MEDICARE PART ABULLETIN

December 19, 1997 Hospital Medicare Bulletin H-85
TO: All Medicare Hospitals
FROM: M edicare Secondary Payer Department

SUBJECT: UPDATEDHOSPITAL REVIEW INSTRUCTIONS: EFFECTIVE FOR
SERVICESFURNISHED ONAND AFTER JANUARY 9, 1998

ATTENTION MEDICARE BUSINESS OFFICE MANAGER: Pleasedistributeto all appropriate
health care facility personnel.

The Health Care Financing Administration (HCFA) has rel eased updated hospital review instructions
which become effective for services furnished on and after January 9, 1998. Intermediaries have been
instructed by HCFA to copy Medicare Hospital Manual Transmittal 723 and provideit to the hospitals
serviced by them. HCFA does not currently know when theseinstructionswill be providedina
hardcopy format to providersviathe Medicare Hospital Manual Transmittal process.

The updated hospital review instructions revise certain Medicare Secondary Payer (MSP) policies
and procedures. Providers should review these instructions and make the necessary changesto their
operationsto be compliant. Providersmust ensurethat they are making the appropriate effort during
the admission processto identify other primary payers.

Also, the Balanced Budget Act (BBA) of 1997 extended the End Stage Renal Disease (ESRD)
coordination period from 18 monthsto 30 monthsfor any individual whose coordination period began
on or after March 1, 1996. Individuals whose coordination period began prior to March 1, 1996,
have an 18-month coordination period. For moreinformation onthe HCFA changesregarding the
ESRD coordination period, reference General Medicare Bulletin G-301, published September
25,1997.

If you have any questionsregarding theseinstructions, contact our M SP Coordinator by calling 904/
791-8264.
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NEW IMPLEMENTING INSTRUCTIONS—EFFECTIVE DATE: JANUARY 9, 1998

Section 468, Consistency in Entering Other Insure Name on Bill, provides specific information to
assist hospitalsin accurately identifying other payers on the HCFA-1450. The revision also replaces
UB-82 billing codes with UB-92 codes.

Section 301.1, Verification of MSP On-Line Dataand Use of Admissions Questions, discussesthe
M SP on-line data elementsfor those hospital sthat can access CWF.

Section 301.2, Admission Questionsto Ask Medicare Beneficiaries, includes questions the hospital
should ask the beneficiary upon admission.

Section 301.3, Documentation to Support Admission Process, indicatesthat it isthe responsibility of
the hospital to document the compl eted beneficiary questionnaire.

Section 480.1, Reviewing Hospital Files, requires hospitals to provide the intermediary with
complete files on all beneficiaries represented in the bills selected for review.

Section 480.4, Selection of Bill Sample, includes what the intermediary needs when reviewing a
sample of the submission of hospital hills.

Section 480.6, Review of Hospitals With On-Line Admissions, is added for the intermediary to
determine whether the appropriate admissions questions have been asked, retained, and matched to the
information shown onthebill.




CHANGED PROCEDURES—EFFECTIVE DATE: JANUARY 9, 1998
Theacronym EGHP has been changed to GHP throughout thisdocument.
HCFA-Pub. 10

Section 263.11, Amount of Secondary M edicare Payments Where GHP Paysin Part for Itemsand
Services, includes the calculation for the provider’s charges.

Section 263.13, Action by Intermediary to Recover Mistaken Primary Payments, explainsthat the
intermediary hastheright to recover mistaken paymentsdirectly from the hospital and that the
intermediary will direct the hospital to file a proper claim with the GHP. It also eliminates the last
sentence which reads, “Medicare hasthe right to recover its benefits from any entity, including a State
Medicaid agency, that has been paid by aGHP.”

Section 263.14, Advice to Providers, Physician, and Beneficiaries, eliminates the phrase, “Medicare
issecondary” and placesthe word “first” after the word “directed” and eliminates the word “first”
found after “EGHP”.

Section 263.16, Claimant’ s Right to Take L egal Action Against GHP, explainsthat a claimant hasthe
right to take legal action and collect double damages under certain circumstances.

Section 263.17, Special Rules For Services Furnished by Source Outside Employer Sponsored HMO,
changesthe phrase*“ Prepaid Health Plan” to “ Employer Sponsored HMO.”

Section 301, Identifying Other Primary Payers During the Admission Process, modifiesthe questions
to be used by hospitalsin soliciting other payer information from beneficiaries upon admission. The
section a so reflects changes necessitated by the Omnibus Budget Reconciliation Act (OBRA) of 1993
which modified the Medicare Secondary Payer (M SP) ESRD provisions.

Section 350, Outpatient Registration Procedures, requires the same admissions questions asthose
required in inpatient admissions.

Section 465, Completion of Form HCFA-1450 for | npatient and Outpatient Billsfor Rura Primary
Care Hospital, deletes the sentence “ This space is available to report overflow from other items.”

Section 480, Review Protocol, reflects a new review protocol and new procedures for M SP hospital
reviews, formerly referred to as hospital audits. The process has been completely revised and the
section should be reviewed in its entirety.

Section 480.2, Frequency of Review and Hospital Selection, provides hospitals with information
stating the percentage of hospitals the intermediary will review for which it has Medicare claims
processing responsibility.

Section 480.3, Methodology for Review of Admission Procedures, includes what the intermediary
will look for when reviewing a hospital’ s admissions process.




Section 480.5, Methodology for Review of Hospital Billing Procedures, provides criteria on what the
intermediary looks for when reviewing a hospital billing department.

Section 480.7, Intermediary Assessment of Hospital Review, isrevised for the intermediary to use
when the hospital has been reviewed.

Section 480.8, Exhibits 1 - 2, are updated to be used by the intermediary for each of its hospital
reviews. Former Exhibits 1-6 have been eliminated.

DISCLAIMER: Therevision dateand transmittal number only apply totheredlined
material. All other material wasprevioudy published in themanual and
isonly beingreprinted.
Theseinstructionsshould beimplemented within your current operating budget.

COVERAGE OFHOSPITAL SERVICES

General Exclusions From Coverage Section
General Exclusions 260
Services Not Reasonable and Necessary 260.1
No Legal Obligation to Pay for or Provide Services 260.2

Items and Services Furnished, Paid For or Authorized
by Government Entities - Federal, State or Local Governments 260.3

Services Not Provided Within the United States 260.4
Services Resulting from War 260.5
Personal Comfort Items 260.6
Routine Services and Appliances 260.7
Supportive Devices for Feet 260.8
Excluded Foot Care Services 260.9
Custodia Care 260.10
Cosmetic Surgery 260.11
ChargesImposed by Immediate Rel atives of the

Patient or Members of His’/Her Household 260.12
Dental Services Exclusion 260.13
Itemsand ServicesUnder aWorkmen’'s

Compensation Law 260.14
Inpatient Hospital Services Not Directly

Delivered or Delivered Under Arrangement By the Hospital 260.15
Custodia Care 261
Custodial Care In General Hospitals 261.1

Custodial Carein Psychiatric Hospitals 261.2



Liabilty Insurance

General Effect of Liability Insurance on Medicare Payment

Effect of Payment by Liability Insurer on Deductiblesand Utilization
Definitions

Provider Billing Rights and Responsihilities

Provider Action

No-Fault Insurance

Services Reimbursable Under No-Fault Insurance
Definitions

Provider Actions

No-Fault Insurance Does Not Pay in Full

No-Fault Insurance Does Not Pay All Charges Because
of Deductible or Coinsurance Provision in Policy
State Law or Contract Provides That No-Fault Insurance
|s Secondary To Other Insurance

Provider And Beneficiary’ s Responsibility With
Respect To No-Fault Insurance

Private Right of Action

Limitation on Payment for Servicesto Employed
Aqged Beneficiaries and Spouses

Limitationson Payment for Servicesto the Employed Aged, and the Aged

Spouses of EmployeesWho Are Covered by Employer

Group Health Plans

General

Definitions

Individual s Subject to Limitation on Payment

Individuals Not Subject to the Limitation on Payment

| dentification of Individuals Subject to ThisLimitation on Payment
| dentification of Prior Claims by Intermediaries That May

Involve Employer Plan Payment

Action by Hospital Where Employer Group Health Plan
IsPrimary Payer

Limitation on Right of Hospital to Charge aBeneficiary

Crediting Expenses Toward Deductible and Coi nsurance Amounts
Group Health Plan Denies Claim for Primary Benefits

Amount of Secondary Medicare Payments Where

GHP Paysin Part for Items and Services

Section

262

262.1
262.2
262.3
262.4

262.8
262.9
262.10
262.11

262.12
262.13

262.14
262.15

Section

263

263.1
263.2
263.3
263.4
263.5

263.6
263.7
263.8
263.9
263.10

263.11



Section

Effect of Secondary Paymentson Part A Utilization 263.12
Action by Intermediary to Recover Mistaken Primary Payments 263.13
Advice to Providers, Physicians, and Beneficiaries 263.14
Incorrect GHP Primary Payments 263.15
Claimant’ sRight to Take Legal Action Against GHP 263.16
Specia Rulesfor Services Furnished by Source

Outside Employer Sponsored HMO 263.17

Limitation on Payment for Services To ESRD Beneficiaries

Limitation on Payment for Servicesto Individuals Entitled to
Benefits Solely on the Basis of End Stage Renal Disease
Who Are Covered by Employer Group

Health Plans 264
General 264.1
Definitions 264.2
Retroactive Application 264.3
Determining the Months During Which Medicare May

Be Secondary Payer 264.4
Effect of Changed Basisfor Medicare Entitlement 264.5
Subsequent Periods of ESRD Entitlement 264.6
| dentification of CasesIn Which Medicare May Be Secondary

to Employer Group

Health Plans 264.7
Billing 264.9

EXAMPLE: A Medicare beneficiary who had GHP coverage was hospitalized for 20 daysin 1994.
The hospital’s charges for covered services were $5000. The inpatient deductible had
not been met. The gross amount payable by Medicare (as defined in 263.11) would
have been $4000 for the stay if there had been no GHP coverage. The GHP paid
$4500 (of which $696 was credited to the Medicare deductible). Medicare makes no
payment, sincethe plan’ spayment was greater than M edicare’ sgrossamount payable
of $4000 would have been. No part of the $500 difference between the hospital’s
charges and the GHP' s payment can be billed to the beneficiary sincethe beneficiary’s
obligation, the deductible, was met by the GHP payment. The hospital filesano-
payment bill reflecting the $696 credited to the deductible.

263.9 Crediting Expenses Toward Deductible and Coinsurance Amounts—EXxpensesthat serveto
meet the beneficiary’ s Part A or Part B cash or blood deductibles if Medicare were primary
payer are credited to those deductibles even if the expenses are reimbursed by a GHP. Thisis
true even if the GHP paid the entire bill and there isno Medicare benefit payable. Also, GHP
payments to a hospital are applied to satisfy abeneficiary’ s obligation to pay a Part A or Part




B coinsurance amount. However, GHP payments are credited to deductibles before being
used to satisfy the coinsurance.

263.10 Group Heath Plan Denies Claim for Primary Benefits—

A. Primary Medicare Benefits—Where agroup health plan deniesaclaim for primary benefits
because, for example, the employer does not employ 20 or more employees; or the beneficiary
isnot entitled to benefitsunder the plan; or benefits under the GHP are exhausted for the
services involved; or the services are not covered by the GHP, submit aclaim for Medicare
primary benefits, unlessyou have reason to believe that the GHP should pay primary benefits
for the services. For example, if the GHP offers only secondary coverage of services covered
by Medicare, and the GHP does not allege that the employer has fewer than 20 employees, do
not bill Medicare. Medicare primary benefits may not be paid in this situation even if the GHP
has only collected premiumsfor secondary rather than primary coverage.

B. Annotation of Claims Denied by GHPs.—Whenever aGHP deniesaclaim for primary
benefits, annotateinitem 94 “Remarks’ of the Medicare claim form the reason for the denial
of GHP primary benefits and enter occurrence code 24 and date of denial initems 32 - 35.
No attachment is needed to the Medicare claim. The annotation is needed to avoid needless
recoupment efforts under 263.13.

263.11 Amount of Secondary M edicare Payments Where GHP Paysin Part for Itemsand Services—
If a GHP payment for Medicare covered servicesislessthan the hospital’ s charges for those
services and less than the gross amount payable by Medicare (as defined below), and the
hospital does not accept and isnot obligated to accept the payment as payment in full, Medi
care secondary payment can be made. The Medicare secondary payment isthe lower of:

o] The grossamount payable by Medicare minusthe amount paid by the GHPfor Medicare
covered services,

o] The gross amount payable by Medicare minus any applicable deductible or coinsurance
amount;

o] The provider’ s charges (or an amount less than the charges that the provider is obligated to
accept as payment in full minusthe amount paid by thethird party payer for Medicare covered
services; or

o] The provider’ s charges (or an amount less than the charges that the provider is obligated to
accept as payment in full) minus the applicable M edicare deductible and/or coinsurance
amounts.

NOTE:The gross amount payable by Medicareis (1) the current Medicare interim reimbursement
amount (as defined in 8473) for services reimbursed on areasonable cost basis without
considering the effect of the Medicare deductible, or coinsurance, or the payment by the GHP,
or (2) the Medicare payment rate (as defined in 8475) for hospitals reimbursed on a
prospective payment basis without considering the effect of the Medicare deductible or
coinsurance or the payment by the GHP.



Detailed reimbursement and billing instructions are in 8472 for hospitals reimbursed on a cost
reimbursement basis and 8475 for hospital s reimbursed on a prospective payment basis.

263.12 Effect of Secondary Paymentson Part A Utilization.—Wherethe conditionsin 8263.11 are
met and a Medicare secondary benefit is payable, utilization is charged the beneficiary. The
beneficiary is charged with utilization as specified in 8472 for hospitals reimbursed on a cost
reimbursement basis and 8475A 3 for hospital s reimbursed on a prospective payment basis.

These procedures are applicable for calculating utilization for stays for which Medicareis
secondary only for aportion of the stay.

263.13 Action by Intermediary to Recover Mistaken Primary Payments—

A. General.—If primary Medicare benefits are paid to a hospital and the intermediary learnsthat a
GHP should have paid primary benefitsfor theitems and services, theintermediary is
authorized to recover directly from the hospital.

B. Recovery from the Hospital.—The intermediary will recover Medicare' s primary payment and
direct you to file a proper claim with the GHP. A proper claim isone that isfiled timely and
meets al other claimsfiling requirements specified by the GHP.

You may request asecondary payment once the GHP has processed your claim. If youfailed
totimely fileaproper claim and the GHP deniesthe claim and you can show that the reason
you failed to file aproper claimisthat the beneficiary, or someone acting on his or her behalf,
failed to give, or gave erroneous, information regarding GHP coverage that is primary to
Medicare, you may request aprimary payment from Medicare.

C. Recovery When State M edicaid Agency Has Also Requested Refund.—Where both Medicareand
Medicaid have paid you incorrect benefits and you recover an amount from aGHP, you are
obligated to refund the M edicare payment up to the full amount of the GHP payment before
payment can be made to the State Medicaid agency. Only after Medicare hasrecovered the
full amount of its claim do you have theright to reimburse Medicaid or any other entity.

263.14 Adviceto Providers, Physicians, and Beneficiaries—In your professional and public relations
activities, inform providers, physicians, and beneficiaries that claims should be directed first
to the GHP where there is GHP coverage for the services involved.

263.15 Incorrect GHP Primary Payments.—Y our intermediary may adviseyou that aGHP has
incorrectly paid you primary benefitse.g., primary payments made by the GHP of an employer of less
than 20employees. In such cases, bill Medicare as primary payer and refund to the GHP any amount it
paidin excess of the Medicare deductible and coinsurance amounts and chargesfor noncovered
services.

263.16 Clamant’ sRight to Take Legal Action Against GHP—Section 1862(b)(3)(A) of the Act
providesthat any claimant hastheright to take legal action and to collect double damagesfrom a GHP
that faillsto pay primary benefits or failsto make appropriate reimbursement to Medicare for services




for which the GHP is primary payer.

263.17 Special Rules For Services Furnished By Source Outside Employer Sponsored HMO.—

A. Services By Outside Sources Not Covered.—Where Medicare is secondary payer for aperson
enrolled in an employer sponsored prepaid health plan (e.g., health maintenance organization (HMO)/
competitive medical plan (CMP)), Medicare does not pay for services obtained from a source outside
theHMO if:

o] The same type of services could have been obtained as covered services through the HMO, or

o] The particular services can be paid for by the HM O (e.g., emergency or urgently needed
services). Medicare benefits are precluded under these circumstances even if the individual
receives services outside of the HMO'’ s service area, e.g., while the individual is away from
home.

At the time of admission, ask beneficiariesthat are enrolled in GHPs whether the planisan HMO. If
theindividua isenrolled in such a plan, Medicare is not billed. (However, a no-payment bill is
required.) Any request for payment ismadeto the GHP.

This rule aso appliesto ESRD beneficiaries during the period of 30 months in which Medicareis
secondary payer.

NOTE: Thisrestriction only affects Medicare beneficiaries enrolled in an employer sponsored HMO
which either is not a Medicare contract or is a Medicare cost contract. Beneficiariesin HMO/CMPs
that have Medicare risk contracts are not affected because beneficiaries enrolled in a risk-basis HM O/
CMP arelocked into the plan in all instances except for emergency or urgently needed services.

B. Exception.—If abeneficiary obtains services from a source outside the employer sponsored repaid
health plan, and has not yet been notified in writing of this special rule, Medicare paysfor the
services, provided the plan will not pay for the services for legitimate reasons. In generdl, itis
assumed that written notification has not been given to the beneficiary in the absence of evidenceto the
contrary, e.g., wheretheintermediary’ srecords indicate that the beneficiary has been notified. Where
payment is made for servicesfrom a source outside the prepaid health plan, the Medicare Benefits
Notice (HCFA-1533), or the EOMB, where applicable, states the following:

“Our records show that you are amember of an employer sponsored prepaid health plan. Since
Medicareis secondary payer for you, servicesfrom sources outside your health plan are not paid for
by Medicare. However, since you were not previously notified of this, we will pay thistime. Inthe
future, payment will not be made for nonplan serviceswhich could have been obtained from or through
the employer sponsored prepaid health plan.”

C. Noticeto Beneficiary.—Any bills received for Medicare payment from, or on behalf of, a
beneficiary enrolled in an employer sponsored prepaid health plan who has been notified previously
inwriting that Medicare will not pay, are denied and the Medicare Benefits Notice or the EOMB
includes the following:




“Our records show that you are amember of an employer-sponsored prepaid health plan. Since
Medicareis secondary payer for you, servicesfrom sources outside your health plan that could have
been obtained from or through the prepaid health plan are not paid for by Medicare. Our records show
that you were previously informed of thisrule. Therefore, payment cannot be made for the nonplan
services you received.”

D. Provider’ sRight to Bill Beneficiary.—If abill is denied due to the reasons given in subsection C,
you can bill the beneficiary your usual charges since the bill has been denied by Medicare.

CHAPTERIII
ADMISSION PROCEDURES
Section
General Admission Procedures 300
| dentifying Other Primary Payers During the Admission Process 301
Verification of MSP On-Line Dataand Use of Admission Questions 301.1
Admission Questionsto Ask Medicare Beneficiaries 301.2
Documentation to Support Admission Process 301.3
Waiver of Health Insurance Benefitsas a Condition of Admission 302
Hospital Prepayment Requestsand Requirements 303
Requiring Prepayment asa Condition of Admission IsProhibited 303.1
When Prepayment May be Requested 303.2
Hospital May Require Prepayment for Noncovered Services 303.3
Compliance With Agreement 303.4
Obtaining the Health Insurance Claim Number (HICN) 304
Health Insurance Card 304.1
Temporary Notice of Medicare Eligibility 304.2
Certificate of Social Insurance Award 304.3
| dentifying Health Insurance Claim Numbers 304.4
Changesin Health Insurance Claim Numbers 304.5
Notice of Hospital (or Medical) Insurance Utilization or
Explanation of Benefits 305
Contractswith the Socia Security Officeto Obtain Health
Insurance Claim Numbers 306
Information Required by the Social Security Office 306.1
The Socia Security Office Reply 306.2
Request for Payment Should be Obtainedin All Cases
as Protective Application for Hospital Insurance Benefits 307
Intermediary Requeststo Verify Patient’ sHICN 308
Intermediary Indicates Beneficiary Isan HMO Enrollee 309
Retroactive Entitlement 310
Initiating Bills Where No Payment Will be Made 311
Notice to Beneficiaries 312
PRO Monitoring of Hospital Admission Notice to Beneficiaries 312.1
Medicare Participating Physicians/Suppliers Directory (MEDPARD) 315
Outpatient Registration Procedures 350

Exhibits 399



300. GENERAL ADMISSION PROCEDURES

Upon admission of aMedicare beneficiary, or soon thereafter as practical, you must verify apatient’s
eligibility in order to processthe bill. Y ou may obtain this eligibility information directly from the
patient or through your intermediary’ slimited Medicare eligibility data. Contact your intermediary to
obtain technical instructions regarding how this access may beimplemented along with hardware/
software compatibility details.

Disclosure of HCFA €ligibility datais restricted under the provisions of the Privacy Act of 1974.
Thisinformation is confidential, and it may be used only for verifying a patient’ s eligibility to benefits
under the Medicare program. Penaltiesfor misuse may result in being found guilty of amisdemeanor
and paying afine not more than $5,000.

Thisinformation does not represent a definitive eligibility status. If theindividual isnot on file, use
the usual admission and billing procedure in effect independent of this dataaccess.

Give Medicare beneficiaries the required Medicare information upon admission. PPS hospitals and
acute care hospitalsin areas with waivers from PPS (i.e., Maryland, New Jersey, Rochester, and the
Finger Lakes areaof New Y ork) and those in transition to PPS are required to give Exhibit 3, “An
Important Message from Medicare,” to beneficiaries. Insert your PRO’ sname, address, and phone
number. Givethishandout to each Medicare patient or the patient’ s representative at the time of
admission. (See §312.)

HCFA will not supply copiesof the handout.

Ascertain that the patient isamember of an HM O and hasamembership card. If he/sheisamember
of aHMO, contact the HM O specified by the patient or identified on the card. The HMO advisesyou
whether to submit the bill toit or to theintermediary for payment.

If the patient indicates he/sheis not amember of an HMO, ask him/her if he/she has other coverage
which may be primary to Medicare to determine whom to bill. Follow the admission devel opment
chart in 301. If you identify another insurer primary to Medicare, follow 88 262, 263, 264, or 289 as

appropriate.

If you have determined that Medicareisthe primary payer, ask the patient if he/shewasaninpatientin
any hospital or SNF during the prior 60 days. If so, ascertain the number of days of hospitalization he/
she has used in the current benefit period. Enter on thebill the prior stay data obtained from the
patient or from your internal records. Presumethat prior stays are covered unless you have evidence
to the contrary. Maintain the name and address of the prior stay provider until payment isreceived.
Your intermediary may need to ask for thisinformation if abill has not been received from aprior
provider or if additional development is needed. Calculate the applicable deductible, coinsurance,
and eligibility where possible based upon your internal records and information obtained from the
beneficiary. If the patient indicates he/she was not an inpatient within the last 60 days, apply the
inpatient deductibleto the current stay if it iscovered. Your intermediary determinesthe accuracy of
the bill data after receipt of the claim. The remittance advice you receive from your intermediary
reflectsthe amount of deductible and coinsurance applied. If thisamount isdifferent from what you
billed, adjust your records accordingly.



301

ADMISSION PROCEDURES12-97

If you experience significant problems obtaining information regarding Medicare entitlement or
benefitsin order to accurately prepare bills, you may contact your intermediary for assistance.
However, these requests should be on anonroutine basis. Your intermediary may temporarily refuse
assistance if a pattern of abuseisdiscovered. Situationswhich may require intermediary assistance

follow:

(0]

(0]

301.

When the patient diesfollowing admission. It may be necessary to filetimely with an estate;

When the patient isnot in aphysical or mental condition to discuss his/her entitlement, and no
other person with knowledge of his/her affairsis available;

When you have reason to believe the beneficiary may need hislifetimereserve days, and his/
her signature must be obtained if the available lifetime reserve days are not to be used for this
admission and other financial arrangements must be made;

When you suspect that the beneficiary may have exhausted his’her M edicare benefits, and
timely confirmation isneeded in order to file for possible supplemental benefits, and

When the patient has experienced repeated admissions during the same spell of illness, and
you are at alossin explaining available benefits to the beneficiary.

IDENTIFYING OTHER PRIMARY PAY ERSDURING THE ADMISSION PROCESS

Medicare is the secondary payer under certain circumstances. The following will help hospital
admission staffs recogni ze the circumstances under which Medicare should not pay as primary and to
identify the party whichisresponsiblefor primary payment.

The law mandates that Medicare is secondary payer for:

o

Claimsinvolving Medicare beneficiaries age 65 or older who have GHP coverage based upon
their own current employment status with an employer that has 20 or more employees, or that
of their spouse of any age, or based upon coverage by amultiple employer, or multi-employer
group health plan by virtue of his’her own, or aspouse’s, current employment status and the
GHP covers at least one employer with 20 or more employees. Anindividual has current
employment statusif (1) he or sheisactively working as an employee, isthe employer
(including a self-employed person), or is associated with the employer in abusiness
relationship; or (2) is not actively working, but meets all of the following conditions: retains
employment rightsintheindustry, hasnot had hisor her employment terminated by the
employer, isnot receiving disability paymentsfrom an employer for morethan 6 months, is
not receiving social security disability benefits, and has GHP coverage based on employment
that isnot COBRA continuation coverage. Examples of individualswho fal in the second
group are teachers, employees who are on furlough or sick leave, and active union members
between jobs;



o

NOTE:

Claims involving beneficiaries eligible for or entitled to Medicare on the basis of ESRD
(during a period of 30 months) except where an aged or disabled beneficiary had GHP or
L GHP coverage which was secondary to Medicare at the time ESRD occurred;

The Balanced Budget Act of 1997 extended the ESRD coordination period to 30
monthsfrom 18 monthsfor any individual whose coordination period began on or
after March 1, 1996. Individuals whose period began before that date have an 18-
month coordination period. Thisissue may need tobe clarified with ESRD
beneficiaries upon admission.

Claimsinvolving automobile or nonautomobile liability or no-fault insurance;

Claimsinvolving government programs; e.g., Workers' Compensation (WC), services
authorized and paid for by the Department of Veterans Affairs(DVA), or Black Lung (BL)
benefits; and

Claims involving Medicare beneficiaries under age 65 who are entitled to Medicare on the
basis of disability and are covered by an LGHP (plans of employers, or employee
organizations, with at least one participating employer that employs 100 or more employees)
based upon hisor her own current employment status or the current employment statusof a

family member.

You are required to determine whether Medicareisaprimary or secondary payer for each
inpatient admission of aMedicare beneficiary and outpatient encounter with aMedicare
beneficiary. Y ou must accomplish thisby asking the beneficiary about other insurance
coverage. Section 301.2 lists specific questions which you must ask of Medicare beneficiaries
for every admission, outpatient encounter, or start of care.

These questions may be asked in connection with on-line accessto CWF. (See8301.1.) If you lack
accessto CWF, follow the procedures found in 8301.2.

NOTE:

301.1

There may be situations where more than one payer isprimary to Medicare (e.g.,
automobileinsurer and GHP). Besureto identify all possible payers.

Verification of MSP On-Line Dataand Use of Admission Questions.—

A. MSP On-Line Data Elements—Providers with on-line capability may now access the following

MSPinformation viaCWF:

o

o

M SP effective date;
M SPtermination date;
Patient relationship;

Subscriber name;



o] Subscriber policy number;

o Insurer type;

o] Insurer information: name, group number, address, city, State, and zip code;

0 MSPtype;

0 Remarks code;

o] Employer information: name, address, city, State, and zip code (for al contractors, with the

exception of 77777); and
o] Employeedata: 1D number, and information.

At your discretion, these data may be viewed either during the admission or billing process.
However, the data must be viewed before abill is submitted to Medicare and should ideally be
viewed before the patient leaves the hospital.

If used during admission, verify each dataelement by using the questionsfoundin 8301.2to help
identify other payerswhich may be primary to Medicare. Comply with any instructionswhich follow
aparticular question.

301.2 Admission Questionsto Ask Medicare Beneficiaries—Thefollowing questions must be asked
upon each inpatient and outpatient admission.

A. Questionsto Ask Medicare Beneficiaries—
Part |

1. Areyou receiving Black Lung (BL) Benefits?
__yes; Datebenefitsbegan: MM/DD/YY

BL ISPRIMARY ONLY FORCLAIMSRELATED TOBL.
__ho.

2. Hasthe Department of Veterans Affairs (DV A) authorized and agreed to pay for care at thisfacility?
__yes, DVAISPRIMARY FOR THESE SERVICES.
__ho.

3. Wastheillness/injury due to awork related accident/condition?



__yes, Dateof injury/illness. MM/DD/YY

Name and address of WC plan:

Policy or identification number

Name and address of your employer:

WCISPRIMARY PAYERONLY FORCLAIMSRELATED TO WORK
RELATED INJURIESORILLNESS. GO TO PART I11.

__no. GOTO PART II.

Part 11

1. Wasillness/injury due to anonwork related accident?
__yes. Date of accident: MM/DD/YY
__no. GOTOPART III.

2. What type of accident caused theillness/injury?
__automobile
__hon-automobile

Name and address of no-fault or liability insurer:

I nsurance claim number

NO-FAULT INSURERISPRIMARY PAYERONLY FORTHOSE CLAIMS
RELATED TO THE ACCIDENT. GO TO PART III.

__other.

3. Was another party responsiblefor this accident?



_Y&s

Name and address of any liability insurer

I nsurance claim number

LIABILITY INSURERISPRIMARY ONLY FORTHOSE CLAIMSRELATED TOTHE
ACCIDENT. GO TO PART II1.

__no. GOTOPART III.

Part 111

1. Areyou entitled to Medicare based on:
__Age. GotoPartlV.
__Disahility. Goto Part V.

__ ESRD. GotoPart VI.

Part 1V - Age
1. Areyou currently employed?

_Y&s

Name and address of your employer:

__no. Dateof retirement: MM/DD/YY
2. 1syour spouse currently employed?

_Y&s

Name and address of spouse’ semployer:

__no. Dateof retirement: MM/DD/YY

IF THE PATIENT ANSWERED NO TOBOTH QUESTIONS1AND 2, MEDICAREIS



PRIMARY UNLESSTHE PATIENT ANSWERED YESTO QUESTIONSINPART | ORII.
DO NOT PROCEED ANY FURTHER.

3. Do you have group health plan (GHP) coverage based on your own, or aspouse’s, current
employment?

_yes __no. STOP. MEDICARE ISPRIMARY PAYERUNLESSTHE PATIENT
ANSWERED YESTO THE QUESTIONSIN PART | ORIII.

4. Doesthe employer that sponsorsyour GHP employ 20 or more empl oyees?
__yes. STOP. GROUPHEALTH PLANISPRIMARY. OBTAIN THE FOLLOWING
INFORMATION.

Name and address of GHP:

Policy identification number

Group identification number

Name of policy holder

Relationshipto patient

__no.STOP. MEDICAREISPRIMARY PAYERUNLESSTHE PATIENT
ANSWERED YESTO QUESTIONSINPART | ORIII.

Part V - Disability

1. Areyou currently employed?

_Y&s

Name and address of your employer:

__no. Dateof retirement: MM/DD/YY

2. Isafamily member currently employed?

_Y&s



Name and address of employer:

__no.

IF THE PATIENT ANSWERSNO TOBOTH QUESTIONS1AND 2, MEDICARE IS
PRIMARY UNLESSTHE PATIENT ANSWERED YESTO QUESTIONSIN PART | ORII.
DO NOT PROCEED ANY FURTHER.

3. Do you have group health plan (GHP) coverage based on your own, or afamily member’s, current
employment?

_vyes, _ no. STOP. MEDICARE ISPRIMARY UNLESSTHE PATIENT ANSWERED
YESTO QUESTIONSIN PART | ORIII.

4. Doesthe employer that sponsorsyour GHP, employ 100 or more employees?
__yes. STOP. GROUPHEALTH PLANISPRIMARY. OBTAIN THE FOLLOWING
INFORMATION.

Name and address of GHP:

Policy identification number

Group identification number

Name of policy holder

Relationship to the patient

__no. STOP. MEDICAREISPRIMARY UNLESSTHE PATIENT ANSWERED YES
TO QUESTIONSIN PART | ORII1.

Part VI - ESRD
1. Do you have group health plan (GHP) coverage?

_Y&s

Name and address of GHP:




Policy identification number

Group identification number

Name of policy holder

Relationshipto the patient

Name and address of employer, if any, from which you receive GHP coverage:

__no.STOP. MEDICAREISPRIMARY.
2. Areyou within the 30 month coordination period?
__yes.
__no.STOP: MEDICAREISPRIMARY.
3. Areyou entitled to Medicare on the basis of either ESRD and age or ESRD and disability?

_Y&s

__no.STOP. GHPISPRIMARY DURING THE 30MONTH COORDINATION
PERIOD.

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

_ Yes STOP. GHP CONTINUESTO PAY PRIMARY DURING THE30MONTH
COORDINATION PERIOD.

_ No. INITIAL ENTITLEMENT BASED ONAGE ORDISABILITY.

5. Does the working aged or disability MSP provision apply (i.e., isthe GHP primary based on age or
disability entitlement)?

__Yes GHPCONTINUESTO PAY PRIMARY DURING THE30MONTH
COORDINATION PERIOD.

__No; MEDICARE CONTINUESTOPAY PRIMARY.
B. If Beneficiary ProvidesInformation Which |s Different From That Found on CWF—If, asaresult

of asking the preceding questions, the beneficiary providesinformation to you whichisdifferent from
that found in CWF, it isimportant to provide that information on the bill with the proper uniform




billing codes. Thisinformation will then be used to update CWF through the billing process.

FAILURETOOBTAINTHEINFORMATIONLISTED IN THESE SECTIONSISA
VIOLATION OF YOUR PROVIDER AGREEMENT WITH MEDICARE. (SEE 8142.3F.) THE
INFORMATIONYOUMUST OBTAINISESSENTIAL TOFILING A PROPER CLAIM WITH
MEDICARE ORA PRIMARY PAYER. FAILURETOFILE APROPER CLAIM CANRESULT
INTHE UNNECESSARY DENIAL ORDEVELOPMENT OF CLAIMS,

C. If There Are No MSP Data Available On CWF For Beneficiary.—If no MSP dataare found in
CWFfor the beneficiary, you must still ask the questionsfound in 301.2A and provideany MSP
information on the bill using the proper uniform billing codes. Thisinformation will then be used to
update CWF through the billing process.

301.3 Documentation to Support Admission Process.—Retain acopy of completed admission
guestionnairesin your files(or on-line) for audit purposesto demonstrate that development for other
primary payer coveragetakesplace. Itisnot necessary that the completed questionnaire be signed by
the beneficiary.

Hard copy questions and responses may be retained on paper, optical image, microfilm, or on
microfiche. Hard copy and data must be kept for at least 10 years, in accordance with the Department
of Justice's (DOJ s) record retention requirements, after the date of service which appears on the
claim. (See 8480 for information about the documentation to be used in ahospital review.) If your
admissions questions are retained on-line, you are required to retain negative and positive responses
to admission questionsfor 10 years, in accordance with DOJ srecord retention requirements, after the
date of service. On-line datamay not be purged before then.

302. WAIVEROFHEALTHINSURANCEBENEFHTSASA CONDITION OF
ADMISSION

You may not require, asacondition of admission or treatment, that a patient agree to waive his’her
right to have your services paid for under Medicare. Requiring such a“waiver” isinconsistent with
the contract with HCFA and thewaiver isnot binding upon the patient. You have agreed not to charge
an individual (except for specified deductible and coinsurance amounts) for servicesfor which such
individual isentitled to have payment made or for which he/she would be entitled if you complied
with the procedural and other requirements of the program. Further, under thisprovision, you must
refund any amountsincorrectly collected.

Where apatient who has signed such awaiver neverthel ess requests payment under the program, you
must bill theintermediary and refund any payments made by the patient, or on his’her behalf, in excess
of permissible charges.

303. HOSPITAL PREPAYMENT REQUESTSAND REQUIREMENTS
303.1 Requiring Prepayment asa Condition of Admission |sProhibited.—Y ou may not require

advance payment of theinpatient deductible or coinsurance asacondition of admission for inpatient
services. In addition, you may not require that the beneficiary prepay any Part B charges asacondition




of admission, except where you regularly require prepayment from all patients. Insuch cases, you may
collect only the deductible and coinsurance. Where the patient does not have Part B entitlement see
8303.3.

303.2 When Prepayment May Be Requested.—In admitting abeneficiary, you may request the
deductible or coinsurance amounts only where it appearsthat the patient will owethem and it isyour
routine and customary policy to request similar prepayment from nonbeneficiary patientswith ssimilar
benefits which leaves them responsible for a part of the cost of their hospital services. In admitting
the patient, ascertain whether he/she has medical insurance coverage. Where he/she does, ask if he
has an Explanation of Benefits (EOB) showing hig/her deductible status. If abeneficiary shows he/she
met the Part B deductible, do not request or require prepayment of the deductible.

Except intherare caseswhere prepayment may berequired, any request for payment must be made as
arequest and without undue pressure. The beneficiary (and his/her family) must not be given causeto
fear that admission will be denied for failure to make the advance payment.

Insurethat your admitting office personnel areinformed and kept fully aware of your policy on
prepayment. For this purpose, and for your benefit and that of the public, it isdesirablethat anotice
be posted prominently in the admitting office or lobby to the effect that no patient will be refused
admission for inability to make an advance payment or deposit if Medicareis expected to pay the
hospital costs.

o] Review of the Message is intensified when 5 percent, or 6 inappropriate cases (whichever is
greater), are found. Errorsare computed on aquarterly basis. If error rate reaches or exceeds the
threshold for a quarter, review will beintensified the next quarter. (Review may return to the
nonintensified review level when the error rate falls below the threshold after a quarter’ s review); and

o] If the problem continues, i.e., three consecutive quarters, or apattern of noncomplianceis
established, the PRO will refer the case to HCFA’s Associate Regional Administrator, to consider
termination of the provider agreement under 81866(b) of the Act.

315. MEDICARE PARTICIPATING PHY SICIANS/SUPPLIERS DIRECTORY
(MEDPARD)

Section 9332(e) of OBRA 1986 requires you to make available to your patients the Participating
Physician Directory that carriers publish for the areayou service. Also, if your personnel, inthe
inpatient, outpatient, or emergency areas, refer apatient to anonparticipating physician for further
medical care on an outpatient basis, they must inform the patient that the physicianisanonparticipating
physician who may, or may not, accept assignment. They must identify at |east one qualified
participating physician listed in the Directory who provides the type of service needed.

Carrierswill furnish you copies of the Directory and updated copies each year.
350. OUTPATIENT REGISTRATION PROCEDURES

A. Patient Identification.—Upon registration of a Medicare beneficiary, or as soon thereafter as




practical, ask the patient for his/her health insurance card to obtain the HICN. (See 304.) If the patient
isunable to provide it, contact the SSO for assistance.

B. Determining Who To Bill.—The procedures for determining whether another payer existsarethe
samefor outpatient situations asfor inpatient. Therefore, follow the admission questionnaire
proceduresfound in 8301.2 for devel oping other coverage. If you identify another insurer primary to
Medicare, follow 88259, 262, 263, 264, or 289, as appropriate.

C. Source of Admission.—Y our registration process must distinguish whether the referral sourcefor
thisregistration/admission is from:

0] Your hospital;

o] Anencounter in another hospital (see subsection F for definition of encounter); or

o] Any other source.

Determinethe appropriate source of admission by asking the patient who referred him/her to your
hospital and whether the referral took place asaresult of an encounter in your hospital, another
hospital, or elsewhere.

The NUBC decided to usetheinpatient coding structure for outpatient source of admission coding on

the bill. Thisrequiresyou to make further distinction as provided by the following coding structure.

1. Physician Referral.—The patient was referred to thisfacility for outpatient or referenced
diagnostic services by hisor her personal physician or the patient independently requested outpatient
services (self-referral).

2. Clinic Referra.—The patient was referred to this facility for outpatient or referenced diagnostic
services by thisfacility’ sclinic or other outpatient department physician.

3. HMO Referral.—The patient was referred to this facility for outpatient or referenced diagnostic
servicesby an HMO physician.

4. Transfer From a Hospital.—The patient was referred to this facility for outpatient or referenced
diagnostic services by aphysician of another acute care facility.

5. Transfer From a SNF—The patient was referred to thisfacility for outpatient or referenced
diagnostic services by a physician of the SNF where he or sheisan inpatient.

6. Transfer From Another Health Care Facility.—The patient was referred to thisfacility for outpatient
or referenced diagnostic services by a physician of another health care facility where he or sheisan
inpatient.

7. Emergency Room.—The patient wasreferred to thisfacility for outpatient or referenced diagnostic
services by thisfacility’ semergency room physician.




8. Court/L aw Enforcement.—The patient was referred to thisfacility for outpatient or referenced
diagnostic services upon the direction of acourt of law, or upon the request of alaw enforcement
agency representative.

Determinethe proper source of admission code based on the patient’ sresponse and/or any other
information you may have available from your pre-registration records or scheduling data. Enter the
proper source of admission code in item 18 of Form HCFA-1450, also know as the UB-92.

If the patient was referred for services by a physician at:

o] Your hospital, enter codes 2 or 7,

o] Another hospital, enter code 4; or

o] Some other source, enter codes 1, 3, 5, 6, or 8, as appropriate.

BILLING PROCEDURES

Section

Computer Programs Used to Support Prospective Payment
Sysem 417
Medicare Code Editor (MCE 4171
Review of Hospital Admissions of Patients Who Have Elected Hospice Care 418
Focused Medical Review (FMR) 419
Swing-Bed Services 421
Sdf-Administered Drugs and Biologicals 422
Self-Administered Drug Administered in an Emergency Situation 422.1
Ora Cancer Drug 422.2
Sdf-Administered Antiemetic Drugs 422.3
Requirement That BillsBe Submitted In Sequencefor aContinuousInpatient Stay 423
Need to Reprocess I npatient Claims n Sequence 23.1

Billing for Medical and Other Health Services
Billing for Medical and Other Health Services 430
Use of HCFA-1450 to Bill for Part B Services Furnished to Inpatients 431
Disposition of Copiesof Completed Forms 431.1
Psychiatric Services Limitation - Expenses Incurred for Physicians' Services
Rendered inaRHC Setting 432
Psychiatric Services Limitation Computation for Provider Rural Health
Clinics 432.1
Ambulance Service Clams 433
HCPCS Reporting Requirement 433.1

All-Inclusive Rate for No-Charge Structure Hospital’ s Billing Procedures for
Part B Inpatient Ancillary Services 434



Pneumococcal Pneumonia, InfluenzaVirus, and Hepatitis B V accines

Billing for Clinical Diagnostic Laboratory Services Other Than to Inpatients
Screening Pap Smears

Clinical Laboratory Improvement Amendments(CLIA)

Billing for Enteral and Parenteral Nutritional Therapy Covered as a Prosthetic
Device

Billing for Immunosuppressive Drugs Furnished to Transplant Patients
EPOinHospital Outpatient Departments

Reporting Outpatient Surgery and Other Services

Outpatient Code Editor (OCE)

DME

Billing for Durable Medical Equipment (DME), Orthotic/Prosthetic Devices, and

Surgical Dressings

HCFA Common Procedure Coding System (HCPCS)

Use and Maintenance of CPT-4in HCPCS

Addition, Deletion, and Change of L ocal Codes

Useand Acceptance of HCPCS

HCPCSTraining

Reporting Outpatient Services Using HCFA Common Procedures Coding
System (HCPCS)

HCPCS Codes for Diagnostic Services and Medical Services
Non-Reportable HCPCS Codes

HCPCSfor Hospital Outpatient Radiology Services and Other
Diagnostic Procedures

Billing for Part B Outpatient Physical Therapy (OPT) Services

Billing for Part B Intermediary Outpatient Occupational Therapy (OT) Services
Other MR Considerations

Occupational Therapy Availability

Billing for Part B Outpatient Speech-L anguage Pathology (SLP) Services
Other MR Considerations

Reasonable Cost Reimbursement for CRNA or AA Services

Special Instructions for Billing Dysphagia

Billing for Mammography Screening

Billing for Hospital Outpatient Partial Hospitalization Services

Billing for Hospital Outpatient Services Furnished by Clinical

Social Workers (CSWs)

Mammaography Quality StandardsAct (MQSA)

Outpatient Observation Services

Section

435
437
437.1
437.2

438
439
439.1
440
440.1

441
442
442.1
442.2
442.3
442.5

442.6
442.7
442.8

443
444
445
445.1
445.2
446
446.1
449
450
451
452

453
454
455



Uniform Billing

Completion of Form HCFA-1450 for Inpatient and/or Outpatient Billing
Payment for Blood Clotting Factor Administered to Hemophilial npatients
Completion of Form HCFA-1450 by Provider RHCs

Form HCFA-1450 Consistency Edits

Electronic Media Clams Data

Submission of Electronic Media Claims Data (EMC)
Requirementsfor Submission of Machine Readable Data

File Specifications, Records Specifications, and Data Element
Definitionsfor Machine Readable Bills

Maintenance of National Formats

HCFA-1450

Section

460
460.1
461
462

463
463.1

463.2
463.3

Completion of Form HCFA-1450 for | npatient and Outpatient Billsfor Rural Primary

Care Hospital (RPCH)

Billing in Situations Where Medicare |s Secondary Payer

Consistency in Entering Other Insurer Nameon Bill
Services Are Reimbursable Under Workers Compensation

Services Are Reimbursable Under Automobile Medical or No-Fault Insurance,

or any Liability Insurance

465

468
469

470

Medicare Benefits are Secondary to Employer Group Health Plans When Individuals

Are Entitled to Benefits Solely on the Basis of ESRD

Billing in Medicare Secondary Payer Situations

Bill Preparation When Medicare I's Secondary Payer

Inpatient Hospital Bills (Other Than PPS

Outpatient Bills

Denialsand Conditional Paymentsin M SP Situations

How to Determine Current M edicare | nterim Payment Amount

Benefits Exhausted Situations When Medicareis Secondary Payer for
Reasonable Cost Hospitals

Bill Preparation for Hospitals on Prospective Payment When Medicare

is Secondary Payer

Deductible and/or Coinsurance Rates Applicableon MSP ClaimsWhen an
Inpatient Stay Spans Two Calendar Years

M SP Outpatient ClaimsInvolving Laboratory Charges Paid by Fee Schedule

471

472
472.1
472.2
472.3
473

474

475

476
477



Review Protocol for Medicare Secondary Payer Hospital Review

Section
Review Protocol. 480
Reviewing Hospital Files 480.1
Frequency of Reviews and Hospital Selection 480.2
M ethodol ogy for Review of Admission Procedures 480.3
Sdlection of Bill Sample 480.4
Methodology for Review of Hospital Billing Procedures 480.5
Review of Hospitals with On-Line Admissions 480.6
Intermediary Assessment of Hospital Review 480.7
Exhibits 480.8
Overpayments
Credit Balance Reporting Requirements - Generdl 484
Submitting the HCFA-838 484.1
Completing the HCFA-838 484.2
Payment of Amount Owed Medicare 484.3
Records Supporting HCFA-838 Data 484.4
Provider-Based Home Health Agencies (HHAS) 484.5
Exception for Low Utilization Providers 484.6
Compliance with M SP Regulations 484.7
Exhibit I-Medicare Credit Balance Report Certification
Exhibit 11-Medicare Credit Balance Report (Form HCFA-838)
Overpayments for Hospital Services 485
When aHospital IsNot Liable 486
Situationsin Which You AreLiable 486.1
Beneficiary Liability 487
Liability for Overpayments Discovered Subsequent to Third Calendar Year
After theY ear of Payment 488
Offsetting Part B Hospital Benefits Against Part A Overpayments 489
Emergency and Foreign Hospital Services
Services Rendered in Nonparticipating Providers 490
Establishing an Emergency 490.1
Qualifications of an Emergency Services Hospital 490.2
Claims From Hospital Leased L aboratories Not Meeting Conditions
of Participation 490.3
Coverage Requirementsfor Emergency Hospital Servicesin Canada
or Mexico 490.4
Services Furnished in a Foreign Hospital Nearest to
Beneficiary’s U.S. Residence 490.5

Coverage of Physician and Ambulance Services Furnished OutsideU.S 490.6
Claimsfor Services Furnished in Canadaand Mexico to QRRBs 490.7



Section

Nonemergency Part B Medical and Other Health Services 490.8
Canadian or Mexican Christian Science Services Clams 490.9
Elections to Bill for Services Rendered Nonparticipating Hospitals 490.10
Submitting Claims 490.11
Processing Claims 490.12
Accessibility Criteria 490.13
Medical Necessity 490.14
Documenting Medical Necessity 490.15
TimeLimitation on Claims 490.16
Appeals 490.17
Payment for Services Received in Nonparticipating Providers 491
Payment for Services of Canadian/Mexican Hospital 491.1
Designated Intermediaries 491.2
Designated Carriers 491.3
Form HCFA-1771 491.4
Exhibits 491.5

Billing for Physician Services

Elimination of Combined Billing and HCFA-1554 - October 1, 1983 495
Combined Billing for All-Inclusive Rate Hospitals and Teaching Hospitals 496
Billing for the Professional Component of Hospital-Based

Physicians Services 496.1
Use of HCFA-1490 or HCFA-1500 496.2
Completion of the HCFA-1490 and HCFA-1500 496.3
Limitations on Reassi gnment 496.4
Payment to Employer of Physician 496.5
Payment to Facility in Which Services Are Performed 496.6
Establishing That A Hospital Qualifiesto Receive Part B Payment 496.7
Request for Additional Medical Information 497

|npatient Part A .—Enter the UPIN and name of the attending/referring physician. For hospital
services, use the Uniform Hospital Discharge Data Set definition for attending physician. Thisisthe
clinician primarily responsible for the care of the patient from the beginning of the hospital episode.
For SNF services, the attending physician is the practitioner who certifies the SNF plan of care. Enter
the UPIN inthefirst six positions, followed by two spaces, the physician’ slast name, one space, first
name, one space, and middleinitial.

Outpatient and Other Part B.—Enter the UPIN of the physician that requested the surgery, therapy,
diagnostic tests, or other servicesin thefirst six positions followed by two spaces, the physician’s last
name, one space, first name, one space, and middle initial. If the patient is self-referred (e.g.,
emergency room or clinic visit), enter SLFOO0O in the first six positions, and show no name.




Claims Where Physician Not Assigned aUPIN.—Not all physiciansare assigned UPINs. Wherethe
physicianisanintern or resident, the number assignment may not be complete. Also, numbersarenot
assigned to physicianswho limit their practice to the Public Health Service, Department of Veterans

Affairs, or Indian Health Services. Usethe following UPINSsto report these physicians:

- INTOQO for each intern

- RESO000 for each resident

- PHS000 for Public Health Service physicians, including Indian Health Services
- VADOQOO for Department of Veterans Affairsphysicians

- RETOOO for retired physicians

- SLFOQO for providersto report that the patient is self-referred

- OTHOOO for al other unspecified entities not included above

If more than onereferring physicianisinvolved, enter the UPIN of the physician requesting the service
with the highest charge.

If referrals originate from physician-directed facilities (e.g., rura health clinics), enter the UPIN of the
physician responsible for supervising the practitioner that provided the medical careto the patient.

FL 83. Other PhysicianID.

Inpatient Part A Hospital and RPCH.—Required if aprocedureisperformed. Enter the UPIN and
name of the physician or practitioner who performed the principal procedure. If thereisno principal
procedure, enter the UPIN and name of the physician or practitioner who performed the surgical
procedure most closely related to the principal diagnosis. If no procedure is performed, leave this
item blank. See FL 82 (inpatient) for specifications.

Outpatient Hospital and RPCH.—Required where the HCPCS code reported is subject to the
ambulatory surgical center (ASC) payment limitation, or areported HCPCS codeison thelist of
codesthe PRO furnishesthat requiresapproval. Enter the UPIN and name of the operating physician.

FL 84. Remarks
Not Required.

FL 85. Provider Representative Signature.
Not Required.

FL 86. Date.
Not Required.

468. CONSISTENCY INENTERING OTHER INSURER NAME ON BILL

In order to identify and bill other insurers properly, it is essential that FL 50 of the HCFA-1450, also
known asthe UB-92, contain the payer’ s name and be accurately completed to reflect the full name of
theresponsible party. Vague referencesto insurers are unacceptable. The Common Working Filewill
no longer recognize the following entries under payer name:



o

o

HCFA,

M edicare (when entered with nothing following);

None;

No (followed by a space or low vaues);

N/A;

N/A (followed by a space or low values);

Unknown;

UNK;

Attorney;

Insurer;

Supplement, Supplemental;

BC, BX, BCBX, BS, Blue Cross, or Blue Shield with no other characters following;
Any entry containing lessthan two characters,
Commercia (when entered with nothing following); and

Miscellaneous (or Misc).

FL 50 must contain the entire name of the other insurer. Without thisinformation, abill cannot be
properly filed. For example, do not enter “Blue Cross’ if the insurer’ snameis*Blue Cross and Blue
Shield of Texas.” If your computer system’ srecord length for thisfield does not accommodate the
entire insurer name, use an appropriate abbreviation, e.g., BCBSTX, which will allow proper
identification of the payer’ sname.

If the beneficiary suppliesthisinformation during the admission process, be sure to make an accurate
notation of the other payer’ sidentification at that time, and check theinsurer’ sidentification against
the insurance card when it is presented. All aspects of claim devel opment, including providing
accurate insurer or other payer identification, are important and are required by your provider
agreement.



Review Protocol for Medicare Secondary Payer Hospital Review

480. REVIEW PROTOCOL
Medicare is secondary payer for hospital and medical servicesfor:

o Clamsinvolving Medicare beneficiaries age 65 or older who are insured by GHP coverage based
upon their own current employment with an employer that has 20 or more employees, or that of their
spouse’' sof any age, or the beneficiary is covered by amultiple employer, or multi-employer, group
health plan by virtue of hisor her, or aspouses, current employment status and the GHP covers at |least
one employer with 20 or more employees (see §263);

o Claimsinvolving beneficiaries eligible for or entitled to Medicare on the basis of ESRD (during a
period of 30 months) except where an aged or disabled beneficiary had GHP or LGHP coverage
which was already secondary to Medicare at the time ESRD occurred,;

o Claimsinvolving automobile or non-automobile liability or no-fault insurance (see 8262);

o Claimsinvolving government programs, e.g., Workers Compensation (WC), servicesauthorized
and paid for by the Department of Veterans Affairs(DVA), or Black Lung (BL)
benefits; and

o Claimsinvolving Medicare beneficiaries under age 65 who are entitled to Medicare on the basis of
disability and are covered by alarge group health plan (plans of employers or employee organizations
with at least one participating employer that employs 100 or more employees) based upon hisor her
own current employment status or the current employment statusof afamily member.

The following sections provide a methodology for your intermediary’ sreview of your MSP policies
and practices to ensure that hospital procedures comply with the law. Specifically, your intermediary
will review your admission and bill processing procedures.

480.1 Reviewing Hospital Files—Provide your intermediary with complete files on all
beneficiaries represented in the bills selected for review. (See 8480.4 concerning sample selection.)
For purposes of this review, acomplete file should contain:

0 A copy of the completed UB-92, also known asthe HCFA-1450, or itsfacsimile;

0 A copy of the admission questionnaire (the beneficiary’ s signature on the questionnaireis not
required). If you use an on-line query process, screen prints reflecting responses to admission
guestions should be retained in the file (see §480.3B); and,

0 Beneficiary’ s Explanation of Benefits (EOB) form for all secondary claims.
480.2 Frequency of Reviews and Hospital Selection.—The intermediary will conduct areview of 10

percent of the hospitals for which it has Medicare claims processing responsibility. Special attention
may be given to hospitals which:




o Fail to develop MSP claims properly;
o Fail to submit “no payment” bills; and

0 Do not submit automobile accident cases - even if they have shock traumaunits specializingin
emergency admissions.

480.3 Methodology For Review of Admission Procedures.—

A. Entrance|nterview.—Y our intermediary will conduct an entrance interview with your admissions
staff (including inpatient, outpatient, and emergency) to determine whether the hospital has established
(2) policies concerning identifying other payers, and (2) a system in which such policies are carried
out in practice. During the interview, the reviewer will request a descriptive walk-through of your
admissions process and/or may elect to observe an admission in progress.

B. Review of Hospital Admission Questionnaire—The reviewer may exercise discretion in deciding
whether to review hard copy questionnaires or on-line responses, or both. Screen prints are required
for the billing procedures component of the review. (See 8480.5.) The reviewer will determine
whether your admissions questionnaire complies with the mandatory questionsfound at 301.

480.4 Selection of Bill Sample.—The sample period shall be determined by selecting the sample
from one month of your bill submissions. Your intermediary will notify you in advance of the month’s
clamsto be reviewed. For example, if the review will examine December bills, the intermediary
will notify you not later than November 30 to permit you to segregate Medicare patient billsin
advance. Therefore, your intermediary isnot required to perform the review during the same month as
the month of billsselected. Provide one month’shillsto your intermediary, which selects the bill
sample.

Thebill universe shall consist of Medicare inpatient, outpatient, and subunit claims for which a
primary or secondary Medicare payment was made. The Intermediary will select the bill sample
using the following criteria

o] At least 2/3 of the sample should consist of inpatient bills, the remaining 1/3 should consist of

outpatient bills;

o] The sample must contain amaximum of 60 billsand aminimum of 20 bills;

o] Medicare no-pay billsare to be included in the samplein order to examine the ratio of no-pay
billssubmitted; and

0] The sampleisto include amixture of bill typesfrom your bill universe. Accordingly, if you do
not submit ESRD hills, for example, then the reviewer is not required to review that particular
bill type.

480.5 Methodology for Review of Hospital Billing Procedures.—

A. Entrance I nterview.—The intermediary shall conduct an entrance interview with your billing staff
todetermine whether you have established (1) policies concerning billing other payers; and (2) a
system in which such policies are carried out in practice. Provide your reviewer with a descriptive




walk-through of the billing process.

B. Comparing Completed Admissions Questionnaire with Bills.—Provide the reviewer with
completed inpatient and ER admission questionnaires (or screen printsfor hospitalsusing on-line
admission query systems) for each Medicare beneficiary included in the bill sample. (See §8480.4
concerning selection of thesample.) You must retain the completed questionnaire onfilefor 10 years
in accordance with DOJ srecord retention requirements. It isnot necessary that the completed
guestionnaire be signed by the beneficiary.

For review purposes, on-line users be prepared to produce, upon the reviewer’ s request, screen prints
which reflect the responses that are obtained from the beneficiary. On-line users are required to retain
positive and negative responses to the questionnaire for 10 years, in accordance with DOJ srecord
retention requirements, after the date of service. Therefore, do not purge on-line data before then.

Your intermediary determineswhether the information solicited through the admission questionnaire,
or on-line admission query procedures, matchesthe bill.

C. Review of the HCFA 1450 Form.—Provide the reviewer with the HCFA-1450 for each case
involving other payers. The reviewer determines whether the amount billed to Medicare is accurate
and recordsthisdata on Exhibit 2. Your intermediary reviews the HCFA-1450 to determine whether
the proper M SP value, occurrence, and condition codes are reflected on the bill, given the information
you solicited during the admission process. (See 8460 for detailed definitions of these codes.

M SPhilling procedures are found at §8472-477.)

480.6 Review of HospitalsWith On-line Admissions.—Although hospital sthat solicit admissions
datathrough an on-line process are not required to retain hard copies of admissions questionnaires,
you must utilize aspecific set of admission questionswhich seek the appropriate M SPinformation. |1f
you are an on-line hospital, you must demonstrate that responsesto admission questions have been
asked, areretained, and match theinformation shownonthebill. Your intermediary should notify you
in advance of any screen printsthat are needed for the review.

480.7 Intermediary Assessment of Hospital Review.— Y our intermediary isto prepare an assessment
form (Exhibit 1) for each hospital reviewed. The form should include records selection criteria, the
intermediary’ sfindings, and suggested recommendations, if appropriate, aswell asalist of the bills
reviewed (Appendix A-1). The assessment also includes any discrepancies between your MSP
policies and practices, aswell as any innovations that you have devised to determine third party payer
resources. Itisyour intermediary’ sresponsibility to send acopy of the assessment to the regional
office.

You will be sent acopy of the assessment form, which will indicate whether any follow-up actionis
needed. If follow-up action is necessary, your intermediary will follow-up every 30 days until you
have taken the appropriate corrective action and will report any continued problems after three
monthsto the RO M SP Coordinator.

480.8 Exhibits—

Exhibit 1 Assessment Form for MSP Hospital Review



Exhibit 2 Survey of Bills Reviewed
EXHIBIT 1

Contractor Nameand No.:

ASSESSMENT OF MEDICARE SECONDARY PAYERHOSPITAL REVIEW

1. Name of hospital reviewed:

2. Number of cases reviewed:

3. Period of review (month/year):

4, Selection criteria used to determine why hospital was selected for review 480.2 Hospital
Manual.

5. Describe findings in accordance with review protocol standards found at 480.
6. Recommendations
cc: HCFA Regional Office, M SP Coordinator
Hospital Reviewed
Attachment: Survey of billsreviewed
Rev. 723 4-709

480.8 (Cont.) BILLINGPROCEDURES  12-97
EXHIBIT 2

SURVEY OF BILLSREVIEWED



