulations.  Such information includes the individual's health insurance claim number, facts regarding his entitlement to health insurance benefits, and medical and other information obtained from the Health Care Financing Administration or any intermediary.

However, the information in the SNF's own records of a patient (e.g., name, date of birth, sex, marital status, address, medical records) is not subject to these rules and regulations even though the patient receives benefits under the health insurance program.  These records are subject to the requirements of confidentiality in the "Conditions of Participation for Skilled Nursing Facilities," and may also be subject to State or local laws on SNF rules governing disclosure.

When an SNF receives a request for information about a Medicare beneficiary, a Medicare claim, or related information which it may not disclose, the inquirer should be referred to the appropriate intermediary for further consideration of his request.

l9l.
DISCLOSURE OF HEALTH INSURANCE INFORMATION TO A BENEFICIARY, OR IN CONNECTION WITH A CLAIM

l9l.l

Disclosure to the Beneficiary or His Authorized Representative.--

A. General.--Information directly relating to the beneficiary, such as Medicare entitlement or eligibility data, may be disclosed to the individual or his authorized representative (including his representative payee).

B.
Medical Information.--SNFs may not forward medical information to intermediaries on a confidential basis, expressed or implied, since under the Privacy Act any medical information obtained by an intermediary is subject to disclosure to the individual to whom it pertains, or to another persons authorized by the individual to have access to it.

Some SNF's document findings on medical forms preprinted "confidential." or routinely stamp all records "confidential," whether or not such records are ever intended for disclosure to an intermediary.  Such records, when transmitted to the intermediary, will be accepted only if accompanied by a signed statement that the SNF understands the information is subject to disclosure to the patient under the Privacy Act and any words or statements that the transmitted records are confidential may be disregarded if the patient or his representative request them from the intermediary or from HCFA.  The repeated preparation and forwarding of separate signed statements can be obviated if the SNF signs and appropriate general statement of understanding with the intermediary that medical information may be disclosed to the individual under the Privacy Act, even if it is routinely designated "confidential."
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l9l.2
Disclosure to Third Parties for Proper Administration of the Health Insurance Program.--Disclosure of any record, report, or other information about an individual is authorized without the consent of the individual in connection with any claim or other proceeding under the Social Security Act only when disclosure is necessary for the proper performance of the duties of:

A.
Any officer or employee of the Department; or

B.
Any officer or employee of a State agency, intermediary, provider of services, or other agency or organization participating in the administration of the program by contract or agreement in carrying out such contract or agreement.

These limitations apply whether or not the individual to whom the information pertains authorizes further disclosure to third parties (e.g., to a private medical plan).

l9l.3
Disclosure to Third Parties for Other Than Program Purposes.--Information obtained from HCFA or its intermediary is confidential and may be disclosed only under conditions prescribed in rules and regulations, or on the express authorization of the Administrator of the Health Care Financing Administration.  However, certain limited information about the Medicare eligibility status of beneficiaries and related claims information may be released to third party payers with the beneficiary's express authorization.

A.
Information Which May Be Released.--Subject to necessary authorization, only the following records may be released:

l.
Beneficiary health insurance claim number;

2.
Coinsurance and deductible;

3.
Dates of entitlement to Medicare;

4.
Copies of Medicare claims forms;

5.
Medicare report of eligibility;

6.
Explanation of Medicare Benefits (EOMB);

Requests for other information desired for complementary insurance purposes should be referred to the intermediary.

B.
Form of Authorization.--Make certain that information is not released without the required authorization.  The authorization must:

l.
Be in writing;

2.
Be signed and dated by the individual or someone authorized to act in his behalf;

Rev. 365
l-35
191.4
GENERAL INFORMATION ABOUT THE PROGRAM
06-00
3.
Specify the name of the provider being authorized to disclose information;

4.
Specify what information the individual is authorizing the provider to disclose;

5.
Specify the names of the third party payers to whom the information is being released;

6.
Specify the purpose for which the information is being released; and

7.
Specify an expiration date for the authorization which should not exceed 2 years from the date it was signed and specify that it may be revoked at any time.

l91.4
Disclosure for Payment of Claims in Alcohol and Drug Abuse Cases.--The law requires providers to observe more stringent rules when disclosing medical information for claims processing purposes from the records of alcohol and drug abuse patients than when disclosing information for other Medicare beneficiaries.  Since the standard consent statement on the provider billing form is not sufficient authority under the law to permit the provider to release information from the records of alcohol or drug abuse patients, more explicit consent statements are required.

Providers participating in Medicare and alcohol and drug abuse prevention and treatment programs must obtain written consent from beneficiaries to release medical information in each alcohol or drug abuse case.  This written consent, which will allow the provider to disclose the records of the patient, should include all of the following:

l.
The name of the organization (hospital, etc.) which is to make the disclosure;

2.
The name or title of the person or organization to which disclosure is to be made (e.g., the Health Care Financing Administration, including the appropriate intermediary or carrier, specified by name);

3.
The name of the patient;

4.
The purpose or need for disclosure (e.g., for processing a claim for Medicare payment and for such evaluation of the treatment program as is legally and administratively required in the overall conduct of the Medicare program);

5.
The specific extent or nature of information to be disclosed (e.g., all medical records

regarding the beneficiary's treatment, hospitalization and/or outpatient care including treatment for drug abuse or alcoholism);

6.
A statement that the beneficiary may revoke his consent at any time to prohibit

disclosures on or after date of revocation;

7.
A statement specifying a date (not to exceed 2 years), event, or condition upon which

consent will expire without revocation;

8.
The date on which the consent is signed;

9.
The signature of the patient; or the signature of his authorized or legal representative.
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If the beneficiary wishes, the consent statement may be expanded to permit disclosure by the provider to any other person, organization, or program, such as a PSRO, as appropriate. Authorization may also be given to HCFA and its contractors to redisclose specific information to third party payers for complementary insurance purposes.  (See l9l.3 above.)

The provider should keep the consent statement with the patient's medical and other records.  The duration of the consent statement is not to exceed 2 years, after which it must be renewed by the beneficiary if further disclosures are necessary.

191.5
Disclosure of Itemized Statement to an Individual for Any Item or Service Provided.--

A.
General.--Section 4311 of the Balanced Budget Act of 1997 requires that if a Medicare beneficiary submits a written request to a health services provider for an itemized statement for any Medicare item or service provided to that beneficiary, the provider must furnish this statement within 30 days of the request.  The law also states that a health services provider not furnishing this itemized statement may be subject to a civil monetary penalty of up to $100 for each unfulfilled request.  Since most institutional health practices have established an itemized billing system for internal accounting procedures as well as for billing other payers, the furnishing of an itemized statement should not pose any significant additional burden.

B.
30-Day Period to Furnish Statement.--You will furnish to the individual described above, or duly authorized representative, no later than 30 days after receipt of the request, an itemized statement describing each item or service provided to the individual requesting the itemized statement. 

C.
Suggested Contents of Itemized Statement.--Although §4311 of the Balanced Budget Act of 1997 does not specify the contents of an itemized statement, suggestions for the types of information that might be helpful for a beneficiary to receive on any statement include: beneficiary name, date(s) of service, description of item or service furnished, number of units furnished, provider charges, and an internal reference or tracking number.  If the claim has been adjudicated by Medicare, additional information that can be included on the itemized statement are: amounts paid by Medicare, beneficiary responsibility for co-insurance, and Medicare claim number.  The statement should also include a name and telephone number for the beneficiary to call if there are further questions.

D.
Penalty.--A knowing failure to furnish the itemized statement shall be subject to a civil monetary penalty of up to $100 for each such failure.

l92.
DISCLOSURE OF INFORMATION ABOUT SNFs BY HCFA

The following information about SNFs participating in the Medicare program may be disclosed by HCFA under the Freedom of Information Act in response to requests from the public.

l92.l
Medicare Reports.--

A.
Provider Survey Report and Related Information.--Information concerning survey reports of SNFs, as well as statements of deficiencies, based on survey reports completed after January 3l, l973, are available at the local social security office or the public assistance office in the area where the facility is located.  The following data may be released under this provision:

l.
The official Medicare report of a survey concluded on or after January 3l, l973;
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2.
Statements of deficiencies which have been conveyed to the SNF following a survey concluded on or after January 3l, l973;

3.
Plans of correction and pertinent comments submitted by the provider relating to Medicare deficiencies cited following a survey concluded on or after January 3l, l973.

State agencies certify whether institutions or other entities meet the Medicare conditions of participation for SNFs.  (See ll2.)  A State agency may disclose information it obtains relating to the qualifications and certification status of SNFs it surveys.

B.
Program Validation Review Reports and Other Formal Evaluations.--Upon written request, official reports and other formal evaluations of the performance of SNFs completed after January 3l, l973, are made available to the public.  After the survey reports and other formal evaluations are prepared by personnel of the Health Care Financing Administration, the evaluated SNF must be given an opportunity (not to exceed 30 days) to review the report and submit comments on the accuracy of the findings and conclusions.  The SNF's comments must be incorporated in the report if pertinent.

Program validation review reports are generally released from the Medicare regional office serving the area in which the provider is located.

Generally, informal reports and other evaluations of the performance of SNFs which are prepared by the intermediary are available to the public.

C.
SNF Cost Reports.--

l.
General.--Requests by any member of the public either to inspect or to obtain a copy of an SNF cost report must be submitted to HCFA or the intermediary in writing and must identify the SNF and specific cost report(s) in question.

Intermediaries are required to respond to requests in writing within l0 working days after receipt of a written request, to advise the requester of the date the reports will be made available.  That date will be no earlier than l0 working days from the date of the intermediary's response.  However, no l0-day delay in furnishing cost reports is necessary when the request is from a Federal or State agency that needs cost report information to carry out the requirements of the Social Security Act or the request is from a member of Congress acting in his official capacity.  Requests from individual members of the House or Senate are considered as requests from the public.  A copy of the response to the requester will be sent simultaneously to the SNF, putting the SNF on notice that its report has been requested by a particular person.  If a request is for a report submitted by a former owner of an SNF, copies of the intermediary's response to the requester will go to both the present owner and the former owner of the SNF.  If the request is for a report submitted by a provider no longer participating in the Medicare program, a copy of the intermediary's response will be sent to the SNF. In the case of both a former owner and a former participating SNF, the copy of the response will be sent to the last known address of the party.

2.
Information That May Be Disclosed.--Disclosure by the intermediary is limited to cost report documents which SNFs are required by HCFA regulations and instruc​tions to submit and, in case of a settled cost report, the intermediary's notice of program reimbursement.  These documents include the statistical page, the settlement pages, trial balance of expenses, and cost finding schedules or documents required by HCFA as part of the regular cost report process.  (Where an SNF, after first obtaining program approval, has submitted equivalent documents in lieu of official program documents, such documents are subject to the same disclosure rules as apply to official forms.)
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If a request is received to inspect or obtain a copy of a report that has not been settled, i.e., the final settlement notice of program reimbursement has not been sent, the intermediary will disclose a copy of the report as submitted by the SNF.  If settlement has been made, the intermediary will disclose the settled report.  If a requestor specifically asks for both the settled and unsettled cost reports of an SNF, the intermediary will comply with such request.  When a report is made available for inspection or copying, it will be clearly marked with one of the following captions, as applicable:

a.
Cost report as submitted

b.
Settlement subject to audit

c.
Audited settlement

When an intermediary discloses a settled report, schedules applicable to the settlement that have been reworked by the intermediary are disclosable.  The general rule is that if the intermediary has reworked any of the schedules that were required to be submitted by the SNF with its original submission, these schedules become an integral part of the report for disclosure purposes.  However, any details containing intermediary or auditor comments concerning the settlement, details of specified adjustment, or supporting schedules applicable to the settlement of the SNFs' operation are not disclosed by the intermediary.

Information obtained in auditing SNF cost reports and other financial records may be released by HCFA.

3.
Information That May not be Disclosed.--If an SNF chooses to submit with its cost report additional information not specifically required by regulations or instructions, the intermediary will not disclose such information unless it is contained within an official document.  For example, some SNFs may submit supplementary analysis of certain expenses, details of the professional component adjustment, financial statements (other than the statement of income and expenses and the balance sheet as required in accordance with cost reporting and instructions), or income tax returns, etc., that are not required by the program.  These items would not be disclosed by the intermediary as part of the cost report.

Except where an SNF has not submitted an acceptable cost report and supplements are required to complete the report, any additional documents or schedules that the intermediary requires the SNF to submit in support of its cost representations would also not be disclosed by the intermediary as part of the cost report.  In addition, the following are not disclosed by the intermediary as part of a cost report: audits, schedules, letters, notes, general comments; comments on results of desk reviews (including copies of the actual desk review documents), intermediary notes and comments (including transmittal letters), audit adjustment summaries that are required to be prepared by intermediaries and auditors, and information pertaining to an individual

patient.

NOTE:
Any of the information indicated above that is not to be disclosed by the intermediary may

be subject to disclosure under the Freedom of Information Act upon review by the Medicare regional office, central office, or a U.S. District Court in response to a request for such information.  The description of what will be made available by an intermediary as part of a cost report pertains only to requests that indicate that the requestor specifically wants cost reports.
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l92.2
Disclosure of Medicare Statistics.--Numerous statistics on individual SNFs are available to the public.  The include, but are not limited to, the following:

l.
Waiver of liability statistics

2.
Interim rate payment data

3.
Amount of Medicare reimbursement

4.
Overpayment data

5.
Data from the Provider Monitor Listing

6.
Information from the Directory of Medical Facilities and the Directory of Medicare Providers and Suppliers of Services

7.
Medicare inpatient statistics (e.g., total inpatient days, number of admissions, average length of stay).

l92.3
Other Information That may be Disclosed.--

l.
Presumptive waiver of liability status of the SNF

2.
Information as to whether a provider participates in the Medicare program.

l93.
COST TO AN SNF WHICH REQUESTS INFORMATION AVAILABLE TO THE  PUBLIC

SNFs are required to pay appropriate fees for information they may request pertaining to other provider, Medicare contractors, or State agencies.  An SNF may claim such fees as allowable costs only if it demonstrates to the intermediary the information is necessary in developing and maintaining the operation of patient care facilities and activities.
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