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570.

BILL PREPARATION WHERE SERVICES ARE REIMBURSABLE UNDER AUTOMOBILE MEDICAL OR NO-FAULT INSURANCE, OR ANY LIABILITY INSURANCE

A.
General.--Payment may not be made under Medicare for otherwise covered items or services to the extent that payment has been made, or can reasonably be expected to be made, for the items or services under automobile medical or no-fault insurance.  In the case of liability insurance, primary Medicare benefits are paid conditionally and then recovered.  For an explanation of these procedures see §332 for liability insurance and §§332 and 334 for automobile medical and no-fault insurance.

Expenses for services for which Medicare payment may not be made because of these provisions are not counted toward the Part A or Part B blood deductibles, the Part B cash deductible or against the number of skilled nursing days available to the beneficiary.

Where Medicare is determined to be the primary payer, show Medicare on line A of Item 57.  Where Medicare is secondary, show Medicare on line B of Item 57.  Where Medicare is not the primary payer because of automobile medical or no-fault insurance, prepare the bill in accordance with the following instructions.  In applying the guidelines, it may be necessary to determine the current Medicare interim reimbursement amount (without regard to deductible or coinsurance).  (See §573.) Where a liability insurer is involved, follow the guidelines in subsection H.

B.
Inpatient Bills - Full Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the formula in subsection C) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), or you accept, or are obligated to accept the payment as payment in full, no payment is due from Medicare and no utilization is charged to the beneficiary.  However, a bill is needed for determining the benefit period.  Prepare the bill in accordance with §560 with the following modifications:

o
Complete the total and noncovered charges columns as if there had been no other payment;

o
Show total covered and noncovered days in the usual manner.  Count days paid by the automobile medical or no-fault insurer as covered days;

o
Enter the amount paid by the automobile medical or no-fault insurer for Medicare covered services in Items 46-49 (value codes); and

o
Enter condition code 77 in Items 35-39 when you accept or are obligated  to accept the automobile medical or no-fault insurer's payment as payment in full.

C.
Inpatient Bills - Partial Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the following formula) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), and you do not accept, and are not obligated to accept the payment  as payment in full, prepare the bill in accordance with §560 with the following modifications:
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Determining covered and noncovered charges

Complete the total and noncovered charges columns as if there had been no other payment.

Determining covered and noncovered days

Show total covered and noncovered days in the usual manner.  Count days paid by the automobile medical or no-fault insurer as covered days.

Your intermediary calculates the days to be charged to the beneficiary as determined in 3 and HCFA posts the result to the beneficiary's Medicare utilization record.

Determining utilization and coinsurance 

Where the stay involves coinsurance days, your intermediary determines utilization to be charged to the beneficiary when you cannot.  It completes Items 25 and 61 (coinsurance) accordingly.  No adjustment to Item 23 (covered days) is made based upon this determination.  Complete Item 23 in the usual manner.

Charge utilization as follows:

o
Subtract the automobile medical or no-fault insurer's payment that applies to Medicare covered services as determined by the formula in 4 and any applicable coinsurance amounts from the Medicare interim reimbursement for the stay (unreduced by deductible and coinsurance).  This yields the Medicare secondary payment.

o
Divide this amount by the amount Medicare would have paid as primary payer (the Medicare interim reimbursement for the stay reduced by deductible and coinsurance).

o
Multiply this percentage by the number of covered days in the stay.

A partial day resulting from this calculation is not charged as a full day if it is less than .5 of a day. It is charged as a full day if it is .5 or more.

EXAMPLE:  Coinsurance Involved

An individual was hospitalized for 20 days (all of which were coinsurance days) for which total charges were $14,000.  The automobile insurer paid $6,000 for Medicare covered services.  The applicable coinsurance amount was $1,350.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the automobile insurer's payment would have been $12,000.  The Medicare secondary payment amount is $4,650 (the current Medicare interim reimbursement amount of $12,000 minus the automobile insurer's payment of $6,000 and the applicable coinsurance amount of $1,350).  Medicare would have paid $10,650 as primary payer ($12,000 - $1,350).  Calculate the beneficiary's utilization as follows:  $4,650 -: $10,650 = .436 x 20 days = 8.73 or 9 days when rounded.
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Charge coinsurance days as follows:

o
If the days resulting from the utilization calculation are fewer than the full days available for the stay, no coinsurance days are billed.

o
If the days resulting from the utilization calculation are greater than the full days available for the stay, coinsurance days are billed for the excess days.

Where you perform the utilization calculation, your intermediary performs the same calculation to verify that Items 25 and 6l (coinsurance) have been completed correctly and advises you of any discrepancies.

EXAMPLE 1:

A beneficiary has 100 SNF days available at admission.  The SNF stay was 30 days.  Bill 30 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, you determine the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  In the absence of another insurer's payment, you would have billed l0 days in Item 25 (coinsurance).

EXAMPLE 2:

A beneficiary has 50 coinsurance days available at admission.  The SNF stay was 40 days. Bill 40 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, you determine the beneficiary can be charged with 20 days.  Therefore, only 20 coinsurance days are billed.  In the absence of another insurer's payment, you would have billed 40 days in Item 25 (coinsurance).

4.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).

EXAMPLE:
Total charges were $5,000.  Medicare covered charges were $4,000.  The automobile medical insurer's payment was $3,000.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$4,000
$5,000 X $3,000 = $2,400

Show $2,400 in value codes (Items 46-49).
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5.
Determining the amount of Medicare payment

Subtract the payment by the automobile medical or no-fault insurer for Medicare covered services from the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) per §573 and apply any applicable deductible and/or coinsurance to the remainder.

EXAMPLE 1:

SNF care was furnished for 8 covered days to a Medicare beneficiary whose automobile medical insurer was the primary payer.  The covered charges were $4,000.  The automobile medical insurer paid $2,400 for Medicare covered services as determined in Item 4 above.  The applicable coinsurance amount is $540.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at $450 a day (8 x $450) would be $3,600.  The coinsurance is determined as follows:

The lesser of the coinsurance determined under the usual rules (8 x $67.50 = $540) or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case: $3,600 - $2,400 = $l,200 which exceeds $540.  The coinsurance amount charged to the beneficiary is $540.

As secondary payer, Medicare pays the following:  The Medicare interim reimbursement minus the automobile medical insurer's payment for Medicare covered services minus the applicable coinsurance:  $3,600 - $2,400 - $540 = $660. Medicare pays $660.

EXAMPLE 2:

SNF care was furnished for 4 covered days to a Medicare beneficiary whose automobile medical insurer was the primary payer.  The covered charges were $l,900.  The automobile medical insurer paid $l,750 for Medicare covered services.  The applicable coinsurance amount is $270.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at $450 a day (4 x $450) would be $l,800.  The coinsurance is determined as follows:

The lesser of the coinsurance determined under the usual rules (4 x $67.50 = $270.00) or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case: $l,800 - $l,750 = $50.  Since $50 is less than $270, the coinsurance amount charged to the beneficiary is $50.

As secondary payer, Medicare pays the following:  The Medicare interim reimbursement minus the automobile medical insurer's payment for Medicare covered services minus the applicable coinsurance: $l,800 - $l,750 - $50 = 0.  

The patient's liability is limited to the applicable coinsurance amount.
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Special entries on the bill

Show the identifying information in Items 57-68 on the first payer line, occurrence code 0l or 02, as appropriate and the associated date in Items 28-32, value code l4 with the amount paid in value codes (Items 46-49) and the address of the automobile medical or no-fault insurer, in Item 34 or Remarks (Item 94).

D.
Part B Inpatient Services.--These provisions apply for ancillary services to individuals who have exhausted or who are not entitled to Part A benefits.  Bill as described in subsections E and F. If Part A benefits are exhausted during the stay, do not prepare the Part B billing until the effect of the primary payment on Part A utilization is determined.

E.
Outpatient Bills - Full Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by subsection F) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), or you accept, or are obligated to accept, the payment as payment in full, do not submit a bill.

F.
Outpatient Bills - Partial Payment by Automobile Medical or No-Fault Insurance.--If the payment from the automobile medical or no-fault insurer for Medicare covered services (as determined by the following formula) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), and you do not accept, and are not obligated to accept, the payment as payment in full, prepare the bill in accordance with §560 with the following modifications:

Determining covered charges

Show in the covered charges column, Medicare covered charges including those covered by the automobile medical or no-fault insurer's payment.

Determining amount on primary payer payment that applies to the Medicare covered services

Where you can determine the primary payer's allocation on its payment between covered and noncovered Medicare services, indicate the amount it paid toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio on Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).  You must be able to validate your ratio of covered and noncovered charges, if requested.
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EXAMPLE:

Total charges were $200.  Medicare covered charges were $180.  The automobile medical insurer's payment was $55.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$180
$200 X $55 = $50

Show $50 in value codes (Items 46-49).

Determining the amount of Medicare payment

Subtract the payment by the automobile medical or no-fault insurer for Medicare covered services from the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) per §573 and apply any applicable deductible and/or coinsurance to the remainder.

EXAMPLE 1:

Outpatient SNF care was furnished to a Medicare beneficiary whose automobile medical insurer was the primary payer.  The charges for the services were $180.  No part of the beneficiary's Part B deductible had been met.  The automobile medical insurer paid $50 for Medicare covered services as determined above.  The Medicare interim reimbursement (without regard to deductible or coinsurance) for these services at 90 percent of charges would be $162.  The deductible and coinsurance are calculated as follows:

The deductible is determined as the lesser of $75 or the current Medicare interim reimbursement amount less the primary payer amount for Medicare covered services.  In this case:  $162 - $50 = $112 which exceeds $75.  The Part B deductible amount charged to the beneficiary is $75.

The coinsurance is calculated as the charges minus the primary payer's payment minus the deductible times 20 percent.  $180 (charges) - $50 (primary payer's payment) = $130 (charges subject to deductible and coinsurance) - $75 (deductible) = $55 X 20 percent = $11 coinsurance.

As secondary payer, Medicare pays the following:  the Medicare interim reimbursement minus the automobile medical insurer's payment for Medicare covered services minus the deductible and coinsurance:  $162 - $50 - $75 - $11 = $26.  Medicare pays $26.

EXAMPLE 2:

Same facts as above except the covered charges were $100, the primary payer's payment was $60 and the Medicare interim reimbursement (without regard to deductible or coinsurance) for the services at 90 percent of charges was $90.  The deductible and coinsurance are calculated as follows:
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The deductible is determined as the lesser of $75 or the current Medicare interim reimbursement amount less the primary payer payment for Medicare covered services.  In this case:  $90 - $60 = $30.  Since $30 is less than $75, the Part B deductible amount charged to the beneficiary is $30.

Since the $75 Part B deductible is not met, there is no coinsurance amount and there is no Medicare payment.  The patient's liability is $30 of the $75 deductible.

Special entries on the bill 

Show the identifying information in Items 57-68 on the first payer line, occurrence code 0l, 02, or 03 as appropriate and the associated date in Items 28-32, value code 14 with the amount paid in value codes (Items 46-49), and the address of the automobile medical, no-fault insurer, or the liability insurer in Item 34 or Remarks (Item 94).

G.
Automobile Medical or No-Fault Insurer Does Not Make Payment.--If the services are related to an automobile accident and an automobile insurer has been billed but does not make payment, e.g., the services are not covered under automobile medical or no-fault insurance or the individual's insurance coverage expired, bill Medicare as usual.  In addition, show the proper occurrence code as indicated below in Items 28-32. Complete occurrence code 24, to show the date the other payer denied the claim and enter the reason for the denial in Remarks (Item 94).

01 -
auto accident

02 -
auto accident, no-fault insurance

If a claim is contested by an automobile medical or no-fault insurer or if for any other reason there will be a substantial delay, request conditional primary benefits.  Complete Items 46-49 (value codes) with value code 14 and zero value to indicate the type of other insurer and that conditional payment is requested.  Identify the other payer on line A of Item 57 and show on line A of Items 65-68 other identifying information about the insured. Enter the proper occurrence code as shown above in Items 28-32 and the address of the insurer in Item 34 or Remarks (Item 94).  Explain why the conditional payment is justified in Remarks (Item 94).

H.
Conditional Liability Claims.--If the services are related to an accident and there are no potential primary payers other than a liability insurer, bill Medicare for conditional primary payments.  Bill Medicare even if you believe that there is a reasonable likelihood that the liability insurer will pay promptly.  Complete the claim in accordance with subsection G.  In addition, enter occurrence code 03 in Items 28-32.  (See §§332ff. for an explanation of policy and procedures for liability claims.)

5-90.6
Rev. 269

12-87
BILLING PROCEDURES
571

571.
BILL PREPARATION WHERE MEDICARE BENEFITS ARE SECONDARY TO EMPLOYER GROUP HEALTH PLANS WHEN INDIVIDUALS ARE ENTITLED TO BENEFITS SOLELY ON THE BASIS OF ESRD

A.
General.--Medicare benefits are secondary to benefits payable under an employer group health plan (EGHP) in the case of individuals who are entitled to benefits solely on the basis of end stage renal disease (ESRD), during a period of up to 12 months.  For an explanation of these provisions see §282.

Payment made by the ESRD-EGHP can be used to satisfy unmet deductibles and the individual's coinsurance.  (See §282.l3.)  However, the portion of the stay paid for by the ESRD-EGHP is not charged to the beneficiary's Medicare utilization record.

Where Medicare is determined to be the primary payer, show Medicare on line A of Item 57.  Where Medicare is secondary, show Medicare on line B of Item 57.  In addition, when you are billing Medicare because the ESRD-EGHP denied payment, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  Enter the reason for the denial in remarks (Item 94).  Where Medicare is not the primary payer because of coverage of an ESRD beneficiary by an EGHP, prepare the bill in accordance with the following instructions.  In applying the guidelines, it may be necessary to determine the current Medicare interim reimbursement amount (without regard to deductible or coinsurance).  See §573 for instructions to determine this amount.

B.
Inpatient Bills - Full Payment by ESRD-EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in C4) equals or exceeds your charges for those services or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), or you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full, no payment is due from Medicare and no utilization is charged to the beneficiary.  However, a bill is needed for determining the benefit period.  In addition, ESRD-EGHP payments can be used to satisfy unmet deductibles.  Prepare the bill in accordance with §560 with the following modifications:

o
Complete the total and noncovered charges columns as if there had been no other payment;

o
Where blood is involved, complete the blood items;

o
Do not complete coinsurance (no days are charged).  However, complete total deductions when applicable;

o
Show total covered and noncovered days in the usual manner.  Count the days paid by the ESRD-EGHP as covered days; 

o
Enter the amount paid by the ESRD-EGHP for Medicare covered services in Items 46-49 (value codes); 
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o
Enter occurrence code 33 and the first month of the 12 month period in Items 28-32; and

o
Enter condition 77 in Items 35-39 when you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full.

C.
Inpatient Bills - Partial Payment by ESRD-EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by 4) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), and you do not accept, and are not obligated to accept, the ESRD-EGHP payment as payment in full, prepare the bill in accordance with §560 with the following modifications:

1.
Determining covered and noncovered charges

Complete the total and noncovered charges columns as if there had been no other payment.

2.
Determining covered and noncovered days

Show total covered and noncovered days in the usual manner.  Count days paid by the ESRD-EGHP as covered days.

Your intermediary calculates the days to be charged to the beneficiary as determined in 3 and CO posts the result to the beneficiary's Medicare utilization record.

3.
Determining utilization and coinsurance 

Where an ESRD-EGHP pays an amount for Medicare covered services that is equal to, or less than, the coinsurance that would apply if Medicare was the primary payer, utilization is not reduced.  Therefore, coinsurance is calculated in the usual manner.

Where an ESRD-EGHP pays an amount for Medicare covered services that is more than the coinsurance that would apply if Medicare was the primary payer, follow the procedures below to determine utilization and coinsurance.

Where the stay involves coinsurance days, your intermediary determines utilization to be charged to the beneficiary when you cannot.  It completes Items 25 and  61 (coinsurance) accordingly.  No adjustment to Item 23 (covered days) is made based upon this determination.  Complete Item 23 in the usual manner.

Charge utilization as follows:

o
Subtract the ESRD-EGHP's payment that applies to Medicare covered services as determined under 4 from the Medicare interim reimbursement for the stay (unreduced by deductible and coinsurance).  This yields the Medicare secondary payment.
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o
Divide this amount by the amount Medicare would have paid as primary payer (the Medicare interim reimbursement for the stay reduced by deductible and coinsurance).

o
Multiply this percentage by the number of covered days in the stay.

A partial day resulting from this calculation is not charged as a full day if it is less than 

.5 of a day.  It is charged as a full day if it is .5 or more.

EXAMPLE:  Coinsurance Involved

An individual was in the SNF 20 days (all of which were LTR days) for which the total charges were $12,000.  The ESRD-EGHP paid $6,000 for Medicare covered services.  The applicable coinsurance amount was $4,920.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the ESRD-EGHP payment would have been $10,000.  The Medicare secondary payment amount is $4,000 (the current Medicare interim reimbursement amount of $10,000 minus the ESRD-EGHP payment of $6,000).  Medicare would have paid $5,080 as primary payer ($10,000 - $4,920).  Calculate the beneficiary's utilization as follows:  $4,000 -: $5,080 = .787 x 20 days = 15.7 or 16 days when rounded.  If the ESRD-EGHP payment in this example had been $4,920 or less, utilization would not be reduced.  The beneficiary would have been charged with 20 days utilization.

Use this formula even when the ESRD-EGHP pays for only a specified number of days of a stay because of a payment limitation under the plan on the number of benefit days available.  For example, you furnish 20 days of inpatient care.  The ESRD-EGHP paid all charges only for the first l0 days.  These charges were $4,500.  The current Medicare interim reimbursement (without regard to deductible or coinsurance) which Medicare would have paid for the 20 day stay in the absence of ESRD-EGHP coverage was $7,000.  That amount minus the ESRD-EGHP payment is $2,500 ($7,000 minus $4,500).  Medicare would have paid $7,000 as primary payer.  The utilization charged to the beneficiary is calculated as follows:  $2,500 -: by $7,000 = .357 x 20 days = 7.l4 or 7 days when rounded.

Charge coinsurance days as follows:

o
If the days resulting from the utilization calculation are fewer than the full days available for the stay, no coinsurance days are billed.

o
If the days resulting from the utilization calculation are greater than the full days available for the stay, coinsurance days are billed for the excess.

Where you perform the utilization calculation, your intermediary performs the same calculation to verify that items 25 and 6l (coinsurance) have been completed correctly.  It advises you of any discrepancies.

EXAMPLE 1:

A beneficiary has 100 SNF days available at admission.  The SNF stay was 30 days.  Bill 30 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, you determine the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  In the absence of another insurer's payment, you would have billed l0 days in Item 25 (coinsurance).
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EXAMPLE 2:

A beneficiary has 50 coinsurance days available at admission.  The SNF stay was 40 days. Bill 40 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, you determine the beneficiary can be charged with 20 days.  Therefore, only 20 coinsurance days are billed.  In the absence of another insurer's payment, you would have billed 40 days in Item 25 (coinsurance).

4.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).

EXAMPLE:
Total charges were $5,000.  Medicare covered charges were $4,000.  The ESRD-EGHP payment was $3,000.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$4,000
$5,000 x $3,000 = $2,400

Show $2,400 in value codes (Items 46-49).

5.
Determining the amount of Medicare payment

The amount of Medicare payment is the lower of:

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus the amount paid by the ESRD-EGHP for Medicare covered services;


or

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus any applicable deductible or coinsurance amount.

This is accomplished by applying the following formulas:

a.
Per Diem Reimbursement - Covered days times per diem rate minus the larger of:

Total Deductions (the sum of Items 60-61);
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or

Amount paid by ESRD-EGHP for Medicare covered services (amount shown in value codes, Items 46-49).

b.
Periodic Interim Payment (PIP) - Covered days times the gross per diem as determined in §573, minus the larger of:

Total Deductions (the sum of Items 60-61);


or

Amount paid by ESRD-EGHP for Medicare covered services (amount shown in value codes, Items 46-49).

EXAMPLE:  Per Diem or PIP Reimbursement Method:

SNF care was furnished for 8 covered days to a Medicare beneficiary whose ESRD-EGHP was primary payer.  The covered charges were $4,000.  The ESRD-EGHP paid $2,400 for Medicare covered services as determined in Item 4 above.  The applicable coinsurance amount is $400.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at $450 a day (8 x $450) would be $3,600.  As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $3,600 - $2,400 = $1,200.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable coinsurance:  $3,600 - $400 = $3,200.

Medicare pays $1,200.  You cannot charge the beneficiary since the $400 coinsurance is satisfied by the ESRD-EGHP payment.

6.
Special entries on the bill

Show the identifying information in Items 57-75 on the first payer line, value code 13 with the amount paid in value codes (Items 46-49), and occurrence code 33 and the first month of the l2 month period in Items 28-32.  In addition, enter the address of the ESRD-EGHP in Item 34 or remarks (Item 94).

D.
Part B Inpatient Services.--These provisions apply to ancillary services for individuals who have exhausted their Part A benefits.  Bill as described in sections E and F.  If Part A benefits are exhausted during the stay, do not prepare the Part B billing until the effect of the primary payment upon Part A utilization is determined.
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E.
Outpatient Bills - Full Payment by ESRD-EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in subsection F2) equals or exceeds your charges for those services, or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), or you accept, or are obligated to accept, the ESRD-EGHP payment as payment in full, and you know the individual has already met his deductible, do not submit a bill. However, submit a bill to inform the intermediary of charges where the deductible may not be met. Although no payment can be made by Medicare, the expenses can be applied to the beneficiary's deductible. Complete the bill in the usual manner.  In addition:

o
Determine the charges as usual, including those covered by the ESRD-EGHP payment.  Your intermediary treats the charges shown in total charges as noncovered for reimbursement purposes but credits the deductible based upon the bill.

o
Enter the amount paid by the ESRD-EGHP for Medicare covered services in Items 46-49 (value codes).

o
Enter occurrence code 33 and the first month of the 12-month period in Items 28-32.

o
Enter condition code 77 in Items 35-39 when you accept or are obligated  to accept the ESRD-EGHP payment as payment in full.

F.
Outpatient Bills - Partial Payment by ESRD-EGHP.--If an ESRD-EGHP payment for Medicare covered services (as determined by the formula in 2) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance) and you do not accept, and are not obligated to accept, the ESRD-EGHP payment as payment in full, prepare the bill in accordance with §560 with the following modifications:

1.
Determining covered charges

Show in the covered charges column, Medicare covered charges including those covered by the ESRD-EGHP's payment.

2.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (Items 46-49).  You must be able to validate your ratio of covered and noncovered charges if requested.
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EXAMPLE:

Total charges were $110.  Medicare covered charges were $90.  The ESRD-EGHP payment was $88. Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$ 90
$110 x $88 = $72

Show $72 in value codes (items 46-49).

3.
Determining the amount of Medicare payment

The Medicare payment is the lower of:

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus the amount paid by the ESRD-EGHP for Medicare covered services;


or

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus any applicable deductible or coinsurance amount.

That portion of the total charges equal to the ESRD-EGHP payment is credited toward any unmet deductible.

EXAMPLE 1:  ESRD-EGHP payment less than unmet deductible

Outpatient SNF services were furnished to a Medicare beneficiary for which covered charges were $90.  No part of the beneficiary's $75 Part B deductible had been met.  The ESRD-EGHP paid $72 for Medicare covered services as determined in item 2 above.  The Medicare interim reimbursement (without regard to deductible and coinsurance) for these services at 90 percent of charges would be $81.  As secondary payer, Medicare pays the lower of :

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $81 - $72 = $9.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*The coinsurance is calculated as follows:

$90 charges - $75 deductible = $15 x 20 percent = $3 coinsurance.

Medicare pays $3.  The beneficiary's liability is $6 ($3 of the deductible and the $3 coinsurance).  The beneficiary's $75 deductible is satisfied:  $72 by the ESRD-EGHP payment and $3 by the beneficiary.
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EXAMPLE 2:  ESRD-EGHP payment more than unmet deductible

Same facts as above except the ESRD-EGHP's payment for Medicare covered services is $80.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment:  $81 - $80 = $1.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*See Example (1) for coinsurance calculation.

Medicare pays $1.  Do not charge the beneficiary since the deductible and coinsurance were met by the ESRD-EGHP payment.

EXAMPLE 3:  ESRD-EGHP payment equals unmet deductible

Same facts as above except the ESRD-EGHP's payment for Medicare covered services is $75.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment $81 - $75 = $6.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*See Example (1) for coinsurance calculation.

Medicare pays $3.  Bill the beneficiary $3 for coinsurance.  The $75 deductible is satisfied by the ESRD-EGHP payment.

EXAMPLE 4:  Deductible met prior to ESRD-EGHP payment

Same facts as above except the deductible has been met.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the ESRD-EGHP payment : $81 - $72 = $9.

o
The Medicare reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $18* = $63.
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*The coinsurance is calculated as follows:

$90 charges x 20 percent - $18 coinsurance.

Medicare pays $9.  Do not charge the beneficiary since the coinsurance is satisfied by ESRD-EGHP payment.

4.
Special entries on the bill

Enter the identifying information in Items 57-75 on the first payer line, value code 13 with the amount paid in value codes (Items 46-49) and occurrence code 33 and the first month of the l2 month period in Items 28-32.  In addition, enter the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).

G.
ESRD-EGHP Denies Claim for Primary Benefits.--Primary Medicare benefits may be paid (if the beneficiary is not appealing the ESRD-EGHP denial) when an ESRD-EGHP denies a claim for primary benefits because:

o
The beneficiary is not in a 12-month coordination period as defined in §§282.4 and 282.5;

o
The beneficiary is not entitled to benefits under the plan; 

o
Benefits under the EGHP are exhausted for the services involved; or

o
The services are not covered by the ESRD-EGHP.

Where the ESRD-EGHP denies payment for any of the reasons listed above, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, provide a reason for the denial in Remarks (Item 94).  Your intermediary will process the claim.

If an ERSD-EGHP denies a claim for primary benefits because the plan offers only secondary coverage of services covered by Medicare, Medicare benefits may not be paid (primary or conditional).  Enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, enter the annotation "Plan offers only secondary coverage of services covered by Medicare" in Remarks (Item 94).

H.
Conditional Payments.--If the beneficiary has appealed, or is protesting the ESRD-EGHP denial of the claim for any reason other than that the ESRD-EGHP offers only secondary coverage of services covered by Medicare or it denied the claim because the time limit for filing the claim with the ESRD-EGHP has expired (whether appealed or not) conditional primary Medicare benefits may be paid.

Request conditional payment by entering value code 13 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested and occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  Enter the identity of the ESRD-EGHP on line A of Item 57, any identifying information about the insured on line A of Items 65-75, and the address of the ESRD-EGHP in Item 34 or Remarks (Item 94).  In addition, enter the annotation "Beneficiary has appealed or is protesting ESRD-EGHP denial" or "Time limit for filing the claim with the ESRD-EGHP has expired" as appropriate in Remarks (Item 94).
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572.

BILL PREPARATION WHERE MEDICARE BENEFITS ARE SECONDARY TO EMPLOYER GROUP HEALTH PLANS FOR EMPLOYED BENEFICIARIES AND SPOUSES

A.
General.--Medicare benefits are secondary to benefits payable under EGHPs for employed individuals age 65 or over and the spouses age 65 or over of employed individuals of any age.  For items and services furnished from January 1, 1985 - April 30, 1986, Medicare was secondary payer for employed individuals age 65-69 and spouses age 65-69 of employed individuals of any age through 69.  For items and services furnished from January 1, 1983 - December 31, 1984, Medicare was secondary payer for employed individuals age 65-69 and their spouses age 65-69.  For an explanation of these provisions see §283.

Payment made by the EGHP can be used to satisfy the unmet deductible and the individual's coinsurance.  However, the portion of the stay paid by the EGHP is not charged to the beneficiary's Medicare utilization record.

Where Medicare is determined to be the primary payer, show Medicare on line A of Item 57.  Where Medicare is secondary, show Medicare on line B.  Where Medicare is not primary payer because of EGHP coverage, prepare the bill in accordance with the following instructions.  It may be necessary to determine the current Medicare interim reimbursement amount (without regard to deductible or coinsurance).  Follow §638 for determining this amount.

B.
Outpatient Bills - Full Payment by EGHP.--If an EGHP payment for Medicare covered services (as determined by the formula in subsection C4) equals or exceeds your charges or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), or you accept, or are obligated to accept the EGHP payment as payment in full, no payment is due from Medicare and no utilization is charged to the beneficiary.  However, a bill is needed for determining the benefit period.  In addition, EGHP payments can be used to satisfy unmet deductibles.  Prepare the bill in accordance with §560 with the following modifications.

o
Complete the total and noncovered charges columns as if there had been no other payment;

o
Where blood is involved, complete the blood items;

o
Do not complete coinsurance (no days are charged).  However, complete total deductions when applicable;

o
Show total covered and noncovered days in the usual manner.  Count the days paid by the EGHP as covered days;

o
Enter the amount paid by the EGHP for Medicare covered services in Items 46-49 (value codes).

o
Enter the condition code 77 in Items 35-39 when you accept or are required to accept the EGHP's payment as payment in full.
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C.
Inpatient Bills - Partial Payment by EGHP.--If an EGHP payment for Medicare covered services (as determined by the formula in 4) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), and you do not accept, and are not obligated to accept, the EGHP payment as payment in full, prepare the bill in accordance with §560 the following modifications:

1.
Determining covered and noncovered charges

Complete the total and noncovered charges columns as if there had been no other payment.

2.
Determining covered and noncovered days

Show total covered and noncovered days in the usual manner.  Count days paid by the EGHP as covered days.

Your intermediary calculates the days to be charged to the beneficiary as determined in 3 and CO posts the result to the beneficiary's Medicare utilization record.

3.
Determining utilization and coinsurance 

Where an ESRD-EGHP pays an amount for Medicare covered services that is equal to, or less than, the coinsurance that would apply if Medicare was the primary payer, utilization is not reduced.  Therefore, coinsurance is calculated in the usual manner.

Where an ESRD-EGHP pays an amount for Medicare covered services that is more than the coinsurance that would apply if Medicare was the primary payer, follow the procedures below to determine utilization and coinsurance.

Where the stay involves coinsurance days, your intermediary determines utilization to be charged to the beneficiary when you cannot.  It completes Items 25 and 61 (coinsurance) accordingly.  No adjustment to Item 23 (covered days) is made based upon this determination.  Complete Item 23 in the usual manner.

Charge utilization as follows:

o
Subtract the EGHP's payment that applies to Medicare covered services as determined under 4 from the Medicare interim reimbursement for the stay (unreduced by deductible and coinsurance).  This yields the Medicare secondary payment.

o
Divide this amount by the amount Medicare would have paid as primary payer (the Medicare interim reimbursement for the stay reduced by deductible and coinsurance).

o
Multiply this percentage by the number of covered days in the stay.
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A partial day resulting from this calculation is not charged as a full day if it is less than .5 of a day. It is charged as a full day if it is .5 or more.

EXAMPLE:  Coinsurance Involved

An individual was in the SNF 20 days (all of which were LTR days) for which total charges were $12,000.  The EGHP paid $6,000 for Medicare covered services.  The applicable coinsurance amount was $4,920.  The current Medicare interim reimbursement amount (without regard to deductible or coinsurance) for the services in absence of the EGHP payment would have been $10,000.  The Medicare secondary payment amount is $4,000 (the current Medicare interim reimbursement amount of $10,000 minus the EGHP payment of $6,000.  Medicare would have paid $5,080 as primary payer ($10,000 -$4,920). Calculate the beneficiary's utilization as follows:  $4,000 -: $5,080 = .787 x 20 days = 15.7 or 16 days when rounded.  If the EGHP payment in this example had been $4,920 or less, utilization would not be reduced.  The beneficiary would have been charged with 20 days utilization.

Use this formula even when the EGHP pays for only a specified number of days of a stay because of a payment limitation under the plan on the number of benefit days available. For example, you furnish 20 days of inpatient care.  An EGHP paid all charges for only the first l0 days.  These charges were $4,500.  The current Medicare interim reimbursement (without regard to deductible or coinsurance) which Medicare would have paid for the 20 day stay in the absence of EGHP coverage was $7,000.  That amount minus the EGHP payment is $2,500 ($7,000 minus $4,500).  Medicare would have paid $7,000 as primary payer.  The utilization charged to the beneficiary is calculated as follows:  $2,500 -: $7,000 = .357 x 20 days = 7.l4 or 7 days when rounded. 

Charge coinsurance days as follows:

o
If the days resulting from the utilization calculation are fewer than the full days available for the stay, no coinsurance days are billed.

o
If the days resulting from the utilization calculation are greater than the full days available for the stay, coinsurance days are billed for the excess days.

Where you perform the utilization calculation, your intermediary performs the same calculation to verify that Items 25 and 6l (coinsurance) have been completed correctly and advises you of any discrepancies.

EXAMPLE 1:

A beneficiary has 100 SNF days available at admission.  The SNF stay was 30 days.  Bill 30 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, you determine the beneficiary can be charged with 10 days.  Therefore, no coinsurance days are billed.  In the absence of another insurer's payment, you would have billed l0 days in Item 25 (coinsurance).

EXAMPLE 2:

A beneficiary has 50 coinsurance days available at admission.  The SNF stay was 40 days. Bill 40 days in covered days as if there were no other payer involved.  After performing the calculation to determine utilization chargeable, you determine the beneficiary can be charged with 20 days.  Therefore, only 20 coinsurance days are billed.  In the absence of another insurer's payment, you would have billed 40 days in Item 25 (coinsurance).
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4.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the stay to the primary payment amount to determine the portion attributable to Medicare covered services and indicate this amount in value codes (items 46-49).

EXAMPLE:

Total charges were $5,000.  Medicare covered charges were $4,000.  The EGHP payment was $3,000.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$4,000
$5,000 X $3,000 = $2,400

Show $2,400 in value codes (items 46-49).

5.
Determining the amount of Medicare payment

The amount of Medicare payment is the lower of:

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus the amount paid by the EGHP for Medicare covered services;


or

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus any applicable deductible or coinsurance amount.

This is accomplished by applying the following formulas:

a.
Per Diem Reimbursement - Covered days times per diem rate minus the larger of:

Total Deductions (the sum of items 60-61);


or

Amount paid by EGHP for Medicare covered services (amount shown in value codes, items 46-49).
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b.
Periodic Interim Payment (PIP) - Covered days times the gross per diem as determined in §573, minus the larger of:

Total Deductions (the sum of items 60-61);


or

Amount paid by EGHP for Medicare covered services (amount shown in value codes, items 46-49).

EXAMPLE:  Per Diem or PIP Reimbursement Method:

SNF care was furnished for 8 covered days to a Medicare beneficiary whose EGHP was primary payer.  The covered charges were $4,000.  The EGHP paid $2,400 for Medicare covered services as determined in item 4 above.  The applicable coinsurance amount is $400.  The Medicare interim reimbursement (without regard to deductible or coinsurance) at $450 a day (8 x $450) would be $3,600.  As secondary payer Medicare pays the lower of:

(a)
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the EGHP payment:  $3,600 - $2,400 = $1,200.

(b)
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable coinsurance:  $3,600 - $400 = $3,200.

Medicare pays $1,200.  You cannot charge the beneficiary since the $400 coinsurance is satisfied by the EGHP payment.

6.
Special entries on the bill

Show the identifying information in items 57-75 on the first payer line, value code l2 with the amount paid in value codes (items 46-49), and the address of the EGHP in item 34 or remarks (item 94).

D.
Part B Inpatient Services.--These provisions apply to ancillary services to individuals who have exhausted their Part A benefits.  Bill as described in sections E and F below.  If Part A benefits are exhausted during the stay, do not prepare the Part B billing until the effect of the primary payment on Part A utilization is determined.

E.
Outpatient Bills - Full Payment by EGHP.--If an EGHP payment for Medicare covered services (as determined by F2 below) equals or exceeds your charges for those services, or the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), or you accept, or are obligated to accept, the EGHP payment as payment in full, and you know the individual has already met his deductible, do not submit a bill.  However, a bill is submitted to inform the intermediary of charges where the deductible may not be met.  Although no payment can be made by Medicare, the expenses can be applied to the beneficiary's deductible.  Complete the bill in the usual manner.  In addition:
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o
Determine the charges as usual, including those covered by the EGHP payment. Your intermediary treats the charges shown in total charges as noncovered for reimbursement purposes but credits the deductible based upon the bill.

o
Enter the amount paid by the EGHP for Medicare covered services in Items 46-49 (value codes).

o
Enter condition code 77 in Items 35-39 when you accept, or are obligated to accept, the EGHP payment as payment in full.

F.
Outpatient Bills - Partial Payment by EGHP.--If an EGHP payment for Medicare covered services (as determined by the formula in 2) is less than your charges for those services and the current Medicare interim reimbursement amount (without regard to deductible or coinsurance), and you do not accept, and are not obligated to accept, the EGHP payment as payment in full, prepare the bill in accordance with §560 with the following modifications:

1.
Determining covered charges

Show in the covered charges column, Medicare covered charges, including those covered by the EGHP's payment.

2.
Determining amount of primary payer payment that applies to Medicare covered services

Where you can determine the primary payer's allocation of its payment between covered and noncovered Medicare services, indicate the amount paid by the primary payer toward Medicare covered services in value codes (Items 46-49).  Where you cannot determine the services covered by the primary payment, apply a ratio of Medicare covered charges to total charges for the services to the primary payment amount to determine the portion attributable to Medicare covered services. Indicate this amount in value codes (Items 46-49).  You must be able to validate your ratio of covered and noncovered charges if requested.

EXAMPLE:
Total charges were $110.  Medicare covered charges were $90.  The EGHP payment was $88.  Since you cannot determine the allocation of the primary payer's payment, determine the allocation as follows:

$ 90
$110 x $88 = $72

Show $72 in value codes (Items 46-49).

3.
Determining the amount of Medicare payment

Medicare payment is the lower of:

o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus the amount paid by the EGHP for Medicare covered services; or 
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o
The current Medicare interim reimbursement (without regard to deductible or coinsurance) per §573, minus any applicable deductible or coinsurance amount.

That portion of the total charges equal to the EGHP payment is credited toward any unmet deductible.

EXAMPLE 1:  EGHP payment less than unmet deductible

Outpatient SNF services were furnished to a Medicare beneficiary for which covered charges were $90.  No part of the beneficiary's $75 Part B deductible had been met.  The EGHP paid $72 for Medicare covered services as determined in Item 2.  The Medicare interim reimbursement (without regard to deductible and coinsurance) for these services at 90 percent of charges would be $81.  As secondary payer, Medicare pays the lower of :

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the EGHP payment:  $81 - $72 = $9; or

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*The coinsurance is calculated as follows:

$90 charges - $75 deductible = $15 x 20 percent = $3 coinsurance.

Medicare pays $3.  The beneficiary's liability is $6 ($3 of the deductible and the $3 coinsurance).  The beneficiary's $75 deductible is satisfied:  $72 by the EGHP payment and $3 by the beneficiary.

EXAMPLE 2:  EGHP payment more than unmet deductible

Same facts as in Example (1) except the EGHP's payment for Medicare covered services is $80.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the EGHP payment:  $81 - $80 = $1; or

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*See Example (1) for coinsurance calculation.

Medicare pays $1.  Do not charge the beneficiary since the deductible and coinsurance were met by the EGHP payment.
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EXAMPLE 3:  EGHP payment equals unmet deductible

Same facts as above except the EGHP's payment for Medicare covered services is $75.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the EGHP payment: $81 - $75 = $6.

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $75 - $3* = $3.

*See Example (1) for coinsurance calculation.

Medicare pays $3.  Bill the beneficiary $3 for coinsurance.  The $75 deductible is satisfied by the EGHP payment.

EXAMPLE 4:  Deductible met prior to EGHP payment

Same facts as above except the deductible has been met previously.

As secondary payer Medicare pays the lower of:

o
The Medicare interim reimbursement (without regard to deductible or coinsurance) minus the EGHP payment : $81 - $72 = $9.

o
The Medicare reimbursement (without regard to deductible or coinsurance) minus the applicable deductible and coinsurance:  $81 - $18* = $63.

*The coinsurance is calculated as follows:

$90 charges x 20 percent = $18 coinsurance.

Medicare pays $9.  Do not charge the beneficiary since the coinsurance is satisfied by EGHP payment.

4.
Special entries on the bill

Show the identifying information in items 57-75 on the first payer line, value code l2 with the amount paid in value codes (items 46-49), and the address of the EGHP in item 34 or remarks (item 94).

G.
EGHP Denies Claim for Primary Benefits.--Primary Medicare benefits may be paid (if the beneficiary is not appealing the EGHP denial) when an EGHP denies a claim for primary benefits because:

o
The employer does not employ 20 or more employees;

o
The beneficiary is not entitled to benefits under the plan;

o
Benefits under the EGHP are exhausted for the services involved; or

o
The services are not covered by the EGHP.
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Where the EGHP denies payment for any of these reasons, enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, provide a reason for the denial in remarks (Item 94).  Your intermediary will process the claim for payment.

If an EGHP denies a claim for primary benefits because the plan offers only secondary coverage of services covered by Medicare and it does not allege and you do not know that the employer has fewer than 20 employees, Medicare benefits may not be paid (primary or conditional).  Enter occurrence code 24 (insurance denied) and the date of denial in Items 28-32 (occurrence codes).  In addition, enter the annotation "Plan offers secondary coverage of services covered by Medicare." Your intermediary will develop to determine if payment can be made.  If it is determined that the EGHP employs 20 or more employees your intermediary will deny the claim.  Otherwise payment will be made.  If the EGHP alleges, or you have documentation that the employer has less than 20 employees, primary Medicare benefits may be paid.  Enter the annotation "plan offers secondary coverage of services covered by Medicare/EGHP has fewer than 20 employees" in remarks "Item 94" to avoid development of the claim by your intermediary.

H.
Conditional Payments.--If the beneficiary has appealed, or is protesting the EGHP denial of the claim for any reason other than that the EGHP offers only secondary coverage of services covered by Medicare or it denied the claim because the time limit for filing the claim with the EGHP has expired (whether appealed or not) conditional primary Medicare benefits may be paid.

Request conditional payment by entering value code 12 with zero value in Items 46-49 to indicate the type of other insurer and that conditional payment is requested and occurrence code 24 (insurance denied) and the date of denial in items 28-32 (occurrence codes).  Enter the identity of the EGHP on line A of Item 57, any identifying information about the insured on line A of Items 65-75, and the address of the EGHP in Item 34 or remarks (Item 94).  In addition, enter the annotation "Beneficiary has appealed or is protesting EGHP denial" or "Time limit for filing the claim has expired" as appropriate in remarks (Item 94).
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573.
HOW TO DETERMINE CURRENT MEDICARE INTERIM REIMBURSEMENT AMOUNT

Where the procedure requires determining the current Medicare interim reimbursement amount, use the following guidelines before adjustment for the other insurance payment:

o
Per diem reimbursement - Multiply the per diem rate times the number of covered days. Do not make any reduction for deductible or coinsurance.

o
Percentage of billed charges - Multiply the current percentage of charges used for your interim rate by the total covered charges.  Do not make any reduction for deductible or coinsurance.

o
Periodic Interim Payments (PIP) - Determine a gross per diem (without reduction for deductible and coinsurance) based on your current PIP amount (see HCFA-PUB 15-1 §2407).  Multiply this amount by the number of covered days.

Your intermediary can advise you of the applicable per diem or percentage rates and of any changes to them.

If you are not on PIP, your interim reimbursement on a bill-by-bill basis will be eliminated or reduced based on instructions in §§569, 570, 57l, and 572.

If you are on PIP, a reduction in your interim reimbursement received through PIP is necessary.  Where Medicare is determined not to have any liability your PIP amount will be reduced to reflect that no interim reimbursement is due.  Where Medicare is determined to be secondarily liable and the primary payer is an insurer addressed in §569 or §570, your PIP amount will be reduced to reflect the primary payment.  Where Medicare is determined secondarily liable and the primary payer is an EGHP as addressed in §57l or §572, your PIP amount will be reduced to reflect any excess of the primary payment over the applicable deductible and coinsurance.

Any reduction in your PIP amount may be accomplished by your intermediary offsetting against the next payment or by taking estimated deductions into account in establishing the PIP amount.

NOTE:
No reduction is made to your PIP amount with regard to conditional payments since in these situations payment is made although conditionally, as if Medicare were fully liable for the stay.
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c.
Redetermine the allocation of the primary payer's payment for covered services based on the revised Medicare covered charges.

EXAMPLE:
$3,000X $3,000 = $l,800

$5,000

d.
Determine Medicare current interim reimbursement for days recorded as covered for statistical purposes.

EXAMPLE:
$480 X 7 days = $3,360

e.
Determine Medicare's secondary payment.

EXAMPLE:
$3,360 - $l,800 = $l,560
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575.
COINSURANCE RATES APPLICABLE ON MEDICARE SECONDARY CLAIMS WHEN A SNF STAY SPANS TWO CALENDAR YEARS

Where Medicare is secondarily liable because another payer primary to Medicare has made payment on a SNF claim, and the stay spans two calendar years, bill the coinsurance rate applicable to the year in which Medicare utilization is charged.  Medicare utilization (calculated in accordance with §§569C3, 570C3, 57lC3, and 572C3) is charged beginning with the first day of the stay.  This rule applies even though the primary payer paid for only a specified number of days of a stay, e.g., the primary payer's plan covers the first 20 days of a 30 day stay.

Where the Medicare utilization involves coinsurance days spanning two calendar years, bill coinsurance for each coinsurance day in accordance with the applicable coinsurance rate for the year in which the day was utilized.  Use value codes 09 and ll, items 46 through 49, to show specific coinsurance amounts.

EXAMPLE l:

A beneficiary was admitted to the SNF on December l5, l984, and discharged on January l4, l985. Only coinsurance days were available.  An EGHP primary to Medicare paid the first 20 days of the stay.  After performing the utilization calculation, you determined the beneficiary can be charged with l0 days utilization (December l5 thru December 24).  Bill l0 days coinsurance at the l984 rate ($44.50 x l0 = $445).  The coinsurance is based upon the inpatient hospital deductible for the year in which days are utilized.

EXAMPLE 2:

A beneficiary was admitted to the SNF on December 25, l984, and discharged on January 24, l985. Only coinsurance days were available.  An EGHP primary to Medicare paid the first 20 days of the stay.  After performing the utilization calculation, you determined the beneficiary can be charged with l0 days utilization (December 25, l984 thru January 3, l985).  Bill 7 days coinsurance at the l984 rate ($44.50 x 7 = $311.50) and 3 days coinsurance at the l985 rate ($50 x 3 = $l50).  The coinsurance amount is based upon the inpatient hospital deductible for the year in which days are utilized.  Report the data as follows:

Value code 09 Medicare Coinsurance Amount in First Calendar Year
$3ll.50

Value Code ll Medicare Coinsurance Amount in Second Calendar Year
$l50.00

Item 25 Coinsurance Days
     l0

Item 6l Coinsurance Amount
$461.50
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Time Limitation for Medical

Information Requests
576.

REQUEST FOR ADDITIONAL MEDICAL INFORMATION

A.
Requests for Additional Medical Documentation.--When a determination of Medicare coverage cannot be made based upon the information on the claim and any attachments submitted with it:

o
The intermediary will request additional documentation; and

o
The claim will be pended for 30 days.

B.
Failure to Submit Documentation.--

o
The intermediary will deny the claim for lack of medical necessity if the information is not received within 35 days after the date of the request.  This allows 5 days mail time.

o
You will be held liable for the denied services.  Do not charge the beneficiary for coinsurance and deductible amounts.  The beneficiary is responsible only for the charges for services not covered by Medicare.

o
The intermediary will send a denial letter to the beneficiary with a copy to you.  The denial letter will include limitation of liability and appeals information.

o
Once the claim has been denied, you must submit a formal request for reconsideration if you submit the requested information.
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Standard System and CWF Edits and Error Resolution Procedures


595.
CONSOLIDATED BILLING EDITS AND RESOLUTION - NOT YET IMPLEMENTED


Following is a general description of the proposed Medicare systems edits relating to SNF Part A PPS and Part A consolidated billing.


In general:



o
Where a claim is received for services that are considered included in the SNF Part A PPS rate and a SNF PPS paid claim is on record, the claim with the duplicate services will be rejected. In connection with this some claims may be developed instead of rejected.



o
Where a SNF PPS claim is received and there is a claim on record that contains services that are considered included in the PPS rate, the PPS claims will be paid and the claim on record will be auto-canceled by CWF.



o
Where a claim encounters a claim on record for the same HCPCS code and for the same date the second claim will be rejected or developed.


Your intermediary will furnish processing instructions.


The following remark and reason codes are used on the remittance to identify the situation for the SNF:


Claim level remark code MA101:  (A SNF is responsible for payment of outside providers who furnish these services/supplies to its residents.) will be used on the supplier remittance where a supplier bills for services included in the Part A PPS amount.


Claim level remark code MA133:  (Claim overlaps inpatient stay.  Rebill only those services rendered outside the inpatient stay.)


Claim adjustment reason code 97:  (Payment is included in the allowance for the basic service/procedure with group code CO.)


Claim adjustment reason code B6:  (This service/procedure is denied/reduced when performed/billed by this type of provider, by this type of provider in this type of facility, or by a provider of this specialty) with group code CO.)


Claim level remark code MA67:  (Correction to a prior claim.)


The following remark and reason codes are used on the remittance to identify duplicates.


Claim adjustment reason code 18:  (Duplicate claim/service.)


Line level remark code M86:  (Service denied because payment already made for similar procedure.)
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599.

PROVIDER SUBMISSION OF ELECTRONIC MEDIA CLAIMS DATA (EMC)

Providers are encouraged to develop the ability to bill Medicare intermediaries electronically where this mode is determined to be cost-effective.  Request, from your intermediary, the edit specifications in MIM §§3871-3874 as a reference for use in developing an edit capability.  If the data in your electronic media claims conform to these specifications, expect the intermediary to process and pay such claims promptly.

599.1
Requirements for Submission of Machine Readable Data.--It is HCFA's goal to have all electronic billers submit electronic media claim data using the National Standard Specifications.  In support of this goal, intermediaries are required to receive and process claims reported by billers electronically if the claims adhere to the file and record formats and utilize the data set in Addendum A (Record Formats), Addendum B (Data Definitions), and Addendum C (Coding Structures).

The intermediary will accept and process the National Standard Specifications. Intermediaries may not develop and use specifications for EMC that do not conform to the National Standard Specifications.  Intermediaries will give payment priority to electronically submitted bills.  Providers must continue to comply with existing data requirements.

A.
Provider Representative Certification.--Accompany the initial group of claims submitted to an intermediary under these instructions with a covering letter, signed by the provider representative (for hospitals and SNFs the appropriate representative is the administrator), which includes the following statement:  "In submitting machine readable claims, I understand that I am certifying that the required patient signatures, or, where applicable, appropriate signatures on behalf of the patient, and required physician certifications and recertifications (PRO certifications where applicable) are on file and that anyone who misrepresents or falsifies essential Medicare claims information, may, upon conviction be subject to fine and imprisonment under Federal law."  Resubmit the statement annually, or upon a change in provider representative if that occurs earlier.
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B.
Claims Submission.--Claims data may be submitted to intermediaries in periodic groups/batches at mutually established intervals.

To the extent possible, consolidate and submit multiple beneficiary services received during the same day to the intermediary as one claim; e.g., beneficiary receives services from more than one clinic or department of the same provider.

C.
Control.--Provider systems must have the capability to resubmit lost or garbled claims data or unreadable tapes, cassettes, floppy disks, or other medium used, and be able to reassociate, for correction and resubmission, data found to be in error with the original claim .

D.
Retention.--Retain all applicable source data in accordance with  requirements and make it available for periodic intermediary verification.

599.2 
File Specifications, Records Specifications, and Data Element Definitions for Machine Readable Bills.--This material was developed by the Health Care Financing Administration in consultation with the American Hospital Association (AHA), the Blue Cross Association (BCA), the Health Insurance Association of America (HIAA), the Medicaid Systems Technical Advisory Group, and CHAMPUS.

In addition to accommodating the requirements for Medicare claims submitted to Part A intermediaries, and the Medicaid and CHAMPUS counterparts to such billings, it is designed to meet the basic billing needs of private health insurers as represented to HCFA by BCA and HIAA.

Provision has been made for users to expand the file and record format to accommodate needs of a specific locality or type of health insurance coverage.  If an entire physical segment is desired within a subset, record types n5 through n9, where n represents 1 through 9, are available for local or specified use.  Within the nationally defined physical segments, where space permits, a portion is set aside for local use.  The File and Record Formats are in Addendum A.  The data elements are listed alphabetically in Addendum B. Coding structures for data represented by codes are in Addendum C.

599.3

Maintenance of National Formats.--The maintenance of the file and record formats described below is the responsibility of a committee chaired by HCFA known as the Provider Electronic Billing Technical Advisory Group--PEB TAG.  Other groups currently represented on the PEBTAG are the AHA, the HIAA, the BCA, the Medicaid Systems Technical Advisory Group, and CHAMPUS.  The PEBTAG meets on an ad hoc basis as designated by the chairman.
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