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Module 16: How to Read A 
Medical File 



Objectives 

At the completion of this lesson, you will be able to: 

► Understand the general principles of medical record 
documentation and organization; 

► Identify sections of the medical record file; and 

► Describe the "how to" steps to find OM HA relevant 
information in a medical file. 
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Objective 1: 

Understand the general principles of 
me:dical record documentation and 

organization 
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What is a Medical Record? 

► Documents the individual's health history, 
status, and prognosis 

► Provides evidence that items/services were 
rendered as billed 
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Documentation Standards c1-4) 

42 C.F.R. § 482.24(c) 

Provides that as a condition of participation in 
Medicare, participating hospitals must maintain 
a medical record of every individual evaluated 
or treated in the hospital. 
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Documentation Standards c2-4) 

42 C.F.R. § 482.24(c)- The medical record 
must contain information to justify admission 
and continued hospitalization, support the 
diagnosis, and describe the patient's progress 
and response. 



Documentation Standards (3-4) 

Documentation for each encounter should include: 

+Reason for the encounter and relevant history, 
physician examination findings, prior test results; 

+Assessment or clinical impression of patient's 
presenting healthcare issue (e.g., current 
medications); 
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Documentation Standards (4-4) 

Documentation for each encounter should include: 

+Proposed diagnosis; 

+Plan of care; and 

+Date and legible identity of the caregiver 



Objective 2: 

Identify sections of the medical record file 
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Components of A Record ci-4) 

► Admission Note or Face Sheet 

► ER Records 

► History and Physical 
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Components of A Record c2-4) 

► Physician Progress Notes 

► Consultation Reports 

► Medication Record 



Components of A Record (3-4) 

► Nursing Admission and Notes 

► Care Plan 

► Diagnostic Test Results 
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Components of A Record (4-4) 

► Physician Orders 

► Operative Report 

► Therapy Notes 

► Discharge Summary 



Admission Nursing Record - Example 

Resident Name: ._________J-_ Admission Date: !L / fO fro . TIME: /2..:£:(Lci,.. 
l /- • 'rt. 

Arrived via: 0 Ambulatory. !hi Streid;er O Wheel Chair 

Admitted from: ~ Hospital _O H.~me D Nu~-sing Home D Emergency-~o_om D Other _______ 

VITAL SIGNS: r 9<a8 P ffiJ2.. R Z.t~ BP (R)___{L)~ P- Height__Weight.___ 

ADMITTING DX _____________________________ 

Patient/resident stated reason tor admission: _______________________ 

• ALLERGIES: (include food, drugs, tape, soap, etc.,) _____________________ 

COMMUNICATION: Language: t,B- English O Other:~------------------­
PROSTHESIS: ~ Dentures O Contact lenses O Eye O Walke,r . D Glasses D Hearing Aid 

0 Limb O Cane D Crutches D Other _________________ 

•PATIENT HAS VALUABLESiPROPERTY: 0 Yes ~ Disr,ositon: 0 Horne with family O At bedside (see belorl'.jrgs Est) 

IDENTIFICATION BAND: -q_Yes O No 

ORIENTATION ro FACILITY ENVIRONMENT: 

VerbalizesfDernonstrates use ot:'¢ Nursing call bell D 3ed contr~ls O Side_rails 'f/J.. TV O Telephone D Unable 
Comments:.__________.--_______________________ 

LIFESTYLE.: D Current smoker L Non smoker D Alcohol/Drug use (daiiy amount} _________ 



History and Physical - Example 

ADMlSSJON HISTORY AND PHYSICAL 

Patient's Nnme: 
I>1t t.c of Birth; j.--(b-)(6_) _ ___, 

Medical Record -Ii~ J 

Date of Ad.miss-ion: 
Date of Examination: 6/6/_0_8 
Attending Physician• 
Referring Ph)·sid an: 

HISTORY OF PRESENT....ll.1 .NRSS: This is a pleasant 83-vear~old_who11acLbjla1eral 
total knee replacements by >n 06103108 at , 

She actuaHy had had an inc!·c::cfsmg problem witl1 paiu over me-1asr 1,ew monc.t-is, m,ore 
numbness in her feet She had had a workttp with an MRI thac show_ed bilateral 
degenerative joint disease and she was not doing well. She lives i11 -----~- fmable to 
get around as we11, could not walk much and so she was admitted for surgery and has 
been slow to recovery, particularly with bilateral knees. There are HO other- spe:ific 
medical problems. 

PAST J\1ED1CAL HISTORY; Sigmfican1 for ost~arth.ntis. 
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History and Physical - Example (Can't) 

Al.rLERGIES~ Norn::. 

C(JRRENT MEDICATl 1ONS: 
L Iron 325 li'lll g t\;vice a day. 
2. Pepcid 40 mg a day. 
3. Co.lace IOQ n1g b .i.d. 
4. Risedranate 35 n1·g q. week. 
5. VHanriin C 500 1ng 2J dny. 
6. Mul'tjvj,tamins. 
7. Calci'un, 5,QO ilng; dafly. 
S. Senna. 
9. Anillhie11 5 n1g c..lai ly. 
10. Zofran. 
1 l.- Vicodiu for pain. 

S-OCJAL l-llSTORY: Reth~~ bank lfil,Jetwl)<'-> li:v,;.s_aJone. Nonsn1ot(er, nondrinker. ls 
going ·t,o be i11 the hoJne vHl take c~re ofher ~,hen she1 ~ 
goes ho·r11e. 

FAMILY HlSTOR\•': Unretuark-abie. 
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History and Physical Example (Can't) 

REVlE-'"'. OF S YSTEMS: Denies auy headaches or vision troL·~bles. She does J1ave 
some increased pain when she \•.,alks,. bur otherv,ris.e jorints are no ( loo bad_ No ches:1 pa1n, 
sho~.iness o.f'b,reath, Cliatts:ea, ,;1ornitiug. Does ha:ve sorne col1stipa.rion since surgery on 
05/03/0S. No urj ne t,roub}e-s. N -o burning. SJlov.cl' to move <fTOun-d, bu~ is able to wa]k ·wjth 
a ·waMcer. No allergy ~rouh'-es, psyc:)1i21tdc tJfoubles, 1:mdDcrine :abnrn1l1al1ry., heina.to~ogk:. 
dl f:Bculhe.s. 

. • •_t. - • • 

PHYSICAL EXAMINATION: 
VITAL SIGNS: Biood pressm·e is a12/68. 
HE.ENT~ Extra.o::::u lnr n1c:,.v ,e1J"f11ents intac.L Pupils equal and reactj ve tu ligh.L Mouth. is 
nom1-1al. 
NECK: S1.1pple. No carotid b'ndts, No enlarged th)'1.·oid. 
CJ-!__E-ST: Clear. 
HEART~ Regular rate. atid rhytbrr!. without anunnt.ff or gallop. 
JJ...BDOMEN: Soft, ililOUtender '\.\'ith no enPai-ged hver. sp~ecn or· k jdney.s 
EXTREMITIES.:- D.o!:":s have b~Jateral .knee fr:icisjons Hrnt are healing, a ,n d l + ed ::;ina 
Pulses are pre.sen11 2+. 

LABOR.I\TORY DATA: She weni from a he1~11oglok,j11 of 12.4 down to 8.4 
postoperative_ 

AS:SESS~1.EN~r: 
BiJat~ra.l ki11ee surgery. Will c losely n11011itor for fo llowup with anentia., She is going to 
have he.- Co1Lrn~1din adjustecj accordingly. She v.~iU i11m"eas-e actfvsty, beg.in OT!PT 
consldt, and have for reh:abil'itat~o.n ev&lua.ticn1. 
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Physician Progress Notes - Example 
. 

OAT 
/J£41/!.~,A~ ;Jr~-

(of -
f .Jo/(/ 81k.r.r ,J:_ .,;{_ C,,./.::T' L,__.,-i._..._ ,;i.,,~ A--·/!.:,.-· .. - -~ ~~"-C.·f' o_r #>-',( 

, u 
);'::J /,)vlvf:~ ('~ ~ . -I;- "-e. .e-~ ,-- s )u-e. ~~ .Su.> .- • -
r.:,./.; Irr -~-- ~ - ~ -~ ;,1-¢/- '7f. ~ ~~ 

~/·-~ - JI. 
V -~--~~ ~z.;.71+ 

~ ~-I\ 

u V 

I--.. ~ .... ./,.~, 
• I 

Jl7VJ h.,.- O!:~ . 
~4-•- - - -·- • 

.A/£. 
A~~Aq ,___ 

~~ !l" r¥
I-

_fl-< - // • .J.. A ~---~ ~ 
- .. -- -.., ,v r J ~ r-

llrj~ 
~ y- ,.,-~J2,..,ff" .l!Yh t"~·e:-- . 

-
Cfi "" r'f'litfr . -II JJ .• -- I 
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Physician Progress Notes ccon't) 

f'l-< - ~~1.~ _L----- R of S - Review of Systems 
/lvji ( /'~ .t/J.li,-. tt,{J•i ~i :r 

VS - Vital Signs 112/68
~ 

" 
,-I 'lft ~~ .

o/S 
/.1 /wzytff- - Neck without nodes 
,/4¼,,£- ,-/~;~ ~ 

Chest Clear 
~rp--~ 

Cc;. -~ ---
. 

????--. . 
' ----- ~ ./ 

N '-: -;,- -
~ Abd (Abdomen) benign 

~ ... 1-t,.., ~. -
~ Knees - bilateral (2) incisionsI/.,1/J::,,..__.p7- ..... 

- Neuro OKI 
5/(I j (M~ft.ue> : S/P - Status Post Bilat knee ~ I 

...., ..'I{ ~ ., Admit 
-tr~ I 
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Physician Progress Notes ccon't) 

1~~ ll~-- ·~~ 

I 

>4 

OJ; 

w~ .. 'i~~ 

ftf fHlf o 
,.....~ ----

C-/,J 

I 

--

J(;:r 

~~}t,, 
_(fj &u b-fpL - - - -.-- --- ·- - - -

~ --
Aft, 'j _,;p_ ®rrtt___ . - -

MT.,J 

I /riJ!. ltl0 (f ~1:5c.-- ft~r 
I 

S = Well - Some ??? -
No C/O (complaints) 

0 = 170/80, Reg, clear, 
soft, (B) Knee 
bandages 

A&P = S/P B TKR HTN 

Add Norvasc 5 mg 
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Progress Notes - Example 

619108 

S: I see in follovlup. She is do1ng reasonably well. Knee incisions al'c 
clean. Pah, cm1Lrol ar,pears- Lo be slighHy in1proved. GI upset is better. She is 
haviug bowel rnove1ne;1ts. RJood pressure co1HroJ has tinprov.ed, 

0: COR: ReBtllar rate and rhyth1n. LUNGS. There are coarse bre.alb sounds. 
• lder. EXTREMJT:ES: Negative 

o1ubh~!~ g~ cyairnosj 3 or ~Lo111ansi - , intact. There is no regional 
yr11p ,a enopa 1y. c1n 111 egr1 y 

A/P: 
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Progress Notes - Example ccon't) 

DAILY ROUNDS 

6/10/08 

S: I see- 11n ioUO"'Up. BJood pres Oyspepsj fJ is i~l-1pi--oveo L 

__....,.,l,jl,lpli,l,J;Jllirron Jla~ resolved. She is c,on1plai11h1g o • nee p.aln, . as una e to ta ce 
Ox)' JR.. l more frequently due to the Tylenol component and J will change lier to 

0: COR: Regular raLe and rhyth111. LUNGS: There are coarse breath sounds. 
ABDOMEN: Active bowel sounds, nontender. E:XTREMfTIES: Negative 
cl ubbingJ cyanosi s or Hotna.ns'. 

A/P: AE above. Biood pJ·r..s.sul'e is i1nproved. Repeat BMP pending, Making good 
i1nprovernent Still very lin1rted ambulation but ra11g~ of1notion is 1lJarkedly 
better_ 
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Progress Notes - Example ccon't) 

DAILY ROUNDS 

6/11 /08 

S: I sec, 1 followup. Knee range of motion is improving. Pain control 
appears to be adequate. Edema is reasonab r y controlled'. Hemoglobin and 
hematocrit are stable. She is yet lo lrial auy elevations. I have explained to her 
that this is obviously a critical issue with discharge to the cotnmunity as she has 
10 stairs to access even the home she is choosing to go to which is more 
accessjble. Blood pressure is adequately controJJed. Obstipation has reso]ved. 

0: COR: Rcgula1 rate and rhytlun. LUNGS: 
sounds, nontender. 

Clear. ABDOMEN: Active bowel 

A/P . No:1e given. 



________ _ 

Physician's Orders - Example 

. N> PHYSICIAN'S ORJ)ERS/RATIONAL.E (IF/AS lNDICATED) AND SIGNATURE: 
DAT&: TIME: COPY NOTW f/9 

SENT• BY: HEIGHT: 51() '\ WEIGHT: {~ !__.t..j ~ ROOM:_ / lFli.--- - -4----..+-
. ADMITT 
C/0: DR: 
DIAGNos....._,..,..__,Th'...,yl: 

• • 

ALLERGIES 
-----

. N"l(Jr 
I . _ ' - -----

D ~QS 'n)l~'..J 

SJ . NATURE BELOW CERTIFrns THAT ~tD HAS REVIEWED THIS PATIENT'S 
MEDICATION HISTORY. 

- --+· -~i---------~ 

L..-----------4---.---+----+-----',..__ 
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Physician's Orders ccon't) 

1---~-~- -i-~ ------· _Coil_.~ ~....:.-'~).~ f'1 J3,Lt,:>;;;:::,.___~------

1------4---4---+--\·_·'+-----iR-se~ ?,c1:V;;;; 35"r::::, (l~1 d.=:i;2 - t,....r= s:,. .d.7 

'· \/'; -: C~ ~ ,'\c..t., cuJ.L, 
J 
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Discharge Summary ci -4) 

► One of the most important documents in the 
medical record 

► Should provide an overview of the 
hospitalization (e.g., Inpatient, SNF, IRF) 
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Discharge Summary c2-4) 

► Attending physician must complete the 
discharge summary within 30 days of 
discharge 
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Discharge Summary (3-4) 

► Includes: 

+A description of patient's course in the 
hospital or facility 

+Any procedures and treatments 

+Medications 



Discharge Summary (4-4) 

► Includes: 

+Complications and comorbidity 

+Discharge plan 

+Patient status at the time of discharge 
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Discharge Summary - Example 
Report Date & Time'. 10Nov10 9: 23 ai--rt 

Discharge SummaryReport Name ------------ -------------------------------------------------

DlSC~-~GE DIAGNOSIS: 

Acute Shortness of 9reath 
Congestive Heart Failure/ Mitral valve Replace:nent/ Non Ischemi c 
CardiotiJYopatby w~tb Ejection fraction of 15%. Chro~ic htrial 
Fibrillation ;;.nd Status ?ost AE~.:D Flac~~e::it. 
Non ~nsuli~ Dependent Dia.be~es Mellitus 
s~atus Pas~ CVA anc <_________> 
Peripheral vascular Disease, Status Pos~ Left Belo~ Knee Amputation 
Chronic o~structive P-~~onacy Dise~se 
G~ 
Depre.ss ::i.ou 
~ISCHARGE SOJr~~-Y: 
:HISTORY OF PRB5El77 ILLNESS: 

M.:r. is a 59 yea::- old black male who !las beer:. living io a lo:o.g 
-t??.rm care facility and "1'as brougl:::.t in because ct shor.:~ess o:: breath. 
·-.-:-:::e v-.ras doing fairly well ..m.til the day of admission wheu it -..as1 

realized t.hat. he has :>eeu having o.iarrhea about. 5 to 6 t.imes a day for 
6out : O days er sc an::'l -:be ::bo-.Jght was he was dehydrated and the 
blood press=e was low at. the time a:ld so h~ was sent to i:ce Emergency 
Pepart:.ment . Wo~ be "''as see::. b.e ;lac a blood press'.l::--e of 9 D / 6 o. Hea...yt 
:::-2.t.e i,.,-a_s 12 O. Pcise ox was ~8\ on two liters cf cr_.rge.rr. He di.a not 
look we:!.l a,: ti::J.e ti.me and toDg-u.e -..ias ~i =d he ~c. cO!Dplain o:f. 
diarrhea at the t:.JTie. Heare - S1, S2 !leard. No u:ru.rmurs. l'..'::lcome.n 
-as soft, non te.r:.der. Er.:.ren'~ties - no cllibb~g, C"[a.D.Osis. '7uere ~-as 
a left below bee a...iputa~ion. Se ~as ori=.ted ar.d ~_________>. 

Ee cid =.z.ve dysart~ia making i ': c.i.::fic:-ult. to ~e:::-s.:.a.:ld hiz. =2.irly 

well. 
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Discharge Summary ccon't) 

T.?....BO~.'::'O~Y D~~':'J..: s·-,owed a ,..,Lte cell co·..::it o: 5~9. a~-rnoslob:.ZL of 
11.3. berratocrit of 3~.3. FJate:ets 8~. BON ~,as 23 and creat~~ioe 

sodiu..""t was l-'-? _ n.;RPotassium was 5.8.wa.s 1.2. Glucose was 125. 
:.i?I" s were vwithin ncrr...a.:. limits. 

"iA-"aS j_. 4 . 31~ a~ t.b.is ti.me was 652. 

Cb.es': x-ra.y sb.owe1 cardio:negaly and st.ac·.1s pos~ open he.a.re surgery. 
Mitra: valve repl~ceme..~t, moderate CHF. EKG s~owed <______~__> 

100 bea~s per mi3ute. No acute c~anges was see-=i. It was thought at 
t:ie time ~at be ·,,r~s detydrated seco:i.c.a.ry to diarr:iea and so 'te \..-a~ 
~tarted Oj some oo::-r.-.al saline at a verf ge12tle rate of abo~t 60 ml per 
h01.1r and his labs weTe do~e the Je.Xt day again and he was continued on 
;us Januvia bl.lt we d:1.d withhold all his ca.=d.iac medications for the 

,:·•: ) ...1"i'ie bei..'rlg, <_~_______> Warfa..ri:l. rie wa.s admitted because be 
:-~;}1.s so p'!:'ecario-.is witb. severe coronart c...rt..ery disease, C:-iF. 3e was 

2-2 w~:ch is a coogestive hear~ failureadmit~ec tc ~he 2~d f l ocr, 

https://p'!:'ecario-.is
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Discharge Summary ccon't) 

next day and Dr. thought Mr.saw him t.b.e 
and so he was s~arted again on rv Lasix 40was agaio in failure 

was maintained ~.nd it wasmg ~~ice a day and his 
His cardiac medicatioru; were againmade sure that he also i.roproved. 

restarted a::id because<________ _ > ~e was put on Heparin for t.l:e 

time beJ,.,g. 

u.:id.er thls t:::-eat...-nent Mr. ; st.arLea. perking up and hls sb.crtness 
of breath has gotte..~ be~ter. He feels :rr,~ch better now and during his 
scay he has bee.:l quite asymptomatic otherwise. Yesterday we were 
going t.o d..:.scharge him when he had a bout of V ~ach on the mon.i tor and 
this showed a bou~ of about 13 beats of Vt.acb and so ~e -....-as kept. for 
one more day and today D~- ques~ioned <_________> of 
his .h.SCD and lower the thresh.old fo~ his ASc::J. This continues much 
better, be is being di.sc~arged back LO tbe Co:mrr.unity. His last labs 

___,-l').ow a INR of 2. 5. BUl~ was about 25 and c:-eatinine was 1. 3. INR is 
~-· 5. Ee.-noglobin 10. ;:1 1 hematocrit 34.1 and platelets are 84. Be is 
bei.Ilg sent back to a ~ursing home with a request fer a BMl? and Th"i<. on 
ne..xt Monday. To see D::. in about two wee.ks "ti.Jne a:nd of 

irnporta.::i~ to mai~tain his Th""R. at least abo~t 2 , be~weencourse it. is 
has been put back on his med.icatio=-s as the threshold of2 and 3. ='.e 

t.be A..I·:D has :>ee.=i :?:"educed a:: t.his ~i.me, we would like ':o }:ee;, tb.e 
Co~eg tc be a little higher. Cores. l::.as ~een increased to 25 mg t~ice 
a day, ~cpefully ~i.:-. T~o!llE!.E will tolera~e t':J.a.t. Lisi..oopril is bei.Dg 
-~·i~!::.bel d =~r -:.be time :-ie:..ns and also the Losaztan :::1c.s beer:. reduced to 
40 :rig ~ ~y . · E~s c.iiabetes has been ".XJ.der control. 
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Discharge Summary ccon't) 

~rec- 2 C m= o:.:.e .., -

'J"!:";e me-=-icat::..oz:.s =i.e is goi::1g to be d.i~cha..:-ged o::i. : 

t:.ablet twice a. day 
one ~ablet p.o. q am c____? Losartaj just 

above? > 
7.rsix -----~D m o~e tablet p.o. t~ice a day 
wa.::::-f a.=' r 2. 7 ng one tab:e p .o. q: d 
Ol:l;?razcie 20 m~ o~e tablet p.o. q d 
?otassium ch.l~ride 
K !r-..i.r 20 mg p.o. twice a day after food. 
Zolof-: 100 mi one table':. p.o. q a n 
Januvia 4C mg one table: p.o. q am 
Di gcx::....::i. .125 mg p.o. q d 
Asp~rin 81 ng p.o. q d 

•·. 
:~-. ; mee."::o:ned :before t..is :1~ ud bas::..c met~cli:: pa:l.el to be done o=. 

M0:'l:'.:.ay an<l "d:l.l f cl. lo"W up. 

https://M0:'l:'.:.ay
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Ambulance Run Report - Example 

Signs I 5,'ITlptoms O Blood,- Stool O Diarrhea 
0 Breartllng D1rfieuffV O Diuiness. 

□ l\boomlnal Pain □ C,Drdiac /lll'feSI □ Ear Pam
0 Back F>a;;n □ Chest Pain D Eye P11m 
□ Bleeding

i 
Cl Chok.ir1g D fevef/1-+fpenherrma 

- □ •-r ""''Cwo"1 ..... ,,,.,. 0 Nooe , 
T Dooo 10 .... .., -- ... .. ♦k - •• -.,. • - •• - -- •• "f - • - - -, 

R ' 
Y 1--------· ______ _ __nose _ 

Pre..fxistiflg Medical Colld1tlon - Mtdlcal 
0 Asthma O CVA / llA 0 HypotenslOfl
D Bk!edlng 01sOO't.la1s O O,ab1>le;; 0 Seizures I Conwlsioos 
0 Cancer __.,....,,. D Gastr'olntesurml 0 1uberculoSIS 
0 Ctll'onic REinal Failure □ Heaclaches 
D Cl'lronk Resp. Fallur@ 'O Hepatiii s 

a Headactie 0 Paral\'Si's o Svncope □ Weakness 
0 Hypertension D Palpitations 0 l raorna c.J UnknO\"'l 
□ Hypotliem11;i □ Pr&goan:;y I Childlli«tl 0 Unresp, I Ur,conscio11s O 0lh@1 ____ _ 
□ Na.us&.a 0 Resp1r01o,y l\rres1 0 Vaginal 81ee:fmg O None 
O Numbness 0 SeiZ1J1es I C◊n~ulslQM. ovom,nng 

- - - - .. -- - - ~8 

: 

- - Oo&e - -

last Oral 
lnt.-<e 

' 
Dose '"M~ nwA. 

c.uotac . other 
D Angina O Myocardial lnrr.rct1on iO Uave:o-pmen!al Delay I MR O 0th.er_ 
D A..'Thylhmi-a O C11rd1ac Su19e1'1 jD Ps•)'ctliatnc O Morie 
D Conger.ital . D Substance Abuse 
D Co,,oesfivc Heart Fartu1e tD frac~9temy
0 ttyper1eo~ion i 

Vitals OwA Mental Status.1Benavior Breath Sounds 

I R Clear l 
R Wt:t L 
R Decreased L 
~ \r'Jheeze L 
({ l1bsMt L 

Time (Onset) 
oO-15Min 
□ t5-ti0Min 
□ 1.1? Hr 

Q 12-2.t Ill 
Q0toor:_. _ 

n ...,... 
~- CPR Pravider. 0 Bysla.rlder O fi•Gl Re::ponder Unlt O EMS Unh O U11k11 Der.I, P,ovlder O PAD O Firsl Resp~ni.Je1 Ur'III _ _ _ _ 0 EMS IJmt _ ___ 

RI CPR Slarl ·nme o,~cont,nue Wctne~5ed Ane~c D Yt!s O I-lo nrne 
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Ambulance Run Report Exampie (Can't) 

I ' 
Pt1y$ltal £)(amtna6on /' ~ g,~~ □,v,. Glasgp~ Corna Scale 

p 
~'Q ~~I /2- A. l:ye Oper11ng Soene Enroute 

H ,<,.~111 \t' \r,;, ~ -

( 
Sfl<)Otarieous ,4 ,4 

y ~\.o 11.. \{\. ,J;-0 , ~#_,~,,_e ~ Tovoioe 3 3 Time s 11\jll,Y I Pain lO-..":.'.lliOI\ 9.1>~ ~~~ <;sf-' 0""' '-if ~..}tl 4>-t- <c~~ / lopain 2 2 
I Nf>ne 1 , 
C Head, Face I 8, Verbal R-e-5POOse ~--
A • 
L Hcc:t Oriented 5 5 - - Confused 4 4 

E Cnesl I AxiUii loappr~ptfate ,vords J 3 
)( 

~ 

~ \t ~ -
locomprehl;llSible Words· 2 2Abdomen

A -- NOM 1 1 
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Objective 3: 

Describe the ''how to'' steps to find OMHA 
relevant information in a medical file. 
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Suggested Order of OMHA Review 

► Discharge Summary 

► History and Physical 

► Operative Report 

► Physician Orders and Progress Notes 
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Suggested Order of OMHA Review 

► Case Specific Records: 

+ Emergency Department and Ambulance Record 

+ Nursing and Therapy Notes 

+ Medication Record 



Normal Vital Signs - Range 

► Temperature ► Blood Pressure 

+ Oral 98.6° Fahrenheit + Systolic - 100-120 
(Range of 97.5° to 99.5°) mmHg 

+ 37° Celsius (Range 36° to + Diastolic - 80 or below 
37.9°) mmHg 



Normal Vital Signs - Range 

► Resting Heart Rate ► Respirations 

+ 60-100 BPM + 16-20 /min at rest 

+ Babies - 40-90/min 



Medication Reference 

► Medline Plus 

+ http://www. nlm. nih .gov /medlineplus/druginf 
ormation. html 

Searc h M eclli n ePl us 

D lrecto r1es Other Resou rces 

Drugs. Supplements. and Herbal Information 

Drug Info rmatio n: Browse b y first le tter of generic o r brand name drug 

Prescription and over-the-counter medication information 1s from AHFS«> Consumer Med1cat1on lnforma11on t . a product of the A mencan S ociety of Healt h-S yslem 
Pharmacists {ASHP). 
For additi onal drug information , see the MedlinePlus Drug Therapy topic pages or FDA Approve-d L abels from OailyMed_ 

Herbs and S upplements: Browse by first letter of h erb or supp lement 

Information on herbs and supp lem ent s is from Natural Standarde"'. 
For addit iona l herb and supp lem ent information, see t he MedlinePlus Com p lementary and Alt ernative Therapies topics or the Dietary S upplem ent s Labels Dat abase from 
the Nationa l library of M edicine. 
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Medical Abbreviations 

► http://www.globalrph.com/abbrev.htm 

► http://www. medilexicon .com/medicalabbrevi 
ations.php 

Abbr e ..1at1on: Abbrev Definitions Dictionary ICC/ii Codes Equipment Hospitals Drugs 

Abbrevlatio 

1 Searcties Medical Abbreviations Dictionary Q BOOKMARK •■ -1J : • ... 

Medical Abbreviations 
Medical Dictionary Search through our database of over 200,000 medical, biotech, pharma and healthcare 

ICD9 Codes acronyms abbreviations by using our search engine boxes. 
Medical Equipment 

Hospitals Worldwide You can search either by abbreviation or definition. 
Drugs Search 

Pharma Companies 
Medical Associations 

Skin Conditions 

Search By Abbreviation (FDA.CJD..) 
Seatch j 

PubMed Search 
Other Searches ...se_a_rc_h_B_y_D_ef_n_ttio_n___________ 

Sea,ch I 
Patient Resources 
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Inpatient Hospitalization 



Inpatient vs. Outpatient 

► Medicare: inpatient vs. outpatient 

► Distinction primarily relates to the level of care and 
services the physician determines the patient 
requires at the time of admission. 
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Reconsideration Denial Reason(s) 

• The inpatient hospitalization services at issue were 
not reasonable and medically necessary. 

• The beneficiary must demonstrate signs and 
symptoms severe enough to warrant medical care 
and must receive services of such intensity that 
they could be furnished safely and effectively only 
on an inpatient basis. 
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Reconsideration Denial Reason(s) 

• The documentation submitted for review did not 
support that the beneficiary required an inpatient 
level of care. 

• The procedure rendered is generally performed as 
an outpatient procedure unless complications occur 
beyond twenty-four hours of observational care. 

• There is no clear documentation in the chart that 
the attending physician expected the beneficiary to 
require hospital care to span two midnights. 

Slide 4 



Documentation/Evidence 

• Physician progress notes 

• Nursing/professional notes 

• Physician's orders - signed and dated 

• Diagnostic Test Results 

• History and Physical 

• Discharge Summary 
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Compare Evidence to Coverage 

• The severity of the signs and symptoms exhibited 
by the patient; 
• The medical predictability of something adverse 
happening to the patient; 
• The need for diagnostic studies that take less than 
24 hours to complete to assist in assessing whether 
the patient should be admitted; and 
• The availability of diagnostic procedures. 

Medicare Benefit Policy Manual (MBPM) (Internet-only Manual Publ'n 100-02) ch. 
1, § 10. 
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Compare Evidence to Coverage 

Minor Surgery or Other Treatment: 
• Known diagnoses; 
• Specific minor surgical procedure or other 

treatment; 
• Hospitalization is expected to be less than 24 hours; 

and 
• They are considered outpatients for coverage 

purposes regardless of the hour they came to the 
hospital, whether they used a bed, and whether 
they remained in the hospital past midnight. 

MBPM, ch. 1, § 10 
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Compare Evidence to Coverage 

Beneficiaries can have a complicated medical history 
involving numerous medical conditions, i.e., 
arteriosclerotic heart disease, ischemic 
cardiomyopathy, hypertension, hyperlipidemia, 
diabetes and renal insufficiency. 

However, if the pre-procedure order was for 
outpatient hospitalization and the beneficiary has the 
scheduled cardiac procedure which is normally 
performed in an outpatient context - it is generally 

outpatient. 
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Two-Midnight Rule (October 2013) 

• Presumption: Hospital stays spanning two or more 
midnights after formal admission are reasonable and 
necessary; generally not subject to review (audit). 

• Benchmark: Payable under Part A if an MD admits a 
beneficiary with a reasonable expectation that hospital 
care will cross two midnights. 

• Admissions shorter than two midnights (that did not 
involve the provision of inpatient-only procedures) 
generally should have been provided on outpatient basis 
unless clear in the record that the MD expected the 
beneficiary to require care spanning two midnights even 
though that did not occur. 

Slide 9 



Two-Midnight Rule (2015) 

• Added additional exceptions to the two-midnight rule 
on a "case-by-case basis" as long as the decision is 
supported by the documentation. 

• The starting point for the two midnight timeframe for 
medical review purposes is when the beneficiary 
starts receiving medical services following arrival at 
the hospital. 

• QIOs rather than RACs perform medical reviews and 
probe and educate responsibilities for stays affected 
by the two-midnight rule. 
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Minor Surgical Procedures 

► It is rare and unusual for a stay of O or 1 midnights, for 
patients with known diagnoses entering a hospital for a 
specific minor surgical procedure or other treatment that 
is expected to keep them in the hospital for less than 2 
midnights, to be appropriately classified as inpatient and 
paid under Medicare Part A. 

► The underlying need for medical or surgical care at the 
hospital must be documented and supported by complex 
medical factors or other unforeseen circumstances. 

► Another exception would be services on the inpatient­
only list. 
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Delays Providing Care 

► Hospital care that is custodial, rendered for social 
purposes or reasons of convenience, and is not 
required for the diagnosis or treatment of illness or 
injury, should be excluded from Part A payment. 

CMS, Medicare Program Integrity Manual (Internet-only Manual Publ'n 100-08) 
ch. 6, § 6.5.2. 
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Burden of Proof 

Pursuant to section 1815(a) of the Act, no payment 
shall be made to any provider un less it has furnished 
the information in order to determine the amounts 
due. 
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Questions 

► CMS 

► Other Judges 

► GS-14 Attorney 

► Senior Attorneys 

► Attorneys 

► OMHA Program Evaluation and Policy Division 
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Inpatient Rehabilitation 
Facility (IRF) Services 



Objectives 

At the completion of this lesson, you will be 
able to: 
1. Learn what is the Inpatient Rehabilitation 

Facility (IRF) Benefit; 

2. Understand Medicare coverage 
requirements for IRF Services; 
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Objectives (cont'd) 

At the completion of this lesson, you will be 
able to: 

3. Understand Medicare documentation 
requirements for IRF Services; and 

4. Understand that different CMS guidelines 
and requirements were in effect for IRF 
services with discharge dates prior to 
January 1, 2010. 
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The IRF Benefit 

Designed to provide: 
• Intensive rehabilitation therapy 
• In a resource intensive hospital environment 
• For patients who require, and are 

reasonably expected to benefit from, an 
inpatient stay and interdisciplinary approach 
to the delivery of rehabilitation care 

Medicare Benefits Policy Manual (MBPM) (Internet­
only Manual Publ'n 100-02) ch. 1, § 110 

Slide 4 



Timing of IRF Referral 

• Patients who are still completing their course 
of treatment in the referring hospital and 
cannot tolerate an intensive therapy 
program are not appropriate for IRF 
admission. 
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Timing of IRF Referral (cont'd) 

• Patients must be able to fully participate in 
and benefit from intensive rehabilitation 
therapy program prior to transfer from the 
referring hospital. 
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Common Reasons for Denials 

• Patient does not require active and ongoing 
therapeutic intervention of multiple 
disciplines 

• Documentation does not support medical 
necessity 

• Missing, incomplete, or illegible signatures 
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Medicare Part A 
Basic Criteria for IRF Services 

The patient must meet all of the requirements 
set forth in 42 C.F.R. §§ 412.622(a)(3),(4) 
and (5). 

CMS, Medicare Benefits Policy Manual 
(MBPM)(Internet-Only Manual Publ'n 100-2) 
ch. 1 § 110, also outlines the basic coverage 
criteria for IRF services. 
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Medicare Part A 
Basic Criteria for IRF services (cont'd) 

• Coverage Requirements - 42 C. F. R. 
§ 412.622(a)(3); MBPM, supra, ch. 1, 
§ 110.2 

• Interdisciplinary Team Approach to 
Care - 42 C.F.R. § 412.622(a)(5); MBPM, 
supra, ch. 1, § 110.2.5 
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Medicare Part A 
Basic Criteria for IRF services (cont'd) 

• Documentation Requirements - 42 C. F. R. 
§ 412.622(a)(4); MBPM, supra, ch. 1, 
§ 110.1 

• Coverage Requirements - 42 C.F.R. 
§ 412.622(a)(3); MBPM, supra, ch. 1, 
§ 110.2 
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IRF Coverage Requirements 

The patient must require active and ongoing 
therapeutic intervention of multiple therapy 
disciplines (physical therapy, occupational 
therapy, speech-language pathology, or 
prosthetics/orthotics therapy), one of which 
must be physical or occupational therapy. 
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IRF Coverage Requirements (cont'd) 

The patient must require intensive therapy 
program, generally consisting of at least 3 
hours of therapy per day, at least 5 days a 
week, or at least 15 hours in a consecutive 
7-day period. 

The intensity of therapy provided must be 
reasonable and necessary under section 
1862(a)( l)(A) of the Act. 
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IRF Coverage Requirements (cont'd) 

Note: On October 17, 2017, CMS issued a 
technical direction letter, clarifying that IRF 
claims should not be denied solely because 
the threshold of therapy time is not met. 
Rather, the claim should undergo further 
medical review using clinical judgment to 
determine medical necessity based on the 
individual facts and circumstances of 
the case. 
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IRF Coverage Requirements (cont'd) 

Patient must be able to actively participate 
in intensive rehabilitation therapy program 
and benefit from it. 

The patient must require supervision by a 
rehabilitation physician, conducting face-to­
face visits with the patient at least 3 days 
per week. 
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Medicare Part A 
Basic Criteria for IRF Services 

Interdisciplinary Team 
Approach to Care 

42 C.F.R. § 412.622(a)(5); 
MBPM, supra, ch. 1, § 110.2.5 
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Interdisciplinary Team Approach to Care 

• The patient must require an intensive and 
coordinated interdisciplinary approach to 
providing reha bi I itation. 

• The purpose of an interdisciplinary team 
approach is to foster frequent, structured, 
and documented communication among 
disciplines to establish, prioritize, and 
achieve treatment goals. 
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Interdisciplinary Team Approach to Care 
(cont'd) , 

Interdisciplinary Team Includes: 

• At least a rehabilitation physician, a 
registered nurse, a social worker or a case 
manager, and a licensed therapist from each 
therapy discipline involved in treating the 
patient. 
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Interdisciplinary Team Approach to Care 
(cont'd) 

• Interdisciplinary team conferences must be 
held, at a minimum, once per week. 

• Notes must document participation by 
professionals from each of the 
interdisciplinary team members. 
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Interdisciplinary Team Approach to Care 
(cont'd) 

Periodic team conferences-held a minimum of 
once per week-must focus on: 

• Assessing the individual's progress towards 
the rehabilitation goals; 

• Considering possible resolutions to any 
problems that could impede progress 
towards the goals; 
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Interdisciplinary Team Approach to Care 
(cont'd) 

• Reassessing the validity of the rehabilitation 
goals previously established; and 

• Monitoring and revising the treatment plan, 
as needed. 
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Medicare Part A 
Basic Criteria for IRF Services 

Documentation Requirements 

42 C.F.R. § 412.622(a)(4); 
MBPM, supra, ch . 1, § 110.1 
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Documentation Requirements 

• Preadmission Screening 

• Post-Admission Physician Evaluation 
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Documentation Requirements (cont'd) 

• Individualized Overall Plan of Care 

• Admission Orders 

• Patient Assessment Instrument (IRF-PAI) 
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Preadmission Screening 

The preadmission screening is an evaluation 
of the patient's condition and need for 
rehabilitation therapy and medical treatment. 

The preadmission screening must be 
completed by licensed or certified clinician 
within 48 hours immediately preceding the IRF 
admission. 
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Preadmission Screening (cont'd) 

Must include: 

• The specific reasons that led the IRF 
clinical staff to conclude an IRF admission 
would be reasonable and necessary; 

• The patient's prior level of function; 

• The patient's expected level of 
improvement; 
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Preadmission Screening (cont'd) 

Must include: 

• The expected length of time necessary to 
achieve the expected level of 
improvement; 

• An evaluation of the patient's risk for 
clinical complications; 
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Preadmission Screening (cont'd) 

Must include: 

• Conditions that caused the need for 
reha bi I itation; 

• Treatments needed (OT, PT, SLP, or 
prosthetics/orthotics); 
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Preadmission Screening (cont'd) 

Must include: 

• The expected frequency and duration of 
treatment in the IRF; 

• The anticipated discharge destination; 

• Any anticipated post-discharge treatment; 
and 

• Any information relevant to the care 
needs of the patient. 
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Preadmission Screening (cont'd) 

A rehabilitation physician must document that 
he or she reviewed and concurred with the 
findings and results of the preadmission 
screening prior to the IRF admission. 
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Post-Admission Physician Evaluation 

• Must be completed within 24 hours of IRF 
admission; 

• Must be performed by a rehabilitation 
physician; 
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Post-Admission Physician Evaluation (cont'd) 

• Must begin development of the patient's 
expected course of treatment that will be 
completed with input from all of the 
interdisciplinary team members in the 
overall plan of care; 
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Post-Admission Physician Evaluation (cont'd) 

• Must identify any relevant changes since the 
preadmission screening; 

• Must document patient's status at time of 
admission and include comparison with 
information noted in preadmission 

■

screening; 
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Post-Admission Physician Evaluation (cont'd) 

• Must include history and physical exam, 
review of patient's prior and current 
conditions, comorbidities; and 

• Must support the IRF admission is 
reasonable and necessary. 
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Individualized Overall Plan of Care 

• Must be completed within four days of IRF 
admission; 

• Must detail the patient's medical prognosis; 
anticipated interventions, functional 
outcomes, and discharge destination; and 

• Expected intensity, frequency, and duration 
of therapy. 
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Admission Orders 

A physician must generate admission orders for 
each IRF admission at the time of admission. 

The admission orders must be retained in the 
patient's medical records. 

Slide 35 



Admission Orders (cont'd) 

The order must comply with signature 
requirements set forth in the CMS Medicare 
Program Integrity Manual (MPIM)(Internet­
Only Manual, Publ'n 100-8) ch. 3, § 3.3.2.4. 
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Patient Assessment Instrument (IRF-PAI) 

IRF-PPS (prospective payment system) is 
based on the information found in the IRF-PAI. 
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!RF-Patient Assessment Instrument (PAI) 

An IRF-PAI includes patient's clinical, 
demographic, and other information used to 
classify what the patient's expected resource 
needs would be. 
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!RF-Patient Assessment Instrument (PAI) 

The CMS Website includes these useful tools: 

IRF-PAI Training Manual 
• IRF-PAI form (version 1.5), effective 

October 1, 2017 

• IRF-PAI form (version 2.0), effective 
October 1, 2018 

http://www.ems.gov/Medica re/Medi ca re-Fee-for-Service­
Payment/InpatientReha bFacPPS/IRFPAI. htmI 
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Summary 

Patient must meet all of the requirements 
outlined in 42 C.F.R. §§ 412.622(a)(3), (4) 
and (5). 

• Coverage Requirements 42 C. F. R. § 
412.622(a)(3); MBPM, ch. 1, § 110.2, 

• Documentation Requirements 42 C.F.R. 
§ 412.622(a)(4); MBPM, ch. 1, § 110.1, and 
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Summary (cont'd) 

• Interdisciplinary Team Approach to 
Care 42 C.F.R. § 412.622(a)(S); MBPM, ch. 
1, § 110.2.5. 
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IRF Discharges Prior to January 1, 2010 

• In August 2009, CMS issued a final rule 
adopting new IRF coverage criteria, effective 
for IRF discharges on or after January 1, 
2010. 

• For IRF services with discharge dates prior 
to January 1, 2010, different coverage 
requirements were in place. 
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IRF Services with 
Discharges Prior to 2010 , 

Pre-2010 requirements: 
• Close medical supervision by a 

rehabilitation physician 

• 24-hour rehabilitation nursing 

• Relatively intense rehabilitation services 

• Multi-disciplinary team approach 
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, 

IRF Services with 
Discharges Prior to 2010 (cont'd) 

Pre-2010 requirements: 
• Coordinated Program of Care 

• Significant Practical Improvement 

• Realistic Goals 

• Length of Rehabilitation Program 
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Other Document Resources 

• Inpatient Hospital Discharge Summary; 

• Interdisciplinary Team Meeting Notes; 

• Physician notes; 
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Other Document Resources (cont'd) 

• Therapy records; 

• Rehabilitation Nursing records; 

• Discharge Summary -previously included in 
CMS, Medicare Benefit Policy Manual (MBPM) 
(Internet-Only Manual Publ'n 100-2) ch. 1, 
§ 110.3. 
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Module Review 

Now that you have completed this module, 
you should be able to: 

✓ Understand what Inpatient Rehabilitation 
Facility (IRF) Services are; 

✓ Understand Medicare coverage requirements 
for IRF Services; 
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Module Review (cont'd) 

✓ Understand Medicare documentation 
requirements for IRF Services; and 

✓ Understand that different CMS guidelines 
and requirements were in effect for IRF 
services with discharge dates prior to 
January 1, 2010. 
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Lesson Objectives c1-2) 

□ Understand the law applicable to SNF appeals; 

□ Understand how to approach a SNF appeal; 

D Understand the CMS SNF PPS and the 
relationship between the MDS and the RUG 
codes used for SNF PPS billing; 
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Lesson Objectives c2-2) 

□ Understand the impact of Consolidated Billing 
for SNF claims; and 

□ Understand SNF Liability and Termination of 
Coverage Issues. 
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Law and Authority 

• The Social Security Act (the Act) defines 
"Post-Hospital Extended Care Services" and 
"Extended Care Services." Act§§ 1861(h)-
( i). 

• Medicare Part A beneficiaries are entitled to 
payment for post-hospital extended care 
services, i.e., post-hospital SNF care. Act§ 
1812(a)(2)(A). 

• As a condition of Medicare Part A payment, 
SNF services are subject to certification 
requirements. Act§ 1814(a)(2)(B). 
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What is Medicare's SNF Benefit? 

• Medicare covers necessary post-hospital 
extended care services for up to 100 days. 

• Extended care services are nursing care and 
rehabilitation services provided to a 
beneficiary who is an inpatient in a SNF. 
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What is covered under the SNF benefit? 

• Medicare covers nursing services, bed and 
board, rehabilitation services, social 
services, drugs, biologicals, supplies, 
appliances, and equipment. 

• Medicare does not cover custodial care, and 
services specifically excluded from 
consolidated billing. 
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What requirements need to be satisfied 
for coverage/payment of SNF services? 

• Technical Eligibility Requirements 

• Level of Care Requirements 

• Certification Requirements 
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Technical Eligibility Requirements 

• The beneficiary must be enrolled in Medicare 
Part A and have days available to use. 

• There has been a 3-day prior qualifying 
hospital stay (excluding day of hospital 
discharge). 

• Admission for SNF-level services is within 
30-days of discharge from acute care or SNF 
(or qualify for an exception). 

42 C.F.R. § 409.30. 
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Level of Care (LOC) Requirements c1-2) 

• Must require skilled care on a dail\f basis 

• Which, as a practical matter, can only be 
provided in a SNF 
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Level of Care (LOC) Requirements c2-2) 

• The services provided must be for a 
condition: 

o For which the resident was treated during 
the qualifying hospital stay, or 

o That arose while a resident in the SNF for 
treatment of a condition for which he/she 
was previously treated for in a hospital. 

42 C.F.R. § 409.31(b). 
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LOC Requirement - Skilled Care c1-4) 

"Skilled Care" -

• Services ordered by a physician; 

• Which require the skills of technical or 
professional personnel (e.g., RN, LPN, 
physical therapist); and 

• Are furnished directly by, or under the 
supervision of, such personnel. 

42 C.F.R. § 409.31(a). 
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LOC Requirement - Skilled Care c2-4) 

"Skilled Care" -

• Services so inherently complex that they 
can be safely and effectively performed 
only by, or under the supervision of, 
professional or technical personnel 

42 C.F.R. § 409.32(a). 
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LOC Requirement - Skilled Care (3-4) 

• Services that, although may not normally 
be considered skilled, may be considered 
skilled if the patient's condition and 
complications require performance by 
skilled personnel 

42 C.F.R. § 409.32. 
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LOC Requirement - Skilled Care (4-4) 

"Daily basis" -

• Must be needed and provided 7 days a 
week. 

• If skilled rehabilitation services are not 
available 7 days a week, then must be 
needed and provided at least 5 days a 
week. 

4 2 C. F. R. § 4 0 9 . 3 4 ( a ) . 
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Level of Care Requirements -Practical 
Matter 

• Even if the beneficiary is receiving daily 
skilled care, that care must be such that, 
as a practical matter, it can only be 
provided in a SNF, on an inpatient basis. 42 
C.F.R. § 409.31(b)(3). 

• Consideration must be given to the 
patient's condition, and to the availability 
and feasibility of using more economical 
alternative facilities and services. 42 C. F. R. 
§ 409.35(a). 
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LOC Requirement - Skilled Care 

Need is not based on restoration potential 

• Restoration potential of the patient is not 
a deciding factor. Even if full recovery or 
medical improvement is not possible, a 
patient may need skilled services to 
prevent further deterioration or preserve 
current capabilities. 

4 2 C . F. R. § 4 0 9 . 3 2 ( c) . 
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LOC Requirement - Case Review c1 -2) 

SNF documentation should enable a reviewer 
to determine whether-

• Skilled involvement is required in order 
for the services in question to be 
furnished safely and effectively; and 

• The services themselves are, in fact, 
reasonable and necessary for the 
treatment of a patient's illness or injury. 

Slide 17 



LOC Requirement - Case Review c2-2) 

• The documentation must also show that the 
services are appropriate in terms of 
duration and quantity, and that the services 
promote the documented therapeutic goals. 

CMS, Medicare Benefits Policy Manual (MBPM) 
(Internet-only Publ'n 100-02) ch. 8, 

§ 30.2.2.1. 
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Technical/LDC Requirements -
Summary c1-2) 

• There is a qualifying three-day hospital 
stay, 

• The post-hospital transfer to SNF made 
within 30 days after leaving the hospital, 

• The patient has not exhausted the 100 
benefit period, 
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Technical/LDC Requirements -
Summary c2-2) , 

• The patient requires and receives skilled 
care on a daily basis, 

• The skilled care provided is related to the 
condition for which patient was 
hospita I ized, 

• The services, as a practical matter, must 
be required to be provided on an inpatient 
basis. 
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Certification Requirements 

• A physician must certify that that individual 
requires skilled care which can only be 
provided by a SNF. Act§ 1814(a)(2)(B); 42 
C.F.R. § 424.20. 

• Certification is a basic condition for 
payment. 42 C.F.R. § 424.S(a)(4). 

• The provider SNF responsibility to obtain the 
necessary certification and re-certification 
statements. Act § 1866; 42 C. F. R. § 424.11. 
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Certification Requirements - Timing 

• Initial Certification - At the time of 
admission, or as soon thereafter as 
reasonable. 42 C.F.R. § 424.20(b). 

• First Recertification - no later than 14th 

day of SNF care. 42 C.F.R. § 424.20(d)(l). 

• Subsequent Recertifications - Every 30 
days. 42 C.F.R. § 424.20(d)(l). 
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Certification Requirements - Content 

• The need for daily skilled nursing care or 
skilled rehabilitation services which, as a 
practical matter, can only be provided in 
an SNF on an inpatient basis, and SNF 
care is needed for a condition for which 
the individual received inpatient hospital 
care in a participating hospital or 

• The beneficiary has been correctly 
assigned into one of the Resource 
Utilization Groups (RUGs) as representing 
the required level of care 

42 C.F.R. § 424.20(a). 
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Certification Requirements -
Recertification c1-2) 

• Reason for the continued need for SNF 
care 

• The estimated duration of SNF care 

• Plans for home care, if any, and 
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Certification Requirements -
Recertification c2-2) 

• If appropriate, the continued services are 
needed for a condition that arose after 
admission to the SNF, and while the 
beneficiary was still under treatment for 
the condition related to inpatient hospital 

■

services 

42 C.F.R. § 424.20(c). 
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Certification Requirements - Signature 

A certification or recertification statement 
must be signed by the attending 
physician or by a physician extender 
who does not have a direct or indirect 
employment relationship with the facility, 
but who is working in collaboration with the 
physician. 

42 C.F.R. § 424.20(e). 
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Certification Requirements 

If the SNF's failure to obtain a certification or 
recertification is not due to a question of the 
necessity for the services, but to the 
physician's or physician extender's refusal to 
certify on other grounds, the SNF cannot 
charge the beneficiary for covered items or 
services. Its provider agreement precludes it 
from doing so. 

MBPM, supra ch. 8, § 40.1; Act§ 1866; 42 
C.F.R. § 489.21. 
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SNF Requirements - Review 

• Technical Eligibility Requirements 

• Level of Care Requirements 

• Certification Requirements 
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S N F Liabi I i ty <1-2) 

Technical Requirements not met = no 
application of limitation on liability provisions. 

• Limitation on liability provisions do apply 
when services are: 
o Not medically reasonable and necessary.

Act§ 1862(a)(l)(A). 

o Custodial in nature. Act § 1862(a)(9). 

IF limitation on liability provisions apply, a 
SNF must provide a beneficiary with a SNF 
Advanced Beneficiary Notice (SNFABN). 
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SNF Liability <2-2) 

Waiver and/or assignment of liability for non­
covered SNF services hinges on whether the 
beneficiary and/or provider knew, or could 
have reasonably been expected to know, the 
services would be excluded from Medicare 
coverage. Act§ 1879; 42 C.F.R. §§ 411.400-
406. 

• Beneficiary requires written notice of non­
coverage. 42 C.F.R. § 411.404. 

• Provider assumed to have knowledge based 
on experience, actual notice, or constructive 
notice. 42 C.F.R. § 411.406. 
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Lia bi I ity 

Resources for liability issues: 

• CMS, Medicare Claims Processing Manual 
(Internet-only Manual Publ'n 100-04) ch. 30, 
§ 70. 

• CMS Ruling 95-1. 
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PROSPECTIVE PAYMENT SYSTEM 
(PPS) c1 - 10) 

Medicare covered SNFs are reimbursed under 
a prospective payment system (PPS). The SNF 
PPS reimburses providers a daily amount after 
adjusting for urban/rural, case-mix, and area 
wage differences. 

• PPS covers most costs associated with 
furnishing SNF services to Medicare 
beneficiaries. 

• PPS requires the use of consolidating billing. 

Act § 188 8 ( e) ; 4 2 C. F. R. § 413 . 3 3 0. 
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Prospective Payment System 
(PPS) c2-10) 

Every SNF Medicare claim must include an 
assessment date and a five-position Health 
Insurance Prospective Payment System 
(HIPPS) code. 

First 3 positions-Resource Utilization 
Group (RUG) code to be billed for 
Medicare reimbursement. 
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Prospective Payment System 
(PPS) (3-10) , 

Last 2 positions-Represent the 
Assessment Indicator (AI) which identifies 
the reason and timeframe for completion 
of the MDS 

Example: RVB30 
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Prospective Payment System 
(PPS) (4-10) 

• The current RUG-IV classification system 
has 66 different groups with 10 major 
categories. 

• The information used to assign a beneficiary 
a RUG is gathered from the Minimum Data 
Set (MDSJ. The MDS is one of three 
components of the Resident Assessment 
Instrument (RAI). 
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Prospective Payment System 
(PPS) cs-10) 

RUG-IV GROUP CODES: 
• Rehabilitation Plus Extensive Services: 

RUX, RUL, RVX, RVL, RHX, RHL, RMX, RML, 
RLX 

• Rehabilitation: RUA, RUB, RUC, RVA, RVB, 
RVC, RHA, RHB, RHC, RMA, RMB, RMC, RLA, 
RLB 

• Extensive Services: ES3, ES2, ESl 
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Prospective Payment System 
(PPS) (6-10) 

• Special Care High: HE2, HEl, HD2, HDl, 
HC2, HCl, HB2, HBl 

• Special Care Low: LE2, LEl, LD2, LDl, 
LC2, LCl, LB2, LBl 

• Clinically Complex: CE2, CEl, CD2, CDl, 
CC2,CC1,CB2,CB1,CA2,CA1 

• Behavioral Symptoms and Cognitive 
Performance: PE2, PEl, PD2, PDl, PC2, 
PCl, PB2, PBl, PA2, PAl 
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Prospective Payment System 
(PPS) (7-10) 

Table 6-2 
.c4.ssessmeu.t ]nd:iratcn· Fh·st Digit Table 

1st' :Digit 
\ i ah.1es 

0 

1 

2 

1 

4 

5 

6 

Assess:menf· I ,rp,e (abb1·evian.on) 

Unsc.heduled PPS assess1uent (unsched) 

PPS 5-day or .reachui~~ion retun1 (5d m· readtu) 

PPS 14-day (14d) 

PPS .30-day (30d) 

PPS 60-day (60d 

PPS 90-day (90d) 

OBR.i\ asse·ssn1ent used for PPS (Not c.01nbined ~vitb any 
PPS as.sessn1.ent) \;\,·he:n Pait A eligibility 1mk.tllO'\;\ill at tin1e of 
.asse-ssu1ent 

Standard* Schedulecl 
Pay1nent Pei·iod. 

Notr applic.all>le 

Day 1duough l 4 

Day ] 5 through .3 0 

Dav 3] throuirh 60 
wf - · 

Day 6] through 90 

Dav 9 ] throucl1 100 
~ ._,.. 

Notr applic·all>le 

J, ,...., I 1 . .. I "I .1 .. ,I" 1 I' 1 
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Prospective Payment System 
(PPS) cs- 10) 

SNFs are required to complete RAis, including 
the MDS assessments, on or about the 5th 

day, 14th day, 30th day, 60th day, and 90th day 
of the SN F stay. 

Information contained in the MDS 
assessments is gathered from applicable "look 
back" periods (e.g., seven days for 
rehabilitation services). 

42 C.F.R. § 413.343. 
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Prospective Payment System 
(PPS) (9- 10) 

Level of Care Presumption 

Under the SNF PPS, beneficiaries who are 
admitted directly to a SNF after a qualifying 
hospital stay are considered to meet the level 
of care requirements of 42 C.F.R. section 
409.31 -
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Prospective Payment System 
(PPS) c10-10) 

- up to and including the Assessment 
Reference Date (ARD) for the 5-day 
assessment prescribed in 42 C.F.R. section 
413.343(b), when correctly assigned to one 
of the Resource Utilization Groups 
(RUGs) that is designated as representing 
the required level of care. 

MBPM, supra ch. 8, § 30.1. 
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Consolidated Billing c1-s) 

• Implementation 

• Exclusions 

Slide 42 



Consolidated Bi 11 ing c2-s) 

Consolidated Billing is required 
under section 4432(b) of the 
Balanced Budget Act of 1997 

(BBA). 

Slide 43 



Consolidated Billing (3-s) 

Why Consolidated Billing? 

• Eliminates potential for duplicate (Parts A/B) 
billing; 

• Lessens out-of-pocket beneficiary liability for 
the Part B deductible; and 

• Avoids dispersal of responsibility for resident 
care among various outside suppliers, which 
adversely affected quality (coordination of 
care) and program integrity. 
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Consolidated Bi 11 i ng (4-s) 

Services included in Consolidated Billing: 

• Semi-private room, meals, skilled nursing 
care; PT, OT, SLP, MSW, medications, 
medical supplies and equipment, 
ambulance transportation, dietary 
counseling. 

See 42 C.F.R. §§ 409.20-409.27. 
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Consolidated Billing (CB) (5-5) 

Services excluded from CB include: 

• Physician's professional services; 

• Certain dialysis-related services; 

• Certain ambulance services; 

• Certain chemotherapy drugs and 
chemotherapy administration services; and 

• Hospice care. 
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Overview of SNF 

• SNF must have complied with MOS 
assessment schedule. 42 C.F.R. § 413.343. 

• Level of Care requirement must be met. 42 
C.F.R. § 413.343. 

• SNF services must not be statutorily 
excluded. 

• SNF services must be certified by a 
physician. 

• Must be reasonable and necessary. Act 
§ 1862(a)(l)(A). 
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SNF DOCUMENTATION 

• Hospital Discharge Summary 

• SNF Admission Notes 

• Physician Orders 

• Nursing Progress Notes 

• Physician Certification(s) 

• Therapy Records 

• M DS Assessment 

• SNFABN/Notice of Non-Coverage 
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Summary c1-2) 

Now that you have completed this lesson, you 
should be able to: 

□ Understand the law applicable to SNF 
appeals; 

□ Understand how to approach a SNF appeal; 

D Understand the CMS SNF PPS and the 
relationship between the MDS and the RUG 
codes used for SNF PPS billing; 
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Summary c2-2) 

□ Understand the impact of Consolidated 
Billing (CB) for SNF claims; and 

□ Understand SNF Liability and Termination of 
Coverage Issues. 
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Department of Health and Human Services - Office of Medicare Hearings and Appeals 

Module 20 -
Home Health Services 



Home Health Services Objectives 

• Identify laws, regulations and CMS policies, 
applicable to Medicare coverage for home 
health appeals. 

• Understand the 'differences' between home 
health care under Medicare Part A and 
Medicare Part B. 

• Understand the documentation requirements 
for home health coverage and payment. 
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Covered Home Health Services 

• Part-time or intermittent skilled nursing 
■

services 
• Skilled Therapy (physical therapy, speech 

language pathology and occupational 
therapy) 

• Part-time or intermittent home health aide 
■

services 
• Medical supplies and durable medical 

equipment 

42 C.F.R. §§ 409.44 and 409.45 

Slide 3 



Excluded Services 

• Drugs and biologicals 

• Transportation 

• Housekeeping services 

• Prosthetic devices. 

42 C.F.R. § 409.49 
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Law, Regulations & Guidance c1-3) 

The Social Security Act 

• §§ 1812(a)(2) and (3) and 1832(a)(2)(B)­
entitlement (Parts A & B) 

• §§ 1814(a)(2)(C) and 1835(a)(2)(A) -
payment 

• § 1861(m) - definition 

• § 187 9 ( g )- I i abi Iity 
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Law, Regulations & Guidance c2-3) 

Regulations 

• 42 C.F.R. §§ 409.40-409.50 - Coverage 
Requirements 

• 42 C.F.R. § 410.80 - Medicare Part B 

• 42 C.F.R. § 424.22 - Payment Requirements 
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Law, Regulations & Guidance (3-3) 

Medicare Guidance 

CMS, Medicare Benefit Policy Manual (MBPM) 
(Internet-only Manual Publ'n 100-2) Chapter 7 
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42 C.F.R. § 409.48 c1-2) 

• Number of allowable visits under Part A. To 
the extent that all coverage requirements 
specified in this subpart are met, payment 
may be made on behalf of eligible 
beneficiaries under Part A for an unlimited 
number of covered home health visits. All 
Medicare home health services are covered 
under hospital insurance unless there is no 
Part A entitlement. 
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42 C.F.R. § 409.48 c2 -2) 

• (b) Number of visits under Part B. To the 
extent that all coverage requirements 
specified in this subpart are met, payment 
may be made on behalf of eligible 
beneficiaries under Part B for an unlimited 
number of covered home health visits. 
Medicare home health services are covered 
under Part B only when the beneficiary is not 
entitled to coverage under Part A. 
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Coverage Requirements 

• Home confinement 

• Under the care of a physician 

• In need of skilled services 

• Under a plan of care 
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Home Confinement c1-12) 

The definition of "home confinement" as set 
forth in section 1814(a)(8) of the Act: 

• ... [A]n individual shall be considered to 
be "confined to his home" if the 
individual has a condition, due to an 
illness or injury, that restricts the ability 
of the individual to leave his or her 
home except with the assistance of 
another -
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Home Confinement c2-12) 

• - individual or the aid of a supportive 
device (such as crutches, a cane, a 
wheelchair, or a walker), or if the 
individual has a condition such that 
leaving his or her home is medically 
contraindicated. 
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Home Confinement (3-12) 

• - While an individual does not have to 
be bedridden to be considered 
"confined to his home", the condition of 
the individual should be such that there 
exists a normal inability to leave home 
and, that leaving home requires a 
considerable and taxing effort by the 
ind ivid ua I. .. 
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Home Confinement (4-12) 

An individual does not have to be bedridden 
to be considered confined to the home 
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Home Confinement cs-12) 

Exceptions: 

• May leave home need to receive health 
care treatment, including regular 
absences for the purpose of 
participating in therapeutic, 
psychosocial, or medical treatment in 
an adult day-care program that is 
licensed or certified by a State, or 
accredited, to furnish adult day-care 

•services 
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Home Confinement (6-12) 

• May leave home if absences are of 
infrequent or of relatively short duration 
(ex., to attend a religious service). 
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Home Confinement (7-12) 

The MBPM Two Prong Analysis 

l)The patient must either: 

a) Because of illness or injury, need the aid 
of supportive devices such as crutches, 
canes, wheelchairs, and walkers; the use 
of special transportation; or the 
assistance of another person in order to 
leave their place of residence, or 
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Home Confinement cs-12) 

b) Have a condition such that leaving his or 
her home is medically contraindicated. 

AND 

2) There must exist a normal inability to 
leave home; and leaving home must 
require a considerable and taxing effort. 
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Home Confinement (9-12) 

Some examples (See MBPM, ch. 7, § 30.1): 

• A beneficiary who is blind or senile and 
requires the assistance of another person in 
leaving their place of residence; 

• A beneficiary who has lost the use of their 
upper extremities and, therefore, is unable 
to open doors, use handrails on stairways, 
etc., and requires the assistance of another 
individual to leave home. 
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Home Confinement c10-12) 

• A beneficiary with a psychological illness 
that is manifested in part by a refusal to 
leave home or is of such a nature that it 
would be considered unsafe for the 
beneficiary to leave home unattended, even 
if the beneficiary has no physical limitations. 
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Home Confinement c11-12) 

What is a "Home"? 

• The beneficiary must be confined to the 
home or in an institution that is not a 
hospital, SNF or nursing facility as defined in 
§§ 1861(e)(l), 1819(a)(l) or 1919(a)(l) of 
the Act. 

42 C.F.R. § 409.42(e) 
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Home Confinement c12- 12) 

• "A patient's residence is wherever he or she 
makes his or her home. This may be his or 
her own dwelling, an apartment, a relative's 
home, a home for the aged, or some other 
type of institution." (except as per 42 C. F. R. 
§ 409.42(e)). 

MBPM, ch. 7, § 30.1.2 
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Requirements 

• Home confinement 

• Under the care of a physician 

• In need of skilled services 

• Under a plan of care 
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Under the Care of a Physician c1-10) 

Beneficiary must be under the care of a 
physician who establishes the plan of care. 

42 C.F.R. § 409.42(b) 
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Under the Care of a Physician c2-10) 

A physician must certify the initial and 
ongoing need for services: 

• Beneficiary is home confined 

• Beneficiary requires intermittent skilled 
■

services 

• A plan of care was established & 
periodically reviewed 
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Under the Care of a Physician (3-10) 

• Beneficiary is under the care of a 
physician 

• Initial certification performed after a 
documented face to face encounter by the 
certifying physician or specified personnel 
under supervision of physician 

42 C.F.R. § 424.22(a)(l) 
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Under the Care of a Physician (4-10) 

Look for: 

• Physician's orders for services 

• Signature on Certification/Plan of Care 

• Concurrent medical records reflecting 
physician's involvement 
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Under the Care of a Physician cs-10) 

Initial Certification: 

•Must be obtained when plan of care 
established or "as soon thereafter as 
possible." 

•Must be signed and dated by physician who 
establishes plan of care. (no timeline stated). 

42 C.F.R. § 424.22(a)(1)(B)(1) 
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Under the Care of a Physician (6-10) 

Recertification: 

• Physician reviews and signs every 60 days. 

42 C.F.R. § 424.22(b) 
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Under the Care of a Physician (7-10) 

Face-to-Face Encounter 

For services initiated on or after January 1, 
2011, there must be documentation that a 
face-to-face encounter occurred for the 
primary reason the patient was referred for 
home health services. 
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Under the Care of a Physician cs-10) 

• - The encounter must occur within 90 
days prior to the initiation of home health 
services, or within 30 days after the start 
of the services. 

42 C.F.R. § 424.22(a)(v) 
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Under the Care of a Physician (9-1 □) 

• For services initiated in 2011 through 
2014, there must also be a brief narrative 
statement from the physician describing 
how the clinical findings from the face-to­
face encounter support the beneficiary's 
homebound status and need for skilled 

■

services. 

MBPM, ch. 7, § 30.5.1 (eff. Jan. 2011) 
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Under the Ca re of a Physician c10- 10) 

• Effective January 2015, the record must 
include the actual clinical note from the 
face-to-face encounter, as well as any 
other supporting documentation from the 
certifying physician to support the 
patient's eligibility for home health 
services. A descriptive narrative statement 
is no longer required. 

MBPM, ch. 7, § 30.5.1.2 (eff. Jan. 2015) 
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Requirements 

• Home confinement 

• Under the care of a physician 

• In need of skilled services 

• Under a plan of care 
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Skilled Services c1-s) 

Skilled services include: 

• Intermittent or Part-Time Nursing 

• Physical Therapy 

• Occupational Therapy 

• Speech Language Pathology 

42 C.F.R. § 409.44 
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Ski I led Services c2-s) 

Dependent Services Include: 

• Occupational therapy* 

• Home Health Aide 

• Medical Social Services 

42 C.F.R. § 409.45 
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Ski I led Services (3-s) 

Intermittent Nursing 

• "Intermittent" essentially means "less 
than daily" 
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Skilled Services (4-8) 

• § 1861(m) of the Act defines intermittent 
as skilled nursing care that is either 
provided or needed on fewer than 7 days 
each week, or less than 8 hours each day 
for periods of 21 days or less (with 
extensions in exceptional circumstances 
when the need for additional care is finite 
and predictable). 
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Skilled Services cs-s) 

• A visit should be provided at least once 
every 60 days. 

• Part-Time Nursing 

• Nursing seven days a week generally only 
for no more than three weeks (21 days). 

• See MBPM, Chapter 7, § 40.1.3 
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Skilled Services (6-s) 

Skilled Nursing 

• Detailed guidance in MBPM, ch. 7, § 40.1.2 

• 42 C.F.R. § 409.44(b)(3)(iii) - The 
determination of whether skilled nursing 
care is reasonable and necessary must be 
based solely upon the beneficiary's unique 
condition and individual needs, without 
regard to whether the illness or injury is 
acute, chronic, terminal, or expected to 
last a long time. 
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Skilled Services (7-s) 

• MBPM, Chapter 7, § 40.1.2.1 - Observation 
and Assessment - "[w]here a patient was 
admitted to home health care for skilled 
observation because there was a reasonable 
potential of a complication or further acute 
episode, but did not develop a further acute 
episode or complication, -
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Skilled Services (8-8) 

• - the skilled observation services are still 
covered for three weeks or so long as there 
remains a reasonable potential for such a 
complication or further acute episode. 
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Requirements 

• Home confinement 

• Under the care of a physician 

• In need of skilled services 

• Under a plan of care 
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Under a Plan of Care c1-3) 

Plan of Care Requirements: 

• Detailed orders 

• Physician signature 

• Frequency of review in consultation 
w/HHA personnel (every 60 days) 

• Termination - plan considered terminated 
if beneficiary does not receive at least one 
covered skilled service in 60-day period 

42 C.F.R. § 409.43 
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Under a Plan of Care c2-3) 

• Home health services must be furnished 
by a participating H HA 

42 C.F.R. § 409.42(e) 
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Under a Plan of Care (3-3) 

Key Documents: 

• OASIS Assessments 

• Home Health Certification 

• Face-to-Face Documentation 

• Home Health Plan of Care 
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SUMMARY - QUESTIONS 

You should now be able to: 

• Identify the laws and regulations applicable 
to home health appeals. 

• Understand the 'differences' between the 
Medicare Part A and Medicare Part B 
regulations. 

• Understand the documentation requirements 
for home health coverage and payment. 
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Module 21 
Part A Hospice 



Objectives c1 of 3) 

At the completion of this lesson, you will be 
able to: 

• Identify the laws and regulations applicable 
to hospice care. 

• Understand the terminal illness requirement. 

• Explain the coverage criteria for hospice 
care. 

• Describe the certification and recertification 
requirements. 
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Objectives c2 of 3) 

At the completion of this lesson, you will be 
able to: 

• Identify the services covered under the 
hospice benefit. 

• Explain the documentation requirements. 

• Understand how the limitation on liability 
provisions of § 1879 of the Social Security 
Act (Act) apply to hospice services. 
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Applicable Statutes 

• Act § 1814(a)(7) 

• Act § 1812(a) (4) 

• Act § 1861(dd)( 1) 

• Act § 1862(a)( 1)(C) 

• Act § 1879(9) 
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Applicable Regulations 

42 C.F.R. Part 418 
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CMS Publications 

CMS, Medicare Benefit Policy Manual 
(Internet-Only Manual Publ'n 100-2), ch. 9 

CMS, Medicare Claims Processing Manual 
(Internet-Only Manual Publ'n 100-4), ch. 11 
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Eligibility Requirements 

42 C.F.R. § 418.20 - In order to be eligible 
to elect hospice care under Medicare, an 
individual must be: 

• Entitled to Medicare Part A; and 

• Certified as being terminally i_ll in accordance 
with 42 C.F.R. § 418.22. 
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Definition of Terminal Illness 

42 C.F.R. § 418.3 defines the term 
"terminally i II." 

An individual is considered to be terminally ill 
if the medical prognosis is that the individual's 
life expectancy is six months or less if the 
illness runs its normal course. 
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Election of Hospice Ca re c1 of 3) 

42 C.F.R. § 418.24 -

An individual who meets the eligibility 
requirements of 42 C.F.R. § 418.20 may file an 
election statement with a particular hospice. 
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Election of Hospice Ca re c2 of 3) 

42 C.F.R. § 418.24 -

When choosing a particular hospice, the 
beneficiary waives the right to receive hospice 
care from another hospice, and any Medicare 
services that are for the treatment of the 
terminal illness. 
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Election of Hospice Care (3 of 3) 

42 C.F.R. § 418.24 -

This waiver does not apply to physicians' 
services furnished by the beneficiary's 
attending physician (who is not an employee 
of the hospice), or services provided by or 
under arrangements made by the hospice. 
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Duration of Hospice Care Coverage c1-2) 

42 C.F.R. § 418.21 -

An individual may elect to receive hospice care 
during one or more of the following election 
periods: 

• Initial 90-day period; 
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Duration of Hospice Care Coverage c2-2) 

• Subsequent 90-day period (up to two 
periods); or 

• Unlimited number of subsequent 60-day 
periods. 
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Certification of Terminal Illness c1 of 4) 

• 42 C.F.R. § 418.22 states that the hospice 
must obtain written certification of terminal 
illness for each election period. 

• The hospice must obtain the written 
certification before it submits a claim for 
payment. 
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Certification of Terminal Illness c2 of 4) 

• For the initial 90-day period, the 
certification must be obtained from the 
hospice medical director, or the physician 
member of the hospice interdisciplinary 
group, and the beneficiary's attending 
physician if the beneficiary has an attending 
physician. 

• Generally, the initial certification will contain 
two physician signatures. 
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Certification of Terminal Illness (3 of 4) 

• For subsequent 
certification must be 

periods, 
obtained 

the 
from 

re-
the 

hospice medical 
member of the 

director, 
hospice 

or the physician 
inter-disciplinary 

group. 

• Generally, the recertification 
only one physician signature. 

will contain 
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Certification of Terminal Illness (4of4) 

Practical Tip: 

• Stamped signatures are not acceptable. 
Handwritten and electronic signatures are 
acceptable. 

CMS, Medicare Program Integrity Manual (Internet-Only Manual 
Publ'n 100-03) ch . 3, § 3.3.2 .4 
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Certification: Content Requirements c1 of 2) 

42 C.F.R. § 418.22 

• The certification will be based on the 
physician's or medical director's clinical 
judgment. 

• The certification must specify that the 
individual's prognosis is for a life expectancy 
of 6 months or less if the terminal illness 
runs its normal course. 
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Certification: Content Requirements c2 of 2) 

• Clinical information and other 
documentation that support the medical 
prognosis must accompany the 
certification. 

• The physician must include a brief 
narrative explanation of the clinical 
findings that support a life expectancy of 
6 months or less. 
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Admission to Hospice Care 

42 C.F.R. § 418.25 - In reaching a decision 
to certify that the beneficiary is terminally ill, 
the hospice medical director must consider: 

• Diagnosis of the terminal condition of the 
patient; 

• Other health conditions, whether related 
or unrelated to the terminal condition; 
and 

• Current clinically relevant information 
supporting all diagnoses. 
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Interdisciplinary Group 

42 C.F.R. § 418.56 - The hospice must 
designate an inter-disciplinary group (in 
consultation with the patient's attending 
physician if any), which must prepare a 
written plan of care and must review and 
revise the plan of care as frequently as the 
patient's condition requires, but no less 
frequently than every 15 calendar days. 
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Interdisciplinary Group c1 of 2) 

42 C.F.R. § 418.56 -

The interdisciplinary group (IDG) must 
include: 

• doctor (M.D. or a D.O.); 

• registered nurse; 

• social worker; and 

• pastor or other counselor (e.g., chaplain) 
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Interdisciplinary Group c2of2) 

The IDG may include: 

• licensed vocational nurse; 

• home health aide 
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Covered Services c1 of 4) 

42 C.F.R. § 418.202 provides a list of 
covered services: 

• Nursing services 

• Medical social services 

• Physician services 
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Covered Services c2 of 4) 

• Counseling services 

• Short-term inpatient care 

• Medical appliances, supplies, drugs, and 
biolog ica Is 
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Covered Services (3 of 4) 

• Home health aide services 

• Physical therapy, occupational, and speech­
language pathology services 
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Covered Services (4 of 4) 

• Any other service that is specified in the 
patient's plan of care as reasonable and 
necessary for the palliation and 
management of the patient's terminal 
illness and related conditions. 
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Coverage Requirements c1 of 3) 

42 C.F.R. § 418.200 - To be covered, hospice 
services must meet the following five 
requirements: 

• The services must be reasonable and 
necessary for the palliation and 
management of the terminal illness as well 
as related conditions. 

• The individual must elect hospice care. 

Slide 28 



Coverage Requirements c2 of 3) 

42 C.F.R. § 418.200 - To be covered, hospice 
services must meet the following 
requirements: 

• A plan of care must be established before 
hospice care is provided and the plan of care 
must be periodically reviewed by the 
attending physician, the medical director, 
and the IDG. 
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Coverage Requirements (3 of 3) 

42 C.F.R. § 418.200 - To be covered, hospice 
services must meet the following 
requirements: 

• The services provided must be consistent 
with the plan of care. 

• A certification that the individual is 
terminally ill must be completed. 
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Additional Coverage Requirement c1 of 2) 

42 C.F.R. § 418.22(a)(4). 

• New Face-to-Face encounter requirement 
as of January 1, 2011. 
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Additional Coverage Requirement c2 of 2) 

As of January 1, 2011, a hospice physician or 
hospice nurse practitioner must have a face­
to-face encounter with the hospice patient no 
more than 30 calendar days prior to the start 
of his/her third benefit period recertification, 
and every benefit period recertification 
thereafter, to gather clinical findings to 
determine continued eligibility for hospice 
care. 
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Four Categories of 
Covered Hospice Care 

42 C.F.R. § 418.302 

• Routine Home Care 

• Continuous Home Care 

• Inpatient Respite Care 

• General Inpatient Care 
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Documentation Requirements c1-2) 

• Certification of Terminal Illness, 42 C.F.R. 
§ 418.22 

• Hospice Election Form, 42 C.F.R. § 418.24 

• Initial and Comprehensive Assessments, 42 
C.F.R. § 418.54 
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Documentation Requirements c2-2) 

• Written Plan of Care, 42 C.F.R. § 418.56 

• Physician's Order, 42 C. F. R. § 418.104 
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Discharge from Hospice Care c1 of 3) 

42. C.F.R. § 418.26-Reasons for Discharge 

A hospice may discharge a patient if: 

• The patient moves out of the hospice's 
service area or transfers to another hospice; 
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Discharge from Hospice Care c2 of 3) 

• The hospice determines that the patient is 
no longer terminally ill; 

• The patient's (or others in the patient's 
home) behavior is disruptive, abusive, or 
uncooperative. 
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Discharge from Hospice Care (3 of 3) 

• The patient decides to revoke the hospice 
benefit; 

• The patient dies. 
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Limitation on Liability (lof3) 

There are three situations in which hospice 
services may be denied that could trigger 
liability protection under section 1879 of the 
Act. 

1. Not eligible because the beneficiary is not 
"terminally ill" under section 1879(g)(2) of 
the Act. 
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Limitation on Liability (2of3) 

2. Separately billed items and/or services, 
such as physician services, were not 
reasonable or medically necessary under 
section 1862(a)(l)(A) or 1862(a)(l)(C) 
of the Act. 
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Limitation on Liability (3of3) 

3. The level of hospice care is not 
reasonable or medically necessary under 
section 1862(a)(1)(A) or 1862(a)(1)(C) 
of the Act. 
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QIC's Most Common Reasons for Denial 
( 1 of 2) 

No evidence of any acute clinical changes or 
any sustained clinical decline to support a 
terminal prognosis of six months or less. 
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QIC's Most Common Reasons for 
Denial c2of2) 

Record did not support a ten-percent weight 
loss in the prior six months, severe infection, 
multiple decubitus ulcers, abnormal labs, or 
decline in functional scorings or unstable co­
morbid or secondary conditions, to support a 
terminal prognosis of six months or less. 
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QIC's Most Common Basis for Denial 

Medicare coverage guidelines of the applicable 
Local Coverage Determination (LCD). 

• Note: An ALJ is not bound by an LCD, but 
will give substantial deference to an LCD if it 
is applicable to a particular case. 
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Sample LCD Language 

Part I: Decline in clinical status 
guidelines. 

Patients will be considered to have a life 
expectancy of six months or less if there is 
documented evidence of a decline in clinical 
status. 

Slide 45 



Sample LCD Language 

Examples: 

Recurrent infections like pneumonia or sepsis; 
10°/o weight loss within the past six months; 
dysphagia; edema; increased pain; change in 
level of consciousness, decline in KPS/PPS 
score; decline in FAST score for dementia; 
Stage 3-4 pressure ulcers; increased need for 
ADL assistance. 
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Usefu I Acronyms c1 of 4) 

KPS/PPS Score = Karnofsky Performance 
Scale; Palliative Performance Scale 

• Measures one's functional impairment, in 10 
percent increments. 

• 0°/o = dead 

• 10°/o to 40°/o = bed bound; no longer able to 
care for yourself; need assistance; disease 
maybe progressing rapidly 
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Useful Acronyms c2 of 4) 

• 50°/o to 70°/o = able to care for yourself 
but may need some assistance 

• 80°/o to 90°/o = highly functional 

• 100°/o = normal, no complaints 
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Usefu I Acronyms (3 of 4) 

FAST Score measures the progressive decline 
in dementia, in stages. 

Stage 7 is considered late dementia, with 
Stage 7F being the absolute worst. 

• Stage 7A= only able to speak six words or 
less 

• Stage 7B = speech limited to one word 
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Usefu I Acronyms (4 of 4) 

• Stage 7C = can no longer walk 

• Stage 7D = can no longer sit up in a chair 
without falling over 

• Stage 7E = can no longer smile 

• Stage 7F = can no longer hold up head 
independently 
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CMS Manual 

CMS, Medicare Benefit Policy Manual (MBPM) 
(Internet-Only Manual Publ'n 100-2) ch. 9, § 
10 

"Predicting of life expectancy is not always 
exact. The fact that a beneficiary lives longer 
than expected in itself is not cause to 
terminate benefits." 
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Summary c1-2) 

Now that you have completed this lesson, you 
should now be able to: 

• Identify the laws and regulations applicable 
to hospice care. 

• Understand the terminal illness requirement. 

• Describe the certification and recertification 
requirements. 
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Summary <2-2i 

• Identify the services covered under the 
hospice benefit. 

• Explain the coverage criteria for hospice 
care. 

• Explain the documentation requirements. 

• Understand how the limitation on liability 
provisions of section 1879 of the Act apply 
to hospice services. 
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Department of Health and Human Services - Office of Medicare Hearings and Appeals 

Module 22 -
Statistical Sampling 



Lesson Objectives 

At the completion of this lesson, you will be 
able to: 

• Understand and define the statistical 
sampling process; 

• Understand the scope of a statistical 
sampling decision; and 

• Identify common issues in statistical 
sampling appeals. 
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Statistical Sampling of Claims 

• Medicare contractors may use statistical 
sampling to project (i.e., extrapolate) 
overpayments to providers and suppliers 
when claims are voluminous and reflect a 
pattern of erroneous billing or overutilization 
and when a case-by-case review is not 
administratively feasible. 
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CMS Contractors 

• Zone Program Integrity Contractors (limited 
to non-party status), 

• Recovery Audit Contractors, or 

• Medicare Administrative Contractors. 
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Sustained or High Level of Error 

• Before using extrapolation to determine 
overpayment amounts to be recovered by 
recoupment, offset or otherwise, there must 
be a determination of sustained or high level 
of payment error, or documentation that 
educational intervention has failed to correct 
the payment error. 

• However, the determination that a sustained 
or high level of payment error exists is not 
subject to administrative or judicial review. 
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Statistical Sampling Steps c1 -2) 

CMS, Medicare Program Integrity Manual 
(MPIM) (Internet-Only Manual Publ'n 100-08) 
ch. 8, § 8.4.1.3, provides: 

• Selecting the provider or supplier; 

• Selecting the period to be reviewed; 

• Defining the universe, the sampling unit, 
and the sampling frame; 
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Statistical Sampling Steps c2-2) 

• Designing the sampling plan and selecting 
the sample; 

• Reviewing each of the sampling units and 
determining if there was an overpayment or 
an underpayment; and, as applicable, 

• Estimating the overpayment. 
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Sampling Unit 

• Sampling units are the elements that are 
selected according to the design of the 
survey and the chosen method of statistical 
sampling. 

• May be individual line item(s) within a claim, 
an individual claim, or a cluster of claims 
(e.g., a beneficiary). 

MPIM, supra, § 8.4.3.2.2. 
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Sampling Frame 

• The sampling frame is the "listing" of all the 
possible sampling units from which the 
sample is selected. 

• The frame may be, for example, a list of all 
beneficiaries receiving items or a list of 
specific items or services from a selected 
supplier. 

MPIM, supra, § 8.4.3.2.3. 
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Sampling Design 

• Simple random sampling, 

• Systematic sampling, 

• Stratified sampling, 

• Cluster sampling, 

• Or a combination of these. 

MPIM, supra, §§ 8.4.4.1.1-8.4.4.1.5. 
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Lower Limit of 90°/o Confidence Interval 

• Used as the amount of overpayment to be 
demanded from a provider. 

• 90°/o confidence that the actual 
overpayment lies somewhere between the 
lower and upper limits of the interval. 

• Accounts for any imprecision in the 
extrapolation in a manner that benefits the 
provider. 

MPIM, supra, § 8.4.5.1. 
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Presumption of Validity 

• The use of statistical sampling creates a 
presumption of validity as to the amount of 
an overpayment. 

• The burden then shifts to the provider. 

HCFA Ruling 86-1. 
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Adequate Documentation 

• The contractor shall document all steps 
taken in the random selection process 
exactly as done to ensure that the necessary 
information is available for anyone 
attempting to replicate the sample. 

MPIM, supra, ch. 8, § 8.4.4.2 
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Key Documentation c1-2) 

• Specific beneficiary files; 

• Notice of audit; 

• Notice of overpayment; 

• Lower level decisions and requests for 
appeal; 
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Key Documentation c2-2) 

• Claims spreadsheet (includes names, 
HICNs, Claim IDs, etc.); 

• Audit contractor's explanation of the 
audit and statistical sampling process (3-
7 pages with algorithms); 

• Random number file; and 

• Universe of claims file. 
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Validity of Sampling Methodology c1 -2) 

Determine the validity of the statistical 
sampling process. 

• Regardless of the method of sample 
selection used, the contractor shall follow 
a procedure that results in a probability 
sample. 

• If a probability sample design is properly 
executed, then its results are always 
valid. 

MPIM, supra, § 8.4.2. 
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Validity of Sampling Methodology c2-2) 

If the appellant does not state the reasons the 
appellant disagrees with how the statistical 
sample and/or extrapolation was conducted in 
the request for hearing, issues related to how 
the statistical sample and/or extrapolation 
were conducted shall not be considered or 
decided by the adjudicator. 

42 C.F.R. § 1032(d)(l). 
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Review the Sample Claims 

When the appellant asserts a disagreement 
with how a statistical sample and/or 
extrapolation was conducted in the request for 
hearing, the adjudicator must base his or her 
decision on a review of the entire statistical 
sample in order to decide the issue. 

42 C.F.R. § 405.1032(d)(2). 
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Lia bi I ity/Overpayment 

• For claims denied on the basis of 
§ 1862(a)(1) or 1862(a)(9) of the Act, 
analyze liability under § 1879 of the Act. 

• Then proceed to analysis of waiver of 
overpayment under § 1870 of the Act. 
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Common Issues ci-7) 

Challenges to the validity of reopening 

• 42 C. F. R. §§ 405.980 and 405. 986. 

The decision to reopen is not appealable. 

• 4 2 C. F. R. § 4 0 5 . 9 8 0 ( a ) ( 5) . 
• 4 2 C. F. R. § 4 0 5 . 9 2 6 ( I ) . 
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Common Issues c2-7) 

Challenge to Validity of Reopening Claims 

• Chevron, U.S.A., Inc. v. NRDC, Inc., 
467 U.S. 837 (1984) 

• 4 2 C. F. R. § § 4 0 5. 9 8 0 (a) ( 5) and 
405.926(1) 

• 70 Fed. Reg. 11420, 11453 (Mar. 8, 
2005) 
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Common Issues (3-7) 

Thomas Jefferson University v. Shala/a, 512 
U.S. 504 (1994) 

• An agency's interpretation of its own 
regulations must be given "substantial 
deference." 

• A court "must defer to the Secretary's 
interpretation [of a regulation] unless 
an alternative reading is compelled by 
the regulation's plain language or -
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Common Issues (4-7) 

- by other indications of the Secretary's 
intent at the time of the regulation's 
promulgation." Thomas Jefferson, 512 
U.S. at 512. 
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Common Issues cs-7) 

Precision Challenge to Sampling Process. 

• The MPIM does not prescribe a 
particular sample size or precision. 
Similarly, the MPIM does not prescribe 
any particular sampling design, but 
notes that any sample design that 
results in a probability sample, -

Slide 24 



Common Issues (6-7) 

- including simple random sampling, 
systematic sampling, stratified 
sampling, or cluster sampling is 
acceptable. MPIM, ch. 8, §§ 8.4.2 and 
8.4.4.1. 
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Common Issues (7-7) 

Precision Challenge to Sampling Process 

• The MPIM explicitly provides it is not 
improper and is, in fact, a requirement 
for contractors to consider "real-world 
economic constraints," such as "the level 
of available resources,'' when choosing a 
sampling methodology. See MPIM, supra, 
ch. 8, §§ 8.4.2 and 8.4.4.3. 
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Use of Experts c1-2) 

Experts may be used where there is an 
issue that the adjudicator is unable to 
resolve. 

• For example: whether a person's 
condition warranted a type of care; 
whether a treatment was the 
standard of care for a disorder; or 
where a treatment or test has no 
LCD, is new, and the provider has 
supported the use of the technique 
with medical evidence, journals, etc. 
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Use of Experts c2-2) 

Experts may be used where there is an 
issue that the adjudicator is unable to 
resolve. 

• For statistical sampling, an expert may 
analyze the contractor's sampling 
methodology for errors, comparing it to 
CMS requirements in chapter 8 of the 
MPIM, CMS Transmittal B-03-022, and 
generally accepted statistical principles. 

Slide 28 



Ambulance Cases 

• The use of statistical sampling in 
ambulance cases, which are denied under 
§ 1861(s)(7) of the Act, raises significant 
procedural and due process concerns. 

• Beneficiaries in the sample and universe 
are entitled to notice of hearing and 
notice of AU decision because of their 
party status, which eliminates the 
administrative efficiency typically created 
by statistical sampling. 
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Legal Authority - Major Authorities 

• Act§ 1893 

• CMS, MPIM, supra, ch. 8 

• HCFA Ruling 86-1 

• CMS Program Memorandum, B-03-022 
(March 21, 2003) 
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Summary 

Now that you have completed this lesson, you 
should be able to: 

• Understand and define the statistical 
sampling process; 

• Understand the scope of a statistical 
sampling decision; and 

• Identify common issues in statistical 
sampling appeals 
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Lesson Objectives 

At the completion of this lesson, you will: 

• Understand How Part B Entitlement Appeals 

Typically Arise; 

• Be Able To Resolve A Typical Part B 
Entitlement Appeal; and 

• Be Familiar With Applicable Law and Policy 
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As A Practical Matter, think 

ENTITLEMENT= ENROLLMENT 
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How Part B Entitlement Appeals Arise 

► SSA makes initial determinations and handles 
reconsiderations 

► HHS is responsible for OMHA and Council 
.

review 
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General Background: Part B Eligibility 

Individuals entitled to premium-free Part A 

► Aged 

► Disabled 

► ESRD 
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Who is Eligible? 

Individuals 65 and older 

► US citizens who reside in the US 

► Legal Permanent Residents (LPRs) in the US 
five years prior to enrollment 
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What are the Enrollment Periods? 

► Initial Enrollment Period 

► General Enrollment Period 

► Special Enrollment Period 
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Initial Enrollment Period 

► Begins: 3 months before Part A eligibility 

► Ends: 7 months later 
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General Enrollment Period 

► Runs each calendar year from January 1st through 
March 31st 

► Effective date of enrollment is July 1st 

► 10% premium surcharge (for each 12 month period) 
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Special Enrollment Period 

► If enrolled during SEP, premium surcharge not 
applicable 

► If not enrolled during SEP, must wait for GEP 
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Special Enrollment Period 

• The Individual's non-enrollment was unintentional, inadvertent 
or erroneous and is result of the error, misrepresentation, or 
inaction of an office, employee or agent of the Federal 
Government; Act §1837(h) 

• The individual did not enroll at the time they became initially 
eligible for Part B because the individual was enrolled in an 
employer's group health plan due to the individual, or their 
spouse's, current employment status; Act §1837(i) 

• The individual did not enroll at the time they became initially 
eligible for Part B because the individual was serving as a 
volunteer outside of the United States through a qualified 
program and satisfied other requirements; Act §1837(k) 
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Special Enrollment Period 

► Anytime while covered under employer1 s group 
health plan (GHP) based on current employment 
(or spouse~s), 

or 

► During the 8 months after it ends 
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What is the ''Penalty'' for Late Enrollment? 

► Individuals enrolling during a GEP are assessed 
a 10% increase in premium for each full 12-
month period they could have been enrolled, 
but were not 
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Calculating the Premium Surcharge 

► 10% premium surcharge for every full 12-month 
period not enrolled in Part Band no GHP 
coverage 

► Must pay surcharge as long as enrolled 
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Calculating the Months 

► Start first month after IEP 

► End last month of the enrollment period 
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Surcharge Example 

► IEP ends 5/2010 

► Individual enrolls 3/2014 GEP 

► Months from 6/2010 to 3/2014 = 46 

► Therefore, 30% premium surcharge 
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Typical Entitlement Appeal 

► Opted out or declined to enroll when first 
eligible 

► Recently enrolled because no longer covered 
under a group health plan 
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Typical Entitlement Appeal - Cont'd 

► SSA assessed a large surcharge, 

e.g. 150%, to the standard premium 

► Contends she was advised that she could 
apply late without penalty 
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What Relief is Available? 

► Where an individual's enrollment or 
nonenrollment is unintentional, 
inadvertent, or erroneous and the result of 
error, misrepresentation, or inaction of an 
agent of the Federal Government, the 
Secretary may take such action necessary to 
correct or eliminate the effects of such 
error, misrepresentation, or inaction. 

Social Security Act § 1837(h) 
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What Relief is Available? 

SSA or CMS may: 

► Designate a special initial or general 
enrollment period 

► Designate an entitlement period based on 
that enrollment period 
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What Relief is Available? 

► Adjust premiums 

►Take any other action necessary to correct 
or eliminate the effects of the error, 
misrepresentation, or inaction. 

42 C.F.R. § 407.32 
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Premium Surcharge Relief 

Relief available if: 

► SSA/CMS/Medicare contractor is at fault 

► SSA/CMS/Medicare documents the fault 

► The enrollee acted reasonably 
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CMS policy 

CMS requires 'more-than-clean hands': 

► The individual took reasonable, 

appropriate, and timely measures to 

assert his or her rights; 

► Due to administrative fault, his or her 

rights have been or are likely to be 

impaired unless relief is given. 

Slide 23 



SSA policy 

SSA imposes essentially the same requirement, 
but also requires: 

► That the error, misstatement, or inaction be 
attributable directly or indirectly to someone 
authorized to act for the Federal Government in 
Medicare matters (such as an employee of SSA, 
CMS, or a CMS contractor) 
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SSA policy - Cont'd 

► That such error, misrepresentation, or inaction is 
documented 

SSA, POMS, supra, ch. HI 008, 

§ 00805.170.D 
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Applicable Authorities 

► Socia I Security Act 

► Code of Federal Regulations 

► CMS policy 

► SSA policy 

► Council actions/decisions 
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Resources 

Web Resources: 

► Enrolling in Medicare Part A & Part B: 

https://www.medicare.gov /Pu bs/pdf/11036-En rol Iing­
Medicare-Pa rt-A-Pa rt-B. pdf 

► General information on enrollment in Medicare: 

http://medicare.gov/sign-up-ch a nge-pla ns/i ndex.htmI 
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Resources 

Web Resources 

► Medicare premium amounts: 
http://medicare.gov /your-med i care-costs/index. htmI 

► Medicare & You Handbook: 
http://medicare.gov/medicare-and-you/med icare-a n d­
you.htmI 
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Hypothetical #1 

SSA found the enrollee disabled due to a mental 
impairment. When completing the enrollee,s Title 
II paperwork, the local SSA representative advised 
the enrollee,s mother the enrollee would become 
eligible for Medicare Part Bin March 2002. Based 
on the father,s earnings report, SSA also advised 
the enrollee would not have to apply for Medicare 
Part B in March 2002 because the enrollee was 
covered under his father,s employer,s group 
health plan. 
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Hypothetical #1 - Cont'd 

► Shortly thereafter, the father retired. In March 
2002, the enrollee purposely did not enroll in 
Medicare Part B. When his father passed away 
in August 2005, however, the enrollee's mother 
promptly contacted SSA and enrolled her son in 
Medicare Part B. SSA assessed a 30% Medicare 
Part B premium surcharge. On reconsideration, 
SSA upheld the surcharge and the enrollee 
appealed to OMHA. Pending that appeal, the 
local SSA office submitted a Report of Contact 
that confirmed the above. 
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Hypothetical #1 - Cont'd 

► Issue 1: whether SSA correctly assessed a 
premium surcharge. 

► Issue 2: whether the enrollee is entitled to 
relief from the premium surcharge. 
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Suggested Answer 

Answer to Issue 1: SSA correctly assessed a 30% 
premium surcharge. So long as the enrollee was 
covered under a group health plan on account of 
his father's current employment, the enrollee was 
''protected" by a special enrollment period. 42 
C.F.R. § 407.20. However, his ''protection" ended 
when his father retired. Because three full 12-
month periods had passed since the enrollee could 
have enrolled, SSA correctly assessed the 30% 
premium surcharge. See 42 C.F.R § 408.22. 
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Suggested Answer - Cont'd 

► Answer to Issue 2: The enrollee is entitled to 
relief. Relief is warranted because an SSA 
representative provided incorrect material 
information upon which the enrollee reasonably 
relied to his detriment, SSA documented the 
error, and the enrollee acted promptly in seeking 
enrollment. See CMS, General Information~ 
Eligibility and Entitlement Manual {GIEEM) 
{Internet-only Manual~ Publ~n 100-01) ch. 2, 
§ 40.8 (Sep. 16, 2010); and SSA, POMS HI 008, 
§ 00805.170.D (Mar. 12, 1999). 
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Hypothetical #2 

The enrollee was born May 19, 1938. The enrollee 
was convicted of felony DUI vehicular 
manslaughter and incarcerated from May 1998 
through December 2006. The enrollee was 60 
years old when he entered prison and turned 65 in 
prison. Throughout his incarceration, the enrollee 
was a member of the general prison population, 
had access to the prison library and U.S. mail 
system, and the state provided for all of the 
enrollee's medical needs. 

Slide 34 



Hypothetical #2 - Cont'd 

Within 3 days of release, the enrollee applied for 
Medicare benefits but was assessed a 30% 
premium surcharge due to late enrollment. On 
appeal, the enrollee argued he should not be 
assessed the surcharge because he could not 
enroll in Medicare while incarcerated, he never 
received notice he had to enroll when he turned 
65, and he was protected by a special enrollment 
period because the state provided mandatory 
health coverage for him during his incarceration 
and he promptly enrolled when he was released. 
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Hypothetical #2 - Cont'd 

Issue: whether SSA correctly assessed a premium 

surcharge 
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Suggested Answer 

SSA correctly imposed a 30% premium surcharge. The 
enrollee became eligible for Part B when he turned 65, 
did not apply until December 2006, and is deemed to 
have applied during the 2007 GEP. As a member of 
the general prison population, the enrollee had library 
and mail access. Imprisonment did not render the 
enrollee ineligible or incapable of applying for 
Medicare Part B. See SSA, POMS HI § 00805.005.D.6 
(incarcerated felons whose Social Security benefits are 
suspended nonetheless retain Medicare Part B 
e I i g i bi I i ty) . 
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Suggested Answer - Cont'd 

See also SSA, POMS HI § 00805.100 (no enrollment 
period can be extended because the individual is 
mentally incompetent during part or all of the 
period, or because he or she may have been 
physically incapacitated). Moreover, as the 
Medicare Appeals Council has noted, neither SSA 
nor CMS is required to provide notice to 
individuals who are not subject to Medicare Part B 
provisions for deemed or automatic enrollment. 
In re J.B.K., at n.3, MAC (Nov. 18, 2009). ''It is 
generally the beneficiary's responsibility to initiate 
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Suggested Answer - Cont'd 

contact with SSA, based on information in the 
public domain and government public education 
and outreach efforts." Id. at 4. Finally, there is no 
evidence the state provided coverage pursuant to 
a group health plan, and the enrollee had no 
employment relationship with the state. His 
relationship arose by force and operation of law 
due to a criminal conviction, and not by mutual 
consent. Cf SSA, POMS RS § 01901.560.B.3 (no 
employment relationship exists between an 
inmate and state prison for Title II purposes). 
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Hypothetical #3 

The enrollee, a practicing trial lawyer, was born 
May 15, 1944. Anticipating his 65th birthday, the 
enrollee applied for Part A and enrolled effective 
May 2009; however, the enrollee explicitly 
declined Part B enrollment. The enrollee testified 
he changed his mind, advised SSA by phone March 
24, 2009 he had decided to enroll, and was told 
SSA would send a Part B application form. The 
enrollee further testified he called SSA again April 
30, 2009 and advised SSA he had not received his 
application form; the enrollee then 
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Hypothetical #3 - Cont'd 

was informed his previous call was noted in SSA's 
computer, SSA would send the application form 
that day, and SSA would make a computer entry 
that the enrollee should not be penalized for late 
enrollment. On May 1, 2009, SSA mailed a Part B 
application form which the enrollee immediately 
signed and returned. On May 11, 2009, the 
enrollee suffered a heart attack. The enrollee had 
no medical insurance other than Medicare. 
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Hypothetical #3 - Cont'd 

The enrollee was covered under Part A effective 
May 2009 but not covered under Part B until June 
2009. SSA's records reflect the enrollee's address 
was updated in March 2009; however, there was 
no Report of Contact or other record that the 
enrollee communicated any interest in applying for 
Medicare Part B (or had requested a Medicare Part 
B application) at any time prior to his April 30, 
2009 ''follow-up'' call. 
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Hypothetical #3 - Cont'd 

Issue: whether the enrollee is entitled to adjust 
his Medicare Part B enrollment date. 
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Suggested Answer 

The enrollee is not entitled to relief. The record 
does not contain a Report of Contact or other 
document evidencing misrepresentation, inaction, 
or error by SSA. While the enrollee might have 
contacted SSA in March, the credibility of the 
testimony is undermined by the lack of supporting 
documentation. The only corroborated testimony 
is the enrollee called SSA April 30, 2009 and SSA 
promptly mailed the Part B application form the 
following day. 
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Suggested Answer - Cont'd 

Even if the enrollee had requested an application form 

March 24, the Enrollee offered no explanation 

(plausible or not) as to why he did not act sooner 

before contacting SSA concerning the "missing11 

application form. The enrollee was a practicing trial 

attorney with no physical or mental deficits. Merely 

requesting an application form did not prevent him 

from following up earlier than he did with a telephone 

call, applying on line, or even applying in-person. See 

CMS, GIEEM {Internet-only Manual Publ~n 100-01} ch. 

2, § 40.8 (Sept. 16, 2010). 
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Summary 

You should now: 

■ Understand How Part B Entitlement Appeals Typically 
Arise; 

■ Be Able To Resolve A Typical Part B Entitlement Appeal; 
and 

■ Be Familiar With Applicable Law and Policy 
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Glossary 

• IRMAA: Income-Related Monthly Adjustment 
Amount 

• LCE: Life Changing Event 

• MAGI: Modified Adjusted Gross Income 

• PY: Premium Year 

• SMI: Supplementary Medical Insurance or Part B 

• SSA: Social Security Administration 
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What is IRMAA? c1 -6) 

IRMAA affects premiums for Medicare Part B, which 
covers doctor's visits and other outpatient services, as 
a result of the Medicare Modernization Act of 2003. 

20 C.F.R. § 418.1001 
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What is IRMAA? c2-6) 

• IRMAA also affects premiums for Medicare Part D, 
which covers prescription drugs, as a result of the 
Affordable Care Act of 2010. 

20 C.F.R. § 418.1001. 

See, generally, 20 C.F.R. §§ 418.1001-1355 (Part B), 
418.2001-2355 (Part D) 
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What is IRMAA? (3-6) 

• IRMAA is the amount an individual pays in addition 
to the standard Medicare Part B or Part D monthly 
premium, when an individual's modified adjusted 
gross income (MAGI) exceeds the annual threshold. 

20 C.F.R. §§ 418.1005 (Part B), 418.2005 (Part D) 
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What is IRMAA? (4-6) 

• The amount of an IRMAA is determined according to 
the individual's MAGI and federal tax filing status. 

20 C.F.R. §§ 418.1005 (Part B), 418.2005 (Part D) 
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What is IRMAA? cs-6) 

• The amount of an IRMAA is determined according to 
the individual's MAGI and federal tax filing status. 

20 C.F.R. §§ 418.1005 (Part B), 418.2005 (Part D) 
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What is IRMAA? (6-6) 

• Without IRMAA, individuals pay approximately 25°/o 
of the actual costs of the Medicare Part B and Part 
D programs while the federal government covers 
remaining program costs. 

20 C.F.R. §§ 418.1005 (Part B), 418.2005 (Part D) 
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MAGI c1 -2) 

• Modified Adjusted Gross Income (MAGI) equals: 

- IRS Form 1040, Line 37 [Adjusted Gross Income] 

PLUS 

- IRS Form 1040, Line 8B [Tax Exempt Income] 

20 C.F.R. §§ 418.1010(b)(6) and 418.1120(a) (Part 
B) 

20 C.F.R. §§ 418.2010(b)(S) and 418.2120(a) (Part 
D) 
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MAGI c2 -2) 

Why is MAGI important? 

• SSA uses filing status and MAGI to determine 
whether an IRMAA will be assessed and, if so, the 
amount. 

See 20 C.F.R. §§ 418.1125 (Part B), 418.2125 (Part 
D) 
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Income Thresholds 

IRS Tax Filing Status 2011 - 2019 MAGI 

Married, filing jointly $170,000 

All Others $85,000 

Based on the corresponding IRS tax filing status 
indicated above, beneficiaries who exceed the 
indicated MAGI thresholds are subject to IRMAA. 

20 C.F.R. §§ 418.1105 (Part B), 418.2105 (Part D) 

Slide 11 



IRMAA Determinations ci -4) 

• SSA makes all IRMAA initial determinations. 

20 C.F.R. §§ 418.1301 (Part B), 418.2301 (Part D) 
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IRMAA Determinations c2-4) 

• SSA calculates IRMAA using tax information 
received from the IRS. Ordinarily, this is an 
individual's tax information from two years prior to 
the premium year (PY-2). 

20 C.F.R. §§ 418.1135(a) (Part B), 418.2135(a) (Part 
D) 
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IRMAA Determinations (3-4) 

• If PY-2 tax information is not available, SSA will use 
the PY-3 tax information temporarily until the PY-2 
information is available. 

20 C.F.R. §§ 418.1135(b) (Part B), 418.2135(b) (Part 
D) 
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IRMAA Determinations (4-4) 

• This is the standard IRMAA process for every .
premium year. 

20 C.F.R. §§ 418.1135 (Part B), § 418.2135 (Part D) 
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If your filing status and yearly income 
in 2018 was 

Single, Head of household 
or Qualifying Widow(er) 

Married, fi ling jointly 

Married, filing separately 

$85,000.01 - $107, 000.00 
$107,000.01- $133,500.00 
$133,500.01-$160,000.00 
More than $160,000.00 

$170,000.01-$214, 000.00 
$214,000.01-$267,000.00 
$267,000.01-$320,000.00 
More than $320,000.00 

More than $85,000.00 

$53.50 
$133.90 
$214.30 
$294.60 

$53.50 
$133.90 
$214.30 
$294.60 

$294.60 

$13.00 
$33.60 
$54.20 
$74.80 

$13.00 
$33.60 
$54.20 
$74.80 

$74.80 
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IRMAA Appeals ci -7) 

• Following an initial determination, a beneficiary may 
request reconsideration. 

• SSA handles all IRMAA requests for reconsideration. 

20 C.F.R. §§ 418.1325 (Part B) and 418.2325 
(Part D). 
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IRMAA Appeals c2-7) 

• Reconsideration issues usually concern whether SSA 
should calculate MAGI using more recent tax 
information. 

See 20 C.F.R. §§ 418.1201 and 418.2201. 
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IRMAA Appeals (3-7) 

• IRMAA appeals usually concern whether an 
individual is entitled to relief based on a major Life 
Changing Event. 

• Individuals appeal unfavorable IRMAA reconsidered 
determinations to OMHA. 
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IRMAA Appeals (4-7) 

• 42 C.F.R. Part 405, Subpart I governs the Part B 
IRMAA appeals process. 

• 20 C.F.R. § 418.1350 provides in relevant part: 
"You may request a hearing before an OMHA 
administrative law judge consistent with HHS' 
regulations at 42 C.F.R. Part 405." 
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IRMAA Appeals cs-7) 

• 42 C.F.R. Part 423 governs the Part D IRMAA 
appeals process. 

• 20 C.F.R. § 418.2350 provides in relevant part: 
"You may request a hearing before an OMHA 
administrative law judge consistent with HHS' 
regulations at 42 C.F.R. Part 423." 
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IRMAA Appeals (6-7) 

• The issue before an OMHA ALJ usually concerns 
whether the individual's IRMAA may be reduced or 
eliminated by using MAGI for a more recent year 
when the individual claims a Life-Changing Event. 

20 C.F.R. §§ 418.1201 (Part B), 418.2201 (Part D) 
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IRMAA Appeals (7-7) 

• By regulation, an individual's IRMAA will be reduced 
or eliminated if: 
- The individual experienced a major life changing event as 

defined by regulation; 
- The major life-changing event resulted in a significant 

reduction in MAGI in a more recent tax year; 
- The individual requests the use of a more recent tax year's 

MAGI; and 
- The individual provides acceptable evidence. 

• 20 C.F.R. §§ 418.1201 (Part B), 418.2201 (Part D) 
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7 Major Life-Changing Events: 
The Checklist c1-2) 

ft 

1. Marriage; 
2. Death of a spouse; 
3. Marriage ends through divorce or annulment; 
4. You or your spouse stop working or reduce the 

hours you work; 
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7 Major Life-Changing Events: 
The Checklist c2-22 

■ 

5. Loss of income-producing property; 
6. Cessation, termination or reorganization of 

employer's pension plan; or, 
7. Settlement received as a result of employer's 

closure, bankruptcy, or reorganization. 

20 C.F.R. §§ 418.1205 (Part B), 20 C.F.R. § 418.2205 
(Part D) 

Slide 25 



The most common case/ LCE: 
Loss Of Income-Producing Property _ 

You or your spouse experiences a loss of income 
producing property, provided the loss is not at the 
direction of you or your spouse (e.g., due to the sale 
or transfer of the property) and is not a result of the 
ordinary risk of investment. 

20 C.F.R. § 418.1205(e) 
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Timing of LCE c1 -3) 

Unlike the PY-3 or PY-2 IRMAA calculation rule, the 
occurrence of an LCE is not limited to a particular year 
or time period. The only requirement is that the LCE 
had to happen prior to the request. 
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Timing of LCE c2-3) 

Example: 

• Joe Smith received his IRMAA notice in November 
2016 for PY 2017; the IRMAA was calculated using 
his 2015 MAGI; 

• Mr. Smith had a qualifying LCE occur in December 
2016 that would result in a significant reduction in 
his MAGI for tax year 2016; 
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Timing of LCE (3-3) 

• Mr. Smith requests SSA use his 2016 MAGI based 
on his qualifying LCE; 

• Mr. Smith qualifies for use of his 2016 MAGI; 

• SSA will accept an estimate of Mr. Smith's 2016 
MAGI if actual figures are not yet available. 
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A Significant Reduction 

• With respect to Part B, 20 C.F.R. § 418.1215 
provides, in part: 
- "For purposes of this subpart, we will consider a reduction 

in your income to be significant if your [MAGI] decreases; 
and 

a) The decrease reduces the percentage of the [IRMAA] you must 
pay ... ; or 

b) The decrease reduces your [MAGI] to an amount below the 
threshold ... and eliminates any [IRMAA] you must pay." 

(applicable to Part D through 42 C.F.R. § 418.2215) 
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Evidence Requirement 

• With respect to Part B, 20 C.F.R. § 418.1215 
provides, in part: 
- "When you request that we use a more recent tax year to 

determine your [IRMAA], we will ask for evidence of the 
major [LCE] and how the event significantly reduced your 
[MAGI] as described in §§ 418.1255 and 418.1265. Unless 
we have information in our records that raises a doubt 
about the evidence, additional evidence documenting the 
major [LCE] will not be needed." 

(applicable to Part D through 42 C.F.R. 
§ 418. 2250) 
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Kinds of LCE Evidence c1 -2) 

20 C.F.R. §§ 418.1255 (Part B) and 418.2255 (Part D) 

• Provide the type of evidence and/or references to 
the type of evidence SSA will accept as evidence of 
a major LCE. 
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Kinds of LCE Evidence c2 -2) 

20 C.F.R. §§ 418.1260 (Part B) and 418.2260 (Part D) 

• Provide the type of evidence and/or references to 
the type of evidence SSA will not accept as 
evidence of a major LCE. 

Slide 33 



Kinds of Significant Evidence 

20 C.F.R. §§ 418.1265 (Part B) and 418.2265 (Part D) 

• Provide the type of evidence and/or references to 
the type of evidence SSA will accept as evidence of 
a significant reduction in MAGI. 
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Expenses Not Qualifying LCEs 

20 C.F.R. §§ 418.1210 (Part B) and 418.2210 (Part D) 

Certain types of events are not considered major 
[LCEs] for the purposes of this subpart, such as: 

a) "Events that affect your expenses, but not your .
income; or 

a) Events that result in the loss of dividend income 
because of the ordinary risk of investment." 
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Sample Cases c1-11) 

Fact Pattern - Case A 

Husband and wife, Part B beneficiaries, sold their 
stocks in order to move into a nursing home. The 
beneficiaries' 2015 MAGI was $317,417.00. Based on 
their MAGI, each beneficiary was assessed an IRMAA 
of $49.40 for 2017. The beneficiaries did not dispute 
the calculation of their MAGI. 
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Sample Cases c2-11) 

Fact Pattern - Case A 

The ALJ found, based on their age and failing health, 
that the beneficiaries had been forced to sell their 
stocks "due to circumstance beyond the[ir] 
control. .. ,which qualifies as a life changing event." 
The ALJ concluded the life-changing event was the 
"forced selling of income producing property, in the 
instant case, stock." 
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Sample Cases (3- 11) 

Fact Pattern - Case A 

SSA protested, stating it "will not consider events 
other than those described in § 418.1205 to be major 
life-changing events. Certain types of events are not 
considered major life-changing events for the 
purposes of this subpart, such as: .. . (b) Events that 
result in the loss of dividend income." 20 C.F.R. 
§ 418.1210(b). 
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Sample Cases (4- 11) 

Fact Pattern - Case A 

SSA further asserted that its regulations treat a loss 
from the sale of stock, like the ones at issue, in the 
same manner as a loss of dividend income. 71 Fed. 
Reg. 62923, 62929 (2006) (noting in response to 
public comments on this issue that "decreases in 
dividend income and loss of income from financial 
securities are not 'events' but rather fluctuations in 
the financial markets and should not be considered as 
part of the list of events with a potentially permanent 
effect on income" that qualify as major life-changing 
events). 
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Sample Cases cs-11) 

Fact Pattern - Case A 

Question: What did the Council rule in this scenario? 
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Sample Cases (6- 11) 

Fact Pattern - Case A 

Answer: The Council found that the "beneficiaries' 
circumstances did not qualify as a life-changing event 
under the IRMAA regulations." The Council also 
determined that the ALJ erred in ruling that the 
beneficiaries' sale of stock satisfied the requirements 
of 20 C.F.R. § 418.1201(a). 

Slide 41 



Sample Cases (7-11) 

Fact Pattern - Case B 

The Part B beneficiary's 2015 MAGI was $203,721.00. 
Based on the beneficiary's MAGI, SSA assessed the 
beneficiary an IRMAA of $67.90 for 2017. In 
December 2016, the beneficiary notified SSA he had a 
life-changing event because he stopped working in 
June 2006. SSA used the beneficiary's 2016 earnings 
to reduce his IRMAA from $67.90 to $30.90. In 
January 2017, the beneficiary requested 
reconsideration and asked that SSA use his 2017 
estimated earnings to recalculate his 2017 IRMAA. 
SSA did not take into account the stop work life­
changing event. 
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Sample Cases cs-11) 

Fact Pattern - Case B 

On March 15, 2017, the beneficiary requested an ALJ 
hearing. Among other things, the ALJ found the 
beneficiary's 2017 tax year income was "speculative" 
and would be "uncertain until such time as his TY2007 
tax returns are filed." 

Slide 43 



Sample Cases (9- 11) 

Fact Pattern - Case B 

The appellant appealed, arguing "the ALJ's decision in 
this case is inconsistent with the statute and 
regulations in that [the beneficiary's] MAGI was 
computed using his 2016 tax return. Since [the 
beneficiary] had a [life-changing event] in 2016 (work 
stoppage), he should have been allowed to use his 
estimated earnings for the year 2017 to compute his 
IRMAA for premium year 2017. --
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Sample Cases c10-11i 

Since SSA's regulations allow for use of estimated 
earnings when the tax return has not been filed, [the 
beneficiary] should have been allowed to have a new 
initial determination based on his estimated earnings 
for the tax year 2017. The ALJ's decision is therefore 
contrary to SSA regulations." 
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Sample Cases c11-11i 

Fact Pattern - Case B 

Question: What did the Council rule in this scenario? 

Answer: On November 28, 2017, the Council found 
the beneficiary had a qualifying life­
changing event in 2016. The Council 
agreed with the appellant and concluded 
"the beneficiary may, under the applicable 
SSA regulations, request that his 
estimated 2017 MAGI be used to calculate 
his IRMAA for 2017." 
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~ Department of Health and Human Services - Office of Medicare Hearings and Appeals 

Module 25: 
Medicare Secondary 

Payer 



Objectives c1-2) 

At the completion of this lesson, you will be 
able to: 

• Understand how the Medicare Secondary 
Payer (MSP) program works; 

• Identify the ways MSP claims can be 
reduced; 
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Objectives c2 of 2) 

• Determine settlement recoveries in wrongful 
death and Workers' Compensation awards; 
and 

• Identify the procedural differences under the 
Strengthening Medicare and Repaying 
Taxpayers Act of 2012 (SMART) Act. 
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MSP Background 

• Designed to reduce the amount of payments 
made by the Medicare program by requiring 
other insurers of health care for beneficiaries 
to pay primary to Medicare. 

Slide 4 



Applicable Laws c1-2) 

• Social Security Act (Act) § 1862(b) 

• 42 C.F.R. §§ 411.50-54 

• 42 C.F.R. §§ 411.40-47 

• 42 C.F.R. §§ 411.100-130 

Slide 5 



Applicable Laws c2-2) 

• 42 C.F.R. § 405.355 

• 42 C.F.R. § 405.924 

• 42 C.F.R. § 405.926 

• 20 C.F.R. § 404.509 

• CMS, Medicare Secondary Payer Manual 
(MSPM) (Internet-Only Manual Publ'n 100-5) 
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MSP - Application 

MSP is triggered by: 

OTHER INSURANCE COVERAGE 

• Liability Insurance - 42 C.F.R. § 411.50 

• Automobile 

• General casualty 

• Workers' Compensation 
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Lia bi I ity Insuranee c1-2) 

Who: Injured Medicare Beneficiary 

What: Third-Party Liability insurance 
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Liability Insurance c2-2) 

When: Medicare will pay for medical services 
only when the third-party insurance payment 
will not be ''prompt.'' 
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More About Liability Insurance c1-2) 

'' II 

Within 120 days 

42 C.F.R. § 411.S0(b) 
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More About Liability Insurance c2-2) 

• Medicare's payments are "CONDITIONAL" 

• Medicare expects repayment when the 
private insurance payment "has been 
made, or can reasonably be expected to 
be made." 
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CMS Collection Powers c1-2) 

• Subrogation rights 

• Right to bring independent actions 
against any entity that has received 
payment from a primary plan 
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CMS Collection Powers c2-2) 

• Recover from any entity "required" or 
responsible to repay 

• Recover from any entity receiving the 
other insurance proceeds 

Act § 1862(b)(2)(B)(ii) - (iv) 
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MSP Collection Process ci-4) 

MSP Timeline 

• Beneficiary, or representative, provides 
notice to Medicare within 60 days of 
receiving a settlement. 42 C.F.R. 
§ 411.24(h) 

• CMS Information Gathering (MSPRC) 
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MSP Collection Process c2-4) 

• CMS sends collection letter 

• Amount is determined by a Coordination of 
Benefits Contractor based on claims for 
Medicare services 
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MSP Collection Process (3-4) 

• Required Letter Contents 

oRepayment process 

oWaiver of repayment procedures, and 

oApplicable appeals process 
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MSP Collection Process (4-4) 

• Beneficiary/Representative responds by: 

o Paying amount claimed 

o Seeking a reduction 

o Seeking a waiver 
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MSP Recovery Amount 

• CMS may recover an amount equal to the 
Medicare payment for injuries covered by 
the liability insurance, up to the full amount 
payable under the insurance. 

42 C.F.R. § 411.24(c) 
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MSP Recovery Limitations c1-2) 

No MSP recovery for services covered by 
Medicare after the date of settlement 

• Unless settlement includes future medical 
■

services. 
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MSP Recovery Limitations c2-2) 

Medicare must reduce its MSP recovery for 
Procurement Costs 

• Proportionate share of attorneys' 
fees/costs 

42 C.F.R. § 411.37(a)(l) and (d) 
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Appeals Issues 

Reduction of MSP Claim Sought 

• Unrelated charges included in MSP Claim. 
MSPM, ch. 7, § 50.4.4. 

• Compromise of Small Settlement; CMS 
Regional Offices ON LY!! 

• Act § 1862(b)(2)(B)(v) 

• 42 C.F.R. § 411.28(b) 
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