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271.1
Physician's Certification and Recertification for Outpatient Physical Therapy, Occupational Therapy, and Speech Pathology Services.--


A.
Content of Physician's Certification.--No payment is made for outpatient physical therapy, occupational therapy, or speech pathology services unless a physician certifies that:



o
The services are or were furnished while the patient was under the care of a physician (see §271.2);



o
A plan for furnishing such services is or was established by the physician, physical therapist, occupational therapist, or speech pathologist and periodically reviewed by the physician (see §271.3); and



o
The services are or were required by the patient.

Since the certification is closely associated with the plan of treatment, the same physician who establishes or reviews the plan must certify to the necessity for the services.  Obtain certification at the time the plan of treatment is established or as soon thereafter as possible.  Physician means a doctor of medicine, osteopathy (including an osteopathic practitioner) or podiatric medicine legally authorized to practice by the State in which he/she performs these services.  In addition, physician certifications by doctors of podiatric medicine must be consistent with the scope of the professional services provided by a doctor of podiatric medicine as authorized by applicable State law.


B.
Recertification.--When outpatient physical therapy, occupational therapy, or speech pathology services are continued under the same plan of treatment for a period of time, the physician must recertify at intervals of at least once every 30 days that there is a continuing need for such services and estimate how long services will be needed.  Obtain the recertification at the time the plan of treatment is reviewed since the same interval (at least once every 30 days) is required for the review of the plan.  The physician who reviews the plan of treatment must sign the recertifications.  The form and manner of obtaining timely recertification is up to you.
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For information regarding the method and disposition of certifications and the requirements applicable to delayed certifications, see §§220, 220.5, and 220.6.

271.2
Outpatient Must be Under the Care of a Physician.--Outpatient physical therapy, occupational therapy, or speech pathology services must be furnished to an individual who is under the care of a physician.  There must be evidence in the patient's clinical record that a physician has seen him at least every 30 days.  If the record does not reflect this, you are responsible for contacting the physician to determine whether this requirement is met.  The physician may be the patient's private physician, a physician on your staff, a physician associated with an institution which is the patient's residence, or a physician associated with a medical facility in which the patient is an inpatient.  The attending physician establishes or reviews the plan of treatment and also makes the necessary certifications.  A plan of treatment may be established by either the physician or the qualified physical therapist, occupational therapist, or speech pathologist who will be providing such services.  However, the physician still must make the necessary certifications. (See §§220 and 271.1.)

271.3
Outpatient Physical Therapy, Occupational Therapy or Speech Pathology Services Furnished Under a Plan.--Outpatient physical therapy, outpatient occupational therapy, or outpatient speech pathology services must be furnished under a written plan of treatment established by:

o
a physician after any necessary consultation with the physical therapist, occupational therapist, or speech pathologist, as appropriate;

o
the physical therapist who will provide the physical therapy services;

o
the occupational therapist who will provide the occupational therapy services; or

o
the speech pathologist who will provide the speech pathology services.

The plan must be established (that is, reduced to writing either by the person who established the plan or by the provider when it makes a written record of that person's oral orders) before treatment is begun.  The plan should be promptly signed by the ordering physician, therapist, or pathologist and incorporated into the provider's permanent record for the patient.

The plan must relate the type, amount, frequency, and duration of the physical therapy, occupational therapy, or speech pathology services that are to be furnished the patient and indicate the diagnosis and anticipated goals.  Any changes to this plan must be made in writing and signed by the physician, therapist, or pathologist.  Changes to the plan may also be made pursuant to oral orders given by the attending physician to a qualified physical therapist (in the case of physical therapy services), a qualified occupational therapist (in the case of occupational therapy services), a qualified speech pathologist (in the case of speech pathology services), a registered professional nurse, or a physician on the staff of the provider.
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Changes to such plans also may be made pursuant to oral orders given by the pathologist to another qualified speech pathologist, by the occupational therapist to another qualified occupational therapist, or by the physical therapist to another qualified physical therapist, or by the therapist or pathologist to a registered professional nurse on the staff of the provider.  Such changes must be immediately recorded in the patient's records and signed by the individual receiving the orders.  While the physician may change a plan of treatment established by the pathologist or therapist providing such services, the therapist or pathologist may not alter a plan of treatment established by a physician.

The plan must be reviewed by the attending physician, in consultation with your physical therapist(s), occupational therapist(s), or speech pathologist(s) at such intervals as the severity of the patient's condition requires, but at least every 30 days.  Each review of the plan should contain the initials of the physician and the date performed.  The patient's plan normally need not be forwarded to the intermediary for review but will be retained in the SNF's file.  The SNF must certify on the billing form that the plan is on file.  (See § 533, Item 22.)

271.4
Requirement that Services be Furnished on an Outpatient Basis.--Outpatient physical therapy, occupational therapy, and speech pathology services are covered when furnished by a provider to its outpatients, i.e., to patients in their homes, to patients who come to the facility's outpatient department, or to inpatients of other institutions.  In addition, coverage includes physical therapy, occupational therapy, and speech pathology services furnished by participating SNFs to those of their inpatients who have exhausted their Part A benefits or who are otherwise not eligible for Part A benefits.  Providers of outpatient physical therapy, occupational therapy, and speech pathology services that have inpatient facilities, other than participating hospitals and SNFs may not furnish covered outpatient physical therapy, occupational therapy, or speech pathology services to their own inpatients.  However, since the inpatients of one institution may be considered the outpatients of another institution, all providers of outpatient physical therapy, occupational therapy, and speech pathology services may furnish such services to inpatients of another health facility.

While outpatient physical therapy, occupational therapy, and speech pathology services are payable when furnished in the home, when added expense is caused by a visit to the home, a question must be raised as to whether the rendition of the service in the home is reasonable and necessary.  Where the patient is not confined to his home, such added expense cannot be considered as reasonable and necessary for the treatment of an illness or injury since the home visit is more costly than the medically appropriate and realistically feasible alternative pattern of care, e.g., in the facility's outpatient department.  Consequently, these additional expenses incurred by providers due to travel to a person who is not homebound are not covered.
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You may furnish physical therapy, occupational therapy, or speech pathology to your inpatients without having to set up facilities and procedures for furnishing the same services to outpatients. However, if you choose to furnish a particular service, you are bound by your agreement not to charge any individual or other person for items or services for which the individual is entitled to have payment made under the program.  Thus, whenever you furnish outpatient physical therapy, occupational therapy, or speech pathology to a Medicare beneficiary (either directly or under arrangements with others) you must bill the program under Part B and may only charge the patient for the applicable deductible and coinsurance.  In the case of a distinct-part SNF, the certified part must bill the program under Part B for any outpatient physical therapy, occupational therapy, or speech pathology services it furnishes to inpatients of the noncertified part.


Facility-Based Physicians
275.
FACILITY-BASED PHYSICIAN'S SERVICES

The services of facility-based physicians (e.g., those on a salary or percentage arrangement, lessors of departments, etc., whether or not they bill patients directly) include two distinct elements, the professional component and the provider component.

A.
The Professional Component.--The professional component of facility-based physicians' services are those services directly related to the medical care of the individual patient.  Services to individual patients must be specially billed by the physician or, with his authorization, by the facility, or by a partnership, corporation, or other organization of physicians.  However billed, reimbursement is made for these services on a reasonable charge basis by the Part B carrier.  (See §537 for billing by the facility for these services.)

Covered professional services rendered by facility-based podiatrists to individual patients are reimbursable only on a reasonable charge basis as physicians' services under Part B. (See §280.8 for the exclusion of certain foot-care services under both Part A and Part B.)  Do not include payments made to podiatrists for such services as part of their allowable costs (regardless of whether the podiatrist's professional services are covered under Part B).

B.
The Provider Component.--Facility-based physicians often perform professional services other than those directly related to the medical care of the individual patients. These may involve teaching and administrative services, and other services that benefit the facility's patients as a group.  Such physician services, if compensated, must be considered in computing reimbursable facility costs and will be reflected in amounts payable to the facility.

C.
Determining the Professional and Provider Components.--Detailed information of allocation of physician compensation is contained in §§2108ff. of the Provider Reimbursement Manual.  These principles establish a basis for distinguishing between the services of facility-based physicians which are reimbursable to the facility under Part A, and the services reimbursable under Part B as physicians' services to individual patients
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The principles also establish a basis for determining the reasonable charges for physicians' services to patients where, under the existing arrangement between the facility and the physician, billings to the patients have not separately identified charges for physicians' services to patients.  Where charges for physicians' services to patients have been identified separately, the customary charges for physicians' services have been established and afford a basis for determining the reasonable charges for such services.  Finally, the principles establish a basis for ascertaining the customary charges for a physician's services to patients where, under a previous arrangement between the facility and the physician, charges to patients were not separately identified, but this arrangement is modified to provide for separate billing.

D.
The Roles of the Fiscal Intermediary and Carrier.--The facility's Part A intermediary obtains from the facility information it and the Part B carrier need to make payment determinations for facility-based physicians' reviews.  The Part A intermediary is responsible for reviewing and approving the reasonableness of the agreement between facility and physician on the allocation of physician compensation (received from or through the facility) as between:  (l) the portion attributable to provider services, i.e., services to the institution and (2) the portion attributable to physician services, i.e., identifiable services rendered by the physician to individual patients.

If the facility and physician fail to agree or if their agreement appears unreasonable, the Part A intermediary and the Part B carrier jointly assist in resolving the issue.  The Part B carrier is responsible for review and approval, in accordance with the applicable principles, of the basis for Part B charges for services of facility-based physicians, i.e., the schedule of such charges if the item-by-item method of determination is used, the uniform percentage if the optional method of determination is used, or the unit charge if the per diem or per visit method is used.

General Exclusions from Coverage

280.

GENERAL EXCLUSIONS.

No payment can be made under either the hospital insurance or supplementary medical insurance program for certain items and services:

(a)
not reasonable and necessary (§280.1);

(b)
no legal obligation to pay for or provide (§280.2);

(c)
paid for by a governmental entity (§280.3);

(d)
resulting from war (§280.4);
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(e)
Personal comfort (§ 280.5);

(f)
Routine services and appliances (§ 280.6);

(g)
Supportive devices for feet (§ 280.7);

(h)
Foot care exclusion (§ 280.8);

(i)
Custodial care (§ 280.9);

(j)
Cosmetic surgery (§ 280.l0);

(k)
Charges by immediate relatives or members of household (§ 208.ll);

(l)
Dental services (§ 280.l2);

(m)
Paid for or expected to be paid under workers' compensation (§ 280.l3);

(n)
Services not provided within the United States (§ 280.l4).

280.l
Services Not Reasonable and Necessary.--Items and services which are not reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member are not covered.

280.2
No Legal Obligation to Pay for or Provide Services.--Program payment may not be made for items or services which neither the beneficiary nor any other person or organization has a legal obligation to pay for or provide.  This exclusion applies where items and services are furnished gratuitously without regard to the beneficiary's ability to pay and without expectation of payment from any source, such as free X-rays or immunizations provided by health organizations.  However, Medicare reimbursement is not precluded merely because a provider, physician, or supplier waives the charge in the case of a particular patient or a group or class of patients, as the waiver of charges for some patients does not impair the right to charge others, including Medicare patients.  The determinative factor in applying this exclusion is the reason the particular individual is not charged.

The following sections illustrate the applicability of this exclusion to various situations involving services other than those paid for directly or indirectly by a governmental entity.  (For a discussion of the latter, see § 280.3.)

A.
Indigency.--This exclusion does not apply where items and services are furnished an indigent individual without charge because of his inability to pay, if the provider, physician, or supplier bills other patients to the extent that they are able to pay.

B.
Provider, Physician, or Supplier Bills Only Insured Patients.--Some providers, physicians, and suppliers waive their charges for individuals of limited means, but they also expect to be paid where the patient has insurance which covers the items or services they furnish.  In such a situation, because it is clear that a patient would be charged if insured, benefits are payable for services rendered to patients with medical insurance if the provider, physician, or supplier customarily bills all insured patients--not just Medicare patients--even though non-insured patients are not charged.
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Individuals with conditions which are the subject of a research project may receive treatment financed by a private research foundation.  The foundation may establish its own clinic to study certain diseases or it may make grants to various other organizations.  In most cases, the patient is not expected to pay for his treatment out-of-pocket, but if he has insurance, the parties expect that the insurer will pay for the services.  In this situation, a legal obligation is considered to exist in the case of a Medicare patient even though other patients may not have insurance and are not charged.

C.
Medicare Patient Has Other Health Insurance.--Except as provided in §§282ff., 283ff., and 332ff. payment is not precluded under Medicare even though the patient is covered by another health insurance plan or program which is obligated to provide or pay for the same services.  This plan may be the type which pays money toward the cost of the services, such as a health insurance policy, or it may be the type which organizes and maintains its own facilities and professional staff.  Examples of this latter type are employer and union sponsored plans which furnish services to special groups of employees or retirees or to union members, and group practice prepayment plans.

The exceptions to this rule are services covered by automobile medical or no-fault insurance (§§332ff.), services rendered during a specified period of up to 12 months to individuals entitled solely on the basis of end stage renal disease who are insured under an employer group health plan (§§282ff.) services rendered employed individuals and their spouses aged 65 through 69 who are insured under an employer group health plan (§§283ff.) and services covered by workers' compensation (§325ff.).  In these cases the other plan pays primary benefits and, if the other plan doesn't pay the entire bill, secondary Medicare benefits may be payable.  Medicare is also secondary to the extent that services have been paid for by a liability insurer. (§332ff.)

D.
Members of Religious Orders.--A legal obligation to pay exists where a religious order either pays for or furnishes services to members of the order.  Although medical services furnished in such a setting would not ordinarily be expressed in terms of a legal obligation, the order has an obligation to care for its members who have rendered lifelong services, similar to that existing under an employer's prepayment plan.  Thus, payment may be made for such services whether they are furnished by the order itself or by independent sources that customarily charge for their services.

280.3
Items and Services Furnished, Paid For or Authorized by Governmental Entities--Federal,  State Or Local Governments.--The law contains three separate exclusions applicable to items and services furnished, paid for or authorized by governmental entities.  In general payment may not be made for:  (l) items and services furnished by a provider of services or agency of the Federal government (§280.3A);  (2) items and services which a provider (Governmental or nongovernmental) or other person furnishes at public expense pursuant to an authorization issued by a Federal agency (§280.3B); and (3) items and services paid for directly or indirectly by a Federal, State, or local governmental entity (§280.3C).  Each of these exclusions is applied separately; i.e., benefits would be excluded where any one of the exclusions applies.
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A.
Items and Services Furnished by a Federal Provider of Services or Federal Agency.--Generally, Federal providers are excluded from participation in the Medicare program.  (However, Federal hospitals, like other nonparticipating hospitals, may be paid for emergency inpatient and outpatient hospital services.)  A provider or other facility acquired by the Department of Housing and Urban Development (DHUD) in the administration of an FHA mortgage insurance program is not considered to be a Federal provider or agency and this exclusion is not applicable to services furnished by such facilities.  The law provides exceptions to this exclusion which permit the following categories of Federal providers to participate in Medicare:

1.
A Federal provider which is determined to be providing services to the public generally as a community institution or agency.  VA hospitals which have sharing agreements with non-VA participating hospitals, under which the VA hospitals furnish end stage renal disease services to nonveterans, may be considered community hospitals with respect to any otherwise covered service rendered end stage renal disease beneficiaries.  This exception does not apply to Federal clinics or other health facilities which are not "providers of services" as defined in the Medicare law, i.e., which are not hospitals, SNFs, HHAs or comprehensive outpatient rehabilitation facilities.

2.
Hospitals and SNFs of the Indian Health Service (IHS).

B.
Items and Services Which a Provider Is Obligated To Furnish at Public Expense Pursuant to an Authorization Issued by a Federal Agency. --Medicare payment may not be made for any item or service rendered by a provider pursuant to an authorization issued by a Federal agency, under the terms of which the Federal government agrees to pay for the services.

However, in the case of contract health services to Indians and their dependents entitled under the IHS program and Medicare, Medicare will be the primary payer and the IHS the secondary payer.

C.
Items and Services Which Have Been Paid for Directly or Indirectly by a Government Entity.--Medicare payment may not be made for items or services paid for directly or indirectly by a Federal, State or local governmental entity.  However, the law specifies that this exclusion does not prohibit payment for:  (l) items or services furnished under a health benefits or insurance plan established for employees of the governmental entity; or (2) items or services furnished under one of the titles of the Social Security Act (such as medical assistance under title XIX); or (3) rural health clinic services.

Except for the two categories of facilities referred to below, payment may not be made for items and services which a State or local government facility furnishes free of charge; i.e., without expectation of payment from any source and without regard to the individuals' ability to pay.  A facility which reduces or waives its charges for patients unable to pay, or charges patients only to the extent of their Medicare and other health insurance coverage, is not viewed as furnishing free services and may therefore receive program payment.

Medicare regulations permit payment to the following two categories of governmental providers even though they furnish services free of charge:
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a.
Payment may be made for items and services furnished by a participating State or local government hospital, including a psychiatric or tuberculosis hospital, which serves the general community.  A psychiatric hospital to which patients convicted of crimes are committed involuntarily is considered to be serving the general community if State law provides for voluntary commitment to the institution.  However, payment may not be made for services furnished in State or local hospitals which serve only a special category of the population, but do not serve the general community, e.g., prison hospitals.

b.
Payment may be made for items and services paid for by a State or local governmental entity and furnished an individual as a means of controlling infectious disease or because the individual is medically indigent.

Payment may not be made for items or services furnished by a nongovernmental provider where the charges have been paid for by a government program other than Medicare, or where the provider intends to look to another government program for payment, unless the payment by the other program is limited to the Medicare deductible and coinsurance amounts.
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D.
Illustrations.--The following paragraphs discuss the application of these exclusions to services covered by various governmental programs.

1.
Veterans Administration.--

a.
General.--Services furnished without charge by a VA facility or by VA physicians and other VA employees are excluded from coverage under title XVIII.  In addition, as explained below, when a beneficiary has services furnished by private sources and paid for by the VA, Medicare payments are generally precluded.  It will usually be advantageous for health insurance beneficiaries to have services paid for under a VA program where possible since in most cases the VA has no deductible or coinsurance requirements.

b.
VA Authorized Care in Community Skilled Nursing Facility.--The VA has authority to pay for up to 6 months of care in non-VA skilled nursing facilities for veterans requiring such care after transfer from a VA hospital.  Services furnished to veterans pursuant to such authorization are not covered under Medicare and do not count against the 150 days of extended care services available in a year.  If a veteran remains in the SNF until his extended care benefits under the VA system are exhausted, extended care benefits could begin under title XVIII.  Such benefits begin with the first day after the VA benefits are exhausted, provided a physician's certification indicates the individual still needs, on a daily basis, skilled nursing services or skilled rehabilitation services, which as a practical matter can only be provided in an SNF on an inpatient basis.

c.
Physician's Services.--One method the VA uses to authorize physician services is to issue the veteran a "fee basis ID card."  If treatment under a VA program has been authorized, a secondary Medicare payment can be made under Part B, only in very limited circumstances.  On the other hand, if the veteran does not request authorization from the VA, he may have payment made under Part B even though he could have had payment made under the VA fee basis program.   

2.
Government Research Grants.--A beneficiary who would be eligible to have his care paid for by a governmental research grant can receive benefits under title XVIII, if the facility charges those patients who have Medicare or other insurance.  If a provider or supplier of services claims benefits under title XVIII, it may not also accept research grant funds for the services in question, except to the extent of the deductible and coinsurance amounts.

3.
State or Local Health Department Clinics.--Many State or local health departments operate outpatient clinics.  Services rendered by such clinics free of charge because of the individual's indigency or as a means of controlling infectious diseases (e.g., city-operated charity clinics and clinics for the detection and treatment of venereal disease and tuberculosis) are covered under title XVIII.
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4.
CHAMPUS (Civilian Health and Medical Program of Uniformed Services) and CHAMPVA (Civilian Health and Medical Program of Veterans Administration).--

a.
General.--CHAMPUS and CHAMPVA are similar programs administered by the Department of Defense, except that the Veterans Administration determines the eligibility of persons seeking to establish entitlement to CHAMPVA coverage.  CHAMPUS provides benefits for health care services furnished by civilian providers, physicians, and suppliers to retired members of the Uniformed Services and to spouses and children of active duty, retired, and deceased members. The term "Uniformed Services" includes the Army, Navy, Air Force, Marine Corps, Coast Guard, and the Oceanic and Atmospheric Administration.  CHAMPVA provides similar benefits for spouses and children of veterans who are entitled to VA permanent and total disability benefits and to widows and children of veterans who died of service-connected disabilities.

b.
Effect of Medicare Eligibility on CHAMPUS/CHAMPVA Entitlement.-CHAMPUS/CHAMPVA beneficiaries, other than dependents of active duty members, lose their entitlement to CHAMPUS/CHAMPVA if they qualify for Medicare Part A on any basis other than the premium-HI provisions.  (See § l68.)  Individuals who are eligible for Medicare Part B benefits only, do not lose their entitlement to CHAMPUS/CHAMPVA benefits.  If a Medicare beneficiary who has lost entitlement to CHAMPVA upon becoming entitled to Part A of Medicare, thereafter exhausts any Part A benefits, the individual can again be entitled to CHAMPVA.  Once the individual reattains CHAMPVA benefits, he or she will not lose them by virtue of later again becoming eligible for Medicare Part A benefits.  There is no similar provision for CHAMPUS which enables an individual to reattain CHAMPUS eligibility after exhausting Medicare Part A benefits.  Direct questions concerning this provision to the CHAMPVA Center.

c.
Medicare-CHAMPUS/CHAMPVA Relationship.--CHAMPUS/CHAMPVA reduces its liability in all cases by the amount payable by Medicare, i.e., Medicare is the primary payer and CHAMPUS/CHAMPVA supplements Medicare by paying the Medicare deductible and coinsurance amounts and portions of the bill not covered by Medicare.  Thus, dually entitled individuals may be reimbursed up to l00 percent of expenses for items and services covered by both programs.

5.
Active Duty Members of Uniformed Services.--In limited circumstances, active duty members of the Uniformed Services may have care in civilian facilities paid for by the Army, Navy, Air Force, Marine Corps, or other appropriate uniformed service.  Except for emergency services, prior approval is generally required before such payment can be made.  Services furnished pursuant to such approval and services paid for or expected to be paid for by the Uniformed Services are not reimbursable under Medicare.

6.
Prisoners.--Generally, no payment is made for services rendered to prisoners, since the State (or other government component which operates the prison) is responsible for their medical and other needs.  (For this purpose, the term "prisoner" means a person who is in the custody of the police, penal authorities, or other agency of a governmental entity.)  This is a rebuttable presumption that may be overcome only at the initiative of the government entity.  However, the entity must:

o
Establish that State or local law requires that individuals in custody repay the cost of the services.
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o
Prove to HCFA that it enforces the requirement to pay by billing and seeking collection from all individuals in custody with the same legal status (e.g., not guilty by reason of insanity), whether insured or uninsured, and by pursuing collection of the amounts they owe in the same way and with the same vigor that it pursues the collection of other debts.  This includes collection of any Medicare deductible and coinsurance amounts and the cost of items and services not covered by Medicare.

NOTE:
Routine collection efforts must include the filing of lawsuits to obtain liens against individuals' assets outside the prison and income derived from nonprison sources.

o
Document its case to HCFA with copies of regulations, manual instructions, directives, etc., spelling out the rules and procedures for billing and collecting amounts paid for prisoners' medical expenses.  As a rule, HCFA inspects a representative sample of cases in which prisoners have been billed and payment pursued, randomly selected from both Medicare and non-Medicare eligibles.  The existence of cases in which the State or local entity did not actually pursue collection, even though there is no indication that the effort would have been unproductive, indicates that the requirement to pay is not enforced.
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280.4
Services Resulting From War.--Items and services which are required as a result of war, or of an act of war, occurring after the effective date of the patient's current coverage are not covered.

280.5
Personal Comfort Items.--Items which do not contribute meaningfully to the treatment of an illness or injury or the functioning of a malformed body member are not covered.

Charges for special items requested by the patient such as radio. television, telephone, an air conditioner, and beauty and barber services are excluded from coverage.  The patient may be charged for such a service if he has requested it with knowledge that he will be charged.  To avoid misunderstanding and disputes, the facility will inform the individual when he requests such an item or service that there will be a specified charge (not exceeding its customary charge).  It may not thereafter charge him more for the item or service than the charge specified.  The facility may not require a beneficiary to request noncovered items or services as a condition of admission or of continued stay.

Basic personal services such as simple barber and beautician services (e.g., shaves, haircuts, shampoos, and simple hair sets) which patients need and cannot perform for themselves may be viewed as ordinary patient care when furnished by a long-stay institution.  Such services are covered costs reimbursable under Part A when included in the flat rate charge and provided routinely without charge to the patient by an SNF.  The services are maintenance of at least a minimum level of personal hygiene, decency, and presentability essential to the well-being of the patient himself and of other patients who must associate with him.  However, under the personal comfort exclusion, more elaborate services, such as professional manicures, hair styling, etc., are excluded even when furnished routinely and without special charge.

280.6
Routine Services and Appliances.--Routine physical checkups, eyeglasses, contact lenses, and eye examinations for the purpose of prescribing, fitting, or changing eyeglasses; eye refractions by whatever purpose performed; hearing aids and examinations for hearing aids; and immunizations are not covered.

The routine physical checkup exclusion applies to (a) examinations performed without relationship to treatment or diagnosis for a specific illness, symptom, complaint, or injury; and (b) examinations required by third parties such as insurance companies, business establishments or government agencies.

The exclusions apply to eyeglasses or contact lenses, and eye examinations for the purpose of prescribing, fitting, or changing eyeglasses or contact lenses for refractive errors.  The exclusions do not apply to physicians' services (and services incident to a physician's service) performed in conjunction with an eye disease, as for example, glaucoma or cataracts,
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or to postsurgical prosthetic lenses which are customarily used during convalescence from eye surgery in which the lens of the eye was removed, or to permanent prosthetic lenses required by an individual lacking the organic lens of the eye, whether by surgical removal or congenital absence. Such prosthetic lens is a replacement for an internal body organ--the lens of the eye.

Expenses for all refraction procedures, whether performed by an opthalmologist (or any other physician) or an optometrist and without regard to the reason for the performance of the refraction are excluded from coverage under the program.

Vaccinations and inoculations are excluded as "immunizations" unless they are directly related to the treatment of an injury or direct exposure; such as antirabies treatment, tetanus antitoxin or booster vaccine, botulin antitoxin, antivenin, or immune globulin.

280.7
Supportive Devices for Feet.--Orthopedic shoes or other supportive devices for the feet are not covered.  The exclusion of orthopedic shoes does not apply to such a shoe if it is an integral part of a leg brace.

280.8
Excluded Foot Care Services.--The scope of covered foot care services is limited by excluding the following types of services under both Part A and Part B.  (See §§ 220.l, 275A, and 340.l for coverage of podiatrists' services.)

A.
Treatment of Flat Foot.--The term "flat foot" is defined as a condition in which one or more arches in the foot have flattened out.  Services directed toward the care or correction of such condition are not covered.  (See § 280.7 for supportive devices.)

B.
Treatment of Subluxations of the Foot.--Subluxations of the foot are defined as partial dislocations or displacements of joint surfaces, tendons, ligaments, or muscles of the foot.

Surgical or nonsurgical treatments undertaken for the sole purpose of correcting a subluxated structure in the foot as an isolated entity are not covered.

Reasonable and necessary diagnosis and treatment (except by the use of orthopedic shoes or other supportive devices for the foot) of symptomatic conditions such as osteoarthritis, bursitis (including bunion), tendonitis, etc., that result from or are associated with partial displacement of foot structures are covered services.  Surgical correction of a subluxated foot structure that is an integral part of the treatment of a foot injury or that is undertaken to improve the function of the foot or to alleviate an induced or associated symptomatic condition is a covered service.
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This exclusion does not apply to the ankle joint (talo-crural joint).

C.
Routine Foot Care.--Routine foot care includes the cutting or removal of corns, or calluses, the trimming of nails (including mycotic nails) and other hygienic and preventive maintenance care in the realm of self-care, such as cleaning and soaking the feet, the use of skin creams to maintain skin tone of both ambulatory and bedfast patients, and any services performed in the absence of localized illness, injury or symptoms involving the foot.  For example, foot care such as routine soaking and application of topical medication on the physician's order between required visits to the physician is not covered.  In addition, any treatment of a fungal (mycotic) infection of the toenail is considered routine and not covered in the absence of (1) clinical evidence of mycosis of the toenail, and (2) compelling medical evidence documenting that the patient either (A) has a marked limitation of ambulation requiring active treatment of the foot, or (B) in the case of a nonambulatory patient has a condition that is likely to result in significant medical complications in the absence of such treatment.

NOTE:
Effective July 1, 1981, the treatment of warts (including plantar warts) is no longer considered routine foot care.  As a result, services provided for the treatment of warts on the foot are covered to the same extent as services provided for the treatment of warts located elsewhere on the body.

The nonprofessional performance of certain foot care procedures otherwise considered routine such as cutting or removal of corns, calluses, or nails, can present a hazard to individuals with certain disease processes.  If such procedure does present a hazard to the beneficiary, it is not considered routine when he/she is under the care of a doctor of medicine or osteopathy for a metabolic disease, such as diabetes mellitus, or for other conditions that have resulted in circulatory embarrassment of areas of desensitization in the legs or feet.

Services ordinarily considered routine may also be covered if they are performed as a necessary and integral part of otherwise covered services, such as diagnosis and treatment of diabetic ulcers, wounds, and infections.

280.9
Custodial Care.--Custodial care is excluded from coverage.  Custodial care serves to assist an individual in the activities of daily living, such as assistance in walking, getting in and out of bed, bathing, dressing, feeding, and using the toilet, preparation of special diets, and supervision of medication that usually can be self-administered.  Custodial care essentially is personal care that does not require the continuing attention of trained medical or paramedical personnel.  In determining whether a person is receiving custodial care, the factors considered are the level of care and medical supervision required and furnished.  The decision is not based on diagnosis, type of condition, degree of functional limitation, or rehabilitation potential.
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Institutional care that is below the level of care covered in a SNF is custodial care.  (See §214.)  Some examples of custodial care in hospitals and SNFs are:

o
A stroke patient who is ambulatory, has no bladder or bowel involvement, no serious associated or secondary illnesses and does not require medical or paramedical care but requires only the assistance of an aide in feeding, dressing, and bathing;

o
A cardiac patient who is stable and compensated and has reasonable cardiac reserve and no associated illnesses, but who because of advanced age has difficulty in managing alone in the home, and requires assistance in meeting the activities of daily living; and

o
A senile patient who has diabetes which remains stabilized as long as someone sees to it that the patient takes oral medication and sticks to a prescribed diet.

Even if a patient's stay in a SNF is determined to be custodial, some individual services may still be covered under Part B if they are reasonable and necessary.  (See §§260ff.)

280.l0
Cosmetic Surgery.--Cosmetic surgery or expenses incurred in connection with such surgery is not covered.  Cosmetic surgery includes any surgical procedure directed at improving appearance, except when required for the prompt (i.e., as soon as medically feasible) repair of accidental injury or for the improvement of the functioning of a malformed body member.  For example, this exclusion does not apply to surgery in connection with treatment of severe burns or repair of the face following a serious automobile accident, or to surgery for the therapeutic purposes which coincidentally also serve some cosmetic purpose.

280.ll
Charges Imposed by Immediate Relatives of the Patient or Members of His/Her Household.--


A.
General.--Payment may not be made under Part A or Part B for expenses which constitute charges by immediate relatives of the beneficiary or by members of his/her household.  The intent of this exclusion is to bar Medicare payment for items and services which would ordinarily be furnished gratuitously because of the relationship of the beneficiary to the person imposing the charge.  This exclusion applies to items and services rendered by providers to immediate relatives of the owner(s).  It also applies to services rendered by physicians to their immediate relatives and items furnished by suppliers to immediate relatives of the owner(s).

 

B.
Immediate Relative.--The following degrees of relationship are included within the definition of immediate relative.


o
husband and wife;


o
natural or adoptive parent, child, and sibling;


o
stepparent, stepchild, stepbrother, and stepsister;


o
father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, and sister-in-law;


o
grandparent and grandchild; and


o
spouse of grandparent and grandchild.
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NOTE:
A brother-in-law or sister-in-law relationship does not exist between the owner of a provider (or supplier) and the spouse of his wife's (her husband's) brother or sister.


A father-in-law or mother-in-law relationship does not exist between the owner of a provider and his/her spouse's stepfather or stepmother.


A step-relationship and an in-law relationship continues to exist even if the marriage upon which the relationship is based is terminated through divorce or through the death of one of the parties.  Thus, for example, if a provider treats the stepfather of the owner after the death of the owner's natural mother or after the owner's stepfather and natural mother are divorced, or if the provider treats the owner's father-in-law or mother-in-law after the death of his wife, the services are considered to have been furnished to an immediate relative, and therefore, are excluded from coverage.


C.
Members of Patient's Household.--These are persons sharing a common abode with the patient as a part of a single family unit, including those related by blood, marriage or adoption, domestic employees and others who live together as part of a single family unit.  A mere roomer or boarder is not included.


D.
Charges for Provider Services.--Payment may not be made under Part A or Part B for items and services furnished by providers to immediate relatives of the owner(s) of the providers. This exclusion applies whether the provider is a sole proprietor who has an excluded relationship to the patient, or a partnership in which even one of the partners is related to the patient.


E.
Charges for Physician and Physician-related Services .--This exclusion applies to physician services, including services of a physician who belongs to a professional corporation, and services furnished incident to those services (for example, by the physician's nurse or technician if the physician who furnished the services or who ordered or supervised services incident to his/her services has an excluded relationship to the beneficiary.


Professional corporation means a corporation that is completely owned by one or more physicians, and is operated for the purpose of conducting the practice of medicine, osteopathy, dentistry, podiatry, optometry, or chiropractic, or is owned by other health care professionals as authorized by State law.  Any physician or group of physicians which is incorporated constitutes a professional corporation.  (Generally, physicians who are incorporated identify themselves by adding letters such as P.C. or P.A. after their title.)


F.
Charges for Items Furnished by Nonphysician Suppliers.--This exclusion applies to charges imposed by a nonphysician supplier that is not incorporated, whether the supplier is owned by a sole proprietor who has an excluded relationship to the patient, or by a partnership in which even one of the partners is related.


The exclusion does not apply to charges imposed by a corporation (other than a professional corporation), regardless of the patient's relationship to any of the stockholders, officers or directors of the corporation or to the person who furnished the service.
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280.l2
Dental Services Exclusion.--Items and services in connection with the care, treatment, filling, removal, or replacement of teeth, or structures directly supporting the teeth are not covered. Structures directly supporting the teeth means the periodontium, which includes the gingivae, dentogingival junction, periodontal membrane, cementum, and alveolar process.

Payment may be made, however, for (a) surgery related to the jaw or any structure contiguous to the jaw, or (b) the reduction of any fracture of the jaw or any facial bone, including dental splints or other appliances used for this purpose.  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.

280.l3
Items and Services under a Workers' Compensation Law.--Items and services to the extent that payment has been made, or can reasonably be expected to be made promptly under a worker's compensation law or plan of the United States or a State may not be paid for by the program.  Payments for items and services under the health insurance program are subject to repayment to the appropriate trust fund if notice or information is received that payment has been made for the items and services under a workers' compensation plan.  (See §325ff.)

280.l4
Services Not Provided Within United States.--Payment may not be made for SNF services furnished outside of the United States.

The term United States means the 50 States, the District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam, and American Samoa, and includes the territorial water adjoining these entities.  Generally speaking, the 3-mile limit off the shores of most of the United States constitutes American territory.  In the case of Texas and Florida, the limit extends into the Gulf of Mexico 9 miles off the shores of these States.

The only foreign services covered under Medicare are:

A.
Inpatient hospital services for treatment of an emergency which occurred while the beneficiary was physically present in the United States (or was travelling in Canada by the most direct route, between Alaska and another State) and the foreign hospital was closer to the site of the emergency than the nearest or most accessible U.S. hospital.

B.
Inpatient hospital services at a foreign hospital which is closer to the beneficiary's home in the United States than the nearest adequately equipped participating United States hospital.

C.
Physician and ambulance services furnished in connection with a period of covered foreign hospitalization.
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