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SUBJECT: Businessand System Requirementsfor the Home Health Prospective
Payment System (HH PPS)

Ths Program Memorandum (PM) identifies business and systems requirements for the implementation of
HH PPS. Each requirement specifies an action that must be taken and identifies the primary action agent,
although conforming changes for certain actions may be required by additiond parties. All changes
oadified bdow, with the exception of enhancements detailed in 8l1.X., are effective for home hedlth claims
with service dates on or after October 1, 2000.

|. Background Information

A. Satutory Overview

The Balanced Budget Act of 1997 (BBA 97), amended by the Omnibus Consolidated Emergency
Supplementa Appropriations Act of 1998 (OCESAA 98) and the Balanced Budget Refinement Act of
1999 (BBRA 99), created a prospective payment system for Medicare home hedth services (HH PPS)
specifying the following affecting daims operations and individud daim payment:

C  Requires payment be made on the basis of a prospective amount

C  Alloasthe Secretary of the Department of Health and Human Services (DHHS) to determine a new
unit of payment

C  Requires the new unit of payment to reflect different patient conditions (case mix) and wage
adjustments

C  Allowsfor cogt outliers (supplementa payment for exceptiona high-cost cases)

C  Requires proratiion of the payment when a beneficiary chooses to transfer among home hedth
agencies (HHAS) within an episode

C  Requires sarvicesto be recorded in 15 minute increments on claims

C  Requires Unique Physcian Identification Numbers (UPINS) to appear on claims for prescribing
physicians
C  Eliminates periodic interim payments (PIP) for HHAs

C  Renuresconsolidated billing by HHASs for al services and supplies for patients under a home hedlth
plan of care (POC)

--  BBRA 99 removes durable medica equipment (DME) from the scope of consolidated billing
under BBA 97

C  Requires an effective date for implementation of the system of October 1, 2000
Notethat UPINsad 15 minute increments mentioned in BBA 97 are dready captured on Medicare home

hedth daims.
HCFA-Pub. 60AB
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Al exiding laws affecting claims payment, such as those on the payment floor and Medicare Secondary
Payer, are dtill valid and are not changed by HH PPS.

B. Regulatory Overview

HCFA made the following regulatory decisions regarding elements of the law listed above, and codified
these provisonsin afind rule published in the Federal Register on June 28, 2000:

C
C

The unit of payment is a 60 day episode

Eachepisode is anticipated to be paid in two split payments, one billed as a Request for Anticipated
Payment (RAP) at the beginning of the episode and one asaclaim at the end of the episode

Only cdlams (not RAPS) will provide line-items detailing the individua services ddivered

Home Hedth Resources Groups (HHRGS), dso caled HRGs and represented by HCFA Hedlth
Insurance Prospective Payment System (HIPPS) coding, will be the basis of payment for each
episode; HHRGs will be produced through publicly available Grouper software that will determine

the appropriate HHRG when results of comprehensive assessments of the beneficiary (made
mcorporatlng the Outcome and Assessment Information Set [OASIS] data set) are input o
“grouped” in this software

HHRGs can be changed mid-episode if the patient experiences a Significant Change In Condition
(referred to below as a SCIC adjustment)

Episodes will be truncated and given Partid Episode Payments (referred to below as PEP
adjustments) if beneficiaries choose to transfer among HHAS or if a patient is discharged and
subsequently readmitted during the same 60 day period

ae case-mix and wage adjusted employing Pricer software (amodule that will be attached
to exigting Medicare claims processing systems) a the Regiond Home Hedth Intermediary (RHHI)
processing Medicare home hedth clams

There will dso be reducing adjustmentsin payment when the number of visits provided during the
episode are four or less (referred to below as Low Utilization Payment Adjustments: LUPAS)

There will be downward adjustmentsin HHRGsiif the number of thergpy services ddlivered during
anepisode does not meet athreshold of 10 therapy visits or more (referred to below as the therapy
threshold)

Therewill be cost outlier payment, if applicable, in addition to an episode payment

The primary HHA under consolidated hilling must identify itself to HCFA and its clams processing
agats(only that one HHA, the primary or the one establishing the beneficiary’ s plan of care, can hill
for home hedlth services other than DME; if multiple agencies are providing services smultaneoudy,
they must take payment under arrangement with the primary agency)

C. Administrative Implementation Overview

The specific requirementsin 8l (below) reflect in detail the following implementation decisons that have
been made by HCFA:

Basic systems and formats used in home hedlth processing will not be changed:
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HH PPS will operate on the platform of existing Medicare clams processing sysemsincluding the
Common Working File (CWF) and the Fisca Intermediary Standard System (FISS) or Arkansas
Part A Standard System (APASS)

HH PPSwill employ claims formats such as the paper and dectronic UB-92 and related transaction
famets(i.e, the 835 e ectronic and paper remittances, Medicare Summary Notice [MSN])-- no new
fieldswill be added to ether the remittance or the claim form

Shifing payment for home hedlth claims between the Part A and B trust funds, as Stipulated by 84611
of BBA 97, will 4ill be required, though the mechanism will change when the bads of payment
dhanges to episodes (amounts of Part A and Part B visits and dollars on each claim will be captured
in value codes internally generated by the Standard Systems, without changesfor providers or the
clams splitting of the current process)

Episodes, as the payment unit, will dso become the unit of tracking in claims systems

C

Ingenerd, episodeswill be digtinct (not overlapping) and contiguous in time for cases of continuous
cae (oneending on one day, the next sarting the very next day even if no services are provided that
next day)

More than one episode for a single beneficiary may be opened by the same or a different HHA for
dfferent dates of service; thiswill occur, particularly if atransfer or discharge and reedmission to the
same provider Stuation exigts, in order to assure continuity of care and payment

Some new subsystems will be created to mesh with existing claims processing systems.

C

There will be an inquiry sysem into CWF via RHHI remote access through which HHAS can
aatanif an episode has dready been opened for agiven beneficiary by another provider (i.e., that
they are clearly the primary HHA), and track episodes of their beneficiaries over time. Thisinquiry
system isreferred to below as the Hedth Insurance Query for HHASs (HIQH)

80 HHRGs for clamswill be determined at HHASs by inputting OASIS data (OASIS isthe clinical
datasst that currently must be completed by HHASs for patient assessment) into Grouper software --
aurent OASI S Haven software will be updated to integrate the Grouper, and free Grouper software
will ds0 be downloadable from the HCFA website; Grouper will output an HHRG for an episode to
be put onaclam

All HH PPS claims will run through Pricer software, which, in addition to pricing HIPPS codes for
HHRGs will maintain six nationa standard vist rates to be used in outlier and LUPA determinations

HH PPS billing will be limited to a subset of types of hill:

C

Episodes paid under HH PPS will be restricted to homebound beneficiaries under exigting Plans of
Cae(POCs) (i.e., UB-92 types of hill (TOB) 32x and 33x), though 34x billswill be used by HHAS
for services not bundled into HH PPS rates

Requedts for Anticipated Payment will be submitted using TOB 322 only

Thedaim for an episode (TOB 329) will be processed in Medicare systems as an adjustment to the
RAP triggering full or fina episode payment, so that the claim will become the single adjusted or
findized claim for an episode in dams higory-- dlams will be able to be adjusted by HHAS after
submisson

There will not be late charge bills (TOB 325 or 335) under HH PPS-- services can only be added
through adjustment of the claim (TOB 327 or 337)



New codes will appear on standard formats under HH PPS;

C
C

The TOB frequency code of “9" has been created specificaly for HH PPS hilling

A 0023 revenue code will appear on both RAPs and claims, with new HIPPS codes for HHRGs in
the HCPCSfidd of alineitem

Source of Admission codes“B” (transfer from another HHA) and “C” (discharge and readmission
to the same HHA) have been created for HH PPS billing

Other curatly exigting Nationa Uniform Billing Committee (NUBC) or ANSI ASC X12 (the group
overseeing eectronic remittances and clams) coding may be employed in home hedlth transactions
for thefird time

Trangtion to HH PPS will occur in a compact time period:

C

Services delivered on September 30, 2000 and before must be billed under the existing cost
rambursamat sgtem; services from October 1, 2000 and after must be billed on distinct PPS claims

Thecog-bassd dams system will be maintained severd yearsinto HH PPS in order to accommodate
the current timely filing period for dlaims and previous years cost settlement

Cost reports will continue to exist despite the that fact most payments will no longer be cost based;
regpartswill didinguish between the two different payment systems that will exist in CY 2000, athough
HHAs will submit asingle cost report in accordance with their current cost report year

HHAs are encouraged to hill as promptly as possible in order to assure cash flow, and Medicare
systems are being redesigned to accommodate and encourage this practice

Il. Specific Business and Systems Requirements

The requirements below are grouped by subject, with manual sections to be affected noted for each
subject. This tranamittal will be replaced by revisons to dl the listed sections of the Medicare
Intermediaries Manud (MIM) and the Home Hedth Agency manua (HIM-11) and possibly additiona
sectionsaswel. These manua sections will be published as soon as possible after the publication of this
PM. Other related ingtructions are expected to be prepared for the Carriers Manua, encompassing both
carier and DME Regiona Carrier effects, and aPM on trangition issues.

The requirements groups below are arranged as follows:

Implementing the A-B shift under HH PPS
Provider Change of Ownership (CHOW)
Generd Clam Requirements

Coordination of Benefits

Enforcement of Consolidated Billing

Audit and Reimbursement/ PS& R Requirements
Common Working File (CWF) Requirements
Demand Billing and Appeds

Education issues for providers

The HH PPS Episode

Clam Requirements

Medicd Review Requirements

Beneficiary Notices

Medicare Secondary Payer (MSP)

ZZrACTIOMMOUO®W>



Nationa Claims History (NCH) Requirements
Outcomes and Assessment Information Set (OASIS) Related Requirements
HH PPS Pricer Requirements
Remittance Advice Ingructions
Request for Anticipated Payment (RAP) Requirements
RHHI file maintenance
Standard System editing requirements
Trangtion to HH PPS
. Workload Reporting and Claims Timeliness
Enhancements to the HH PPS system

XS<CHNDOTO

A. Implementing the A-B shift under HH PPS (MIM 8§3604, HIM-11 §475)
CWF will apply entitlement edits and A-B shift edits before PPS edits.

Sandard Systems (referred to below as SS) will pass one or more value codes (V Cs) designated to A-B
vigtsand A-B dollars on al HH PPS claims processed for payment.

SSwill reed Pat A and B visitsrgiected by CWF with trailer 16, if dl visitsare Part A, SS will send CWF
aTOB 33x with VC 62 (Part A visits) and VC 64 (Part A dollar amount) only, or if dl vistsare Part B,
SS will send a TOB 32x with VC 63 (Part B visits) and VC 65 (Part B dollar amount) only (8029 and
8031 aror codes). SSwill populate dl four VCsif both A and B vidts are on the claim (8030) and these
va ue codes can gppear on either TOB 32x or 33x. SSwill then return the claim to CWF for gpproval.

SSwill prorategaisode payment on abasis of a number of viststo populate VC 64 (Part A dollar amount)
and/or VC 65 (Part B dollar amount).

If an unsolicited cancd-only response (trailer 20) is received from CWF, SSwill create a 32G or 33G
adjustment claim, and return it to CWF with action code 1.

SS will assure Record Identification Code (RIC) sent to CWF must match the type of bill (TOB) on the
cdam. If A & B vistson same clam, RIC must match submitted TOB.

CWF will change RIC code to new code U if both value codes 64 and 65 are on aclaim.

B. Provider Change of Ownership (CHOW) (MIM 883009, 3638, HIM-11 8140, 432)

SSwill st aresson code and RHHIs will Return to Provider (RTP) any Requests for Anticipated Payment
(RAPs) and claims in episodes where the 6 digit base Medicare provider number changes.

HCFA will ingtruct providers that if claims are returned to provider due to the provider number changing,
providers must submit a clam with old provider number for the existing episode as a Partid Episode
Payment (PEP) and submit a RAP with the new provider number to receive payment for a new episode.
C. General Claim Requirements (MIM 883600.1, 3604, HIM-11 §8475,462)

HCFA will ingruct providers that each Home Hedth Resource Group (HRG) will be represented in the
system by 8 Health Insurance PPS (HIPPS) codes.

HCFA will define a generic description for revenue code 0023 ("Home Hedlth Services') in ingtructions.
SS will return the reimbursement for the HIPPS code in the 0023 line of the daim for RAPs and pad



dams.

HCFA will ingruct providers never to submit charges on 0023 lines, since thisfiedd will be overlad with
the HH PPS reimbursement amount.

SSwill rgject type of bill 325 or 335.
HCFA will continue to educate providers to submit al non-covered charges submitted, per Change

Request 1001. Programming changes to pass the non-covered charges from the SSto CWF (and any
adaptation of HH PPS design to accommodate them) will be scheduled post 10/1.

D. Coordination of Benefits (COB)
Per HCFA decision, SS will send only the daim for COB. SSwill send dlaim as an origind, debit only

dam, natasan adjustment. This occurs between the RHHI and the COB trading partner insurer and does
not affect CWF.

E. Enforcement of Consolidated Billing (MIM 83640, HIM-11 8§460)

1. Billing Indructions:

HCFA will require HHA providers to submit line item dates on Durable Medica Equipment (DME) items.
HCFA will ingtruct providers to bill each month's DME renta as a separate line item.

HCFA will not require HHAS to adopt broader use of HCFA Common Procedure Coding System
(HCPCYS) codes in hilling with the advent of HH PPS.

HCFA will continue to alow HHAs to bill DME not under a Plan of Care (POC) on the 34x type of hill.

HCFA will request that HHAS use revenue code 623 to report al wound care supplies, including but not
limited to surgical dressings, separate from any other non-routine supplies reported under either revenue
codes 62x or 27x during the same episode.

HH PPSwill causeno changes in the billing of outpatient services by HHAS (i.e., vaccines, olints, antigens,
cadts, or thergpy vigts) which are billed on the 34x type of hill.

2. Crossover Editing:

CWF A-B crossover editswill prevent duplicate billing anong RHHIsfor dl DME. Since consolidated
hilling doesnat apply to DME, the first claim in will be processed/paid, and subsequent clamsfor the same
item in the same time period will be rejected by CWF/denied back to providers.

CWwill develop A-B crossover edits for a defined list of 178 HCPCS for non-routine medical supplies
among dl inditutiona bill types so that services hilled after the posting of a HH episode will be rejected
back to the SS. The SSwill deny the items on the non-primary HHA claim.

CWFwill develop A-B crossover edits for a defined list of 178 HCPCS for non-routine medical supplies
among dl indtitutiona hill types, so that if services other than those billed by the primary HHA have been
peid prior tothe pogting of an HH episode, CWF will return an unsolicited trailer 20 to the SS, and the SS
will reprocess the previoudy paid claim as a debit/credit to deny items on the non-primary HHA claim.

CWF will develop crossover edits for therapies (42x, 43x, 44x) among dl inditutiond bill types so that
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sarvices hilled after the posting of a HH episode will be rgected back to the SS. The SSwill deny items
on the non-primary HHA dam.

CWF will develop crossover edits for thergpies (42x, 43x, 44x) among al indtitutiona bill types so that if
svicssathe than those billed by the primary HHA have been paid prior to the posting of an HH episode,
CWFwill return an unsolicited trailer 20 to the SS, and the SS will reprocess the previoudy paid clam as
a debit/credit to deny items on the non-primary HHA claim.

If revenuecode 636 ad HCPCS for osteoporosis drug are billed on 34X claim, CWF will check to ensure
that provider of 34x hill is same as provider on episode record. |f an open episode exists, SS will edit
accordingly.

3. Inquiries by other provider types. CWF will provide information on the HH episode in the Hedth

Insurance Query Access (HIQA) system for other non-HHA ingtitutiona provider typesto view. HIQA
will show the from and through dates of most current episode unless provider submits earlier dates.

F. Audit and Reimbur sement/Provider Statistical and Reimbur sement (PS& R) System
Requirements

1. The End of Periodic Interim Payments (PIP) under HH PPS:

HCFA will notify providers regarding the dimination of Periodic Interim Payments (PIP) under HH PPS.

SSwill not dlow aPIP indicator on HH provider files after 10/1/00.
Data centers must run report of PIP providers and automatically update provider files.
2. PS& R Requirements.

HCFA will assure dl clamsin a given episode are applied to the provider fisca year in which the episode
ends for cost reporting and PS& R purposes.

HCFA will assre PS& R will continue to track cost payments for covered osteoporosis drugs on only 34x
clams under HH PPS,

HCFA will assure PS&R will pick up the dlaim frequency code, which is the third digit of the type of hill.

HCFA will assure PS&R will capture cancel only codes, i.e., track number of RAPs paid without claim
paid through capture of unique two-digit cancel only code.

HCFA will assure PS& R will track number of vists through use of vaue codes with count of Part A and
B vigts

HCFA will assure claim record layouts for HH PPS are available for PS& R programming purposes.
HCFA will assure new PS&R data will be collected, in new approved tables, to track payments by
provider and by type of payment. Tables will include payments by HHRG level, LUPAS, SCICs, and
PEPs.

PS& R users will do enough monthly reporting to complete the set of new HH PPS tables
specified by HCFA.

HCFA will complete ingtructions on the new PS& R tables.
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HCFA will aeate mechanism for Network Data Mover (NDM) transmission of HH PPS PS& R data and
create arepogtory for the data in the HCFA data center.

3. Cogt Reporting/Cost Settlement | ssues:

HCFA will assure cost report settlement will continue for non-HH PPS services, drugs and items on 34x
bills that HHAs bill, and interim payments will be on a percentage of charges.

HCFA will make clear there will be no short cost report periods, and both payment systems will be
reported in the same cost report for the year in which the trangition occurs. New schedules will be
developed to track both PPS and cost reimbursement on single cost report for the transition year.

HCFA will require RHHIs to maintain the current cost statistics for trangtion for ayear (i.e. vists by type
of rate).

4. Manitaring of overpayments. HCFA will determine away in systems to monitor overpayments including
whetwill be reported on, what system will do this beyond PS& R, what frequency of reporting is required,
and how to link identified overpayments to the generation of demand letters.

G. Cammaon Working File (CWF) Requirements (MIM 883500, 3640, 3802, 3638.4, 3682 HIM -
1188475, 462, 300, and new sections)

1. CWF Episode file and Hedth Insurance Query for HHASs (HIQH)

CWwill have and update an episode history auxiliary file, separate from the Home Hedlth Benefit Period
(HHBP) auxiliary file.

CWEF will track episode records by beneficiary and update based on the daily claims process.

The episode auxiliary file will have 10 fidds. period dart date, period end date, contractor number,
provider number, HRG, Date of Ealies Billing Activity (DOEBA), Dae of Laes Billing Activity
(DOLBA), principle and secondary diagnosis codes (1 field), LUPA indicator and period status indicator.
The traller will reflect everything in the episode period. (Record layouts and additiona information are
defined in CWF CR#18986.)

Inthe CWIF gaisode record, the period status indicator will be the two-digit patient status code from claim.
CWEF will have dl clams update HHBP and episode record DOEBA and DOLBA and vigits.

The CWFdaeof accretion on the episode will be the date the RAP or No-RAP LUPA (defined in Claim
Requirements below) is accepted and applied.

CWwill meinan 36 iterations of episodes in the episode file, and when the 37th and subsequent episodes
come in, episodes will be dropped by age (i.e., the oldest will be dropped).

The HIQH transaction will be able to access dl 36 episode iterations displayed two a atime. If specific
dates are not given, the default will be to display the two most recent episodes.

In the HIQH response, providers will receive HICN, episode start and end date, period status indicator
and contractor and provider numbers, home health benefit periods, episode periods, Medicare Secondary
Payer (MSP) information, Hedth Maintenance Organization (HMO) enrollment information and hospice
paiods dong with other HIQA header information that pertains to home health. HCFA must educate on
this.
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CWF will not support an unformatted HUQH record pardld to HUQA (the unformatted version of
HIQA).

2. CWF editing of claims againgt the episodefile:
CWEF will assure that an episode will open even if the RAP shows zero reimbursement.

CWF will cdculate the end date when creating an episode record from a RAP (even if no-pay) or from
No-RAP LUPA.

CWF will rgect any clam with statement dates overlapping any existing episode on the CWF episode
record without the appropriate patient status or source code indicators (transfer or discharge/readmit).

CWFedits againgt episode record will dlow same day transfers (the termination date of one episode and
the start date of the next may be equd if 2 HHASs are involved).

All vists reported on the claim must fal within the episode period or the claim will be rejected by CWF-.
CWF will produce aresponse trailer for the RAP and claim.
CWEF will use 23 for the new trailer for HH PPS RAPs and clams.

If the clam patient Satus is 30, CWF will assure that the through date will equa the CWF calculated
episode end date.

CWF will auto-cancel the claims of episodes shortened because of the receipt of a RAP or No-RAP
LUPA with atransfer or readmit indicator and send an unsolicited response to the SS.

If aHH claim isreceived and CWF finds an inpatient, outpatient or SNF claim within the episode dates,
CWF will compare the line item vigt dates to the statement dates on that daim and rgject the HH daim if
any date fals within the range of the statement dates of the other claim.

If 2admission dates on 2 RAPs cause episode spans to overlap, CWF will regject the later received RAP
withatraler ad anew error code if an earlier received RAP without atransfer indicator is present. A No-
RAP LUPA isdso rgected if it overlgps an episode period without a transfer indicator.

If CWFrecdves a RAP with areadmit indicator from a provider with an open episode, the RAP will post
if odamisin paid atus or post and adjust previous episode period end date in previous episode record
if thecdamisin pad Satus.

If aclaim in an episode is denied or auto-canceled, CWF will not cancel the episode.

If aclaim in an episode is canceled by the Fl or the provider, CWF will cancel the episode.

H. Demand Billing and Appeals

HCFA will ingtruct providers that apped rights under HH PPS will be triggered by clams done.

HCFA will ingruct how a mechanism comparable to demand bills under the current Interim Paymert
System (IPS) will be gpplied to the HH PPS environment.

|. Education issues for providers (M1 M 883638, 3640, 3682, 3780, HIM-11 88475, 439, new
sections)
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HCFA will sst a"guiding” HH PPS education time line with milestones for nationa coordination.

HCFA will educate affected non-HHA inditutiond billers and processors and aso Audit Intermediaries
(Als) on the effects of HH consolidated billing.

HCFA will educatedfected physician/professiond billers and processors on the effects of HH consolidated
billing.
HCFA will educate both hospices and HHASs to use HIQH.

RHHIswill cover the following topics, among others, to the extent they are trained by HCFA and the Blue
CrossBlueShidd Association (BCBSA): billing continuous care, MSP, RAPS, consolidated billing (DME
and under arrangement), Haven software, cost reports, trangtion periods, new CWF inquiries, new
payment basis and types (LUPASs, PEPs, Outliers, etc.), payment system links to OASIS, HH PPS
background (including demas), snowhbird issues, medica review, time frames for dams, transfer issues,
coordination with plan of care, incentives for timely hilling, thergpy thresholds, and M SN/remit changes.

HCFA will brief Adminigtrative Law Judges (ALJs) and the press office on HH PPS.

HCFA COwill provide nationd coordination for HH PPS on the use of different media: websites, satdllite
broadcasts, town hall meetings, nationd articles, and computer-based training.

HCFA will work with RHHIs to develop clear avenues for inquiries on HH PPS.

RHHIs may use or HCFA will coordinate use of advisory groups and State associations in educationa
efforts.

J. TheHH PPS Episode

RHHIs, with HCFA training, will ensure providers have universal understanding of the HH PPS episode
asaperiod of up to 60 consecutive days, starting with first service ddlivery date reported on the RAP.

HCFA will indruct providers that multiple, non-overlapping episodes for the same beneficiary can be open
a onetime.

HCFA will ingtruct providers that only the primary HHA can bill when overlapping services are billed and
one agency should be under arrangement to another (not transfer).

SSand CWF will edit the claim through date so that it will not be grester than the first service date of the
episode plus 59 days.

K. Claim Reguirements (MIM 883600, 3603, 3604, 3639, 3640, HIM-11 88475, new sections)
1. Provider Ingructionsfor aClaim:

HCFA will indruct that the cdlaim will be submitted with atype of bill frequency of 9 and that the damis
subject to interest and the payment floor.

HCFA will require source of admission codes on clam. Any agppropriate NUBC approved code will be
accepted.

HCFA will irgruct that any appropriate NUBC approved patient status code will be required on the claim.
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HCFA will ingtruct and SSwill assure that the through date of the claim equds the date of the last service
provided in the episode unless the patient Satus is 30, in which case the through date should be day 60.

Providers may submit clams earlier than the 60th day if the POC goas are met and the patient s
discharged, or the beneficiary died. The episode will be paid in full unless there is a readmisson of a
dscharged beneficiary, or atransfer to another HHA prior to the day after the HH PPS period end date.

Provida's may submit daims earlier than the 60th day if the beneficiary is discharged with the gods of the
POC met, and if readmitted or if atransfer to other HHA-- the episode will be paid as a PEP.

If the beneficiary goesinto the hospital through the end of the episode, the episode is paid in full whether
the patient is discharged or not.

HCFA will ingtruct providers that a PEP is given if atransfer Situation, or if dl treetment goals are reached
with discharge and there is a re-admisson within the 60 day episode. PEPs are shown on the claim by
patient status code 06.

HCFA will ingtruct providersto report al SCICs occurring in one 60-day episode on the same claim.

HCFA will ingtruct providers that the dates on 0023 lines on dl clams will be the date of the first service
supplied at that level of care.

HCFA will ingtruct providers to submit no late charges on clams under HH PPS. Claims must
be adjusted instead.

HCFA will ingtruct providers that they must use the EO condition code if submitting adjustments to change
the patient gatuson aclam.

HCFA will instruct that aclaim is paid as a LUPA if there are four or less vigts tota in an episode,
regardiess of changesin HIPPS code.

HCFA will ingtruct how to accommodate beneficiary selection of HMO during an episode.

2. Clamswith no RAP submitted:

HCFA will assure systems can accommodate providers just sending a clam (no RAP) in the Stuation
where providers know a LUPA will be ddlivered from the outset of the episode. These cases are known
as"No-RAP LUPA" stuations.

HCFA will ingtruct providers that before submitting No-RAP LUPAS, written orders must be signed.

HCFA will insure providers understand the risk of a No-RAP LUPA stuation. There will be no RAPto
tie the beneficiary to the provider as primary while services are being ddlivered.

3. Processing of clams.

SSwill edit the admission date and from date and earliest dated HIPPS code on claim to match RAP. |f
the claim falls this edit, SSwill sat areason code, and RHHIs will RTP the clam.

If aclaim, other than aNo-RAP LUPA, is received without the RAP for the same episode in pending or
find gtatus, SS will RTP the dlam as is currently done on adjustments with no matching dlaim, but will
assign a new reason code with a different externd narretive.

If theRAP for an episode isin house but pending (any suspense status or on the payment floor, FISS: any
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Sdatus or PB9996), SSwill recycle the claim. If recycling the claim, RHHI will set up areason code to
mark the daim dirty.

SSwill define anew claim path for the 329 or 339 TOB.

SSwill edit so that the from date, first 0023 date, admission date and first revenue code date on the claim
al match each other on an initid episode of continuous care.

On the claim, SSwill cdculae the 0001 line to show a summary of charges submitted on find, not
including any 0023 lines.

SSwill create anew reason code defined as "Home Hedth Clam” (FISS: pardld to current reason code
37192).

In a PEP situation only: if the first provider bills the claim with visits overlgpoping a second provider's
gpisode period, the claim will be rgjected by CWF with a UR rgject code which indicates the date of the
first overlgpping vist. The firg provider, when receiving the rgected clam, can rehill only the
non-overlapping dates and seek payment under arrangement with the second provider for other vigts.
SS will place the changed HIPPS codes in the pand code fidld of the claim.

SS will pass changed HIPPS codes to CWF in the extra HCPCS field created with claim expansion.
L. Medical Review Requirements (Program Integrity Manual)
RHHI medicd reviewers will add language to externa message for additional development request (ADR)

reason codes to include OASIS.

RHHI medica reviewers will have access to the Provider Enroliment Chain and Ownership System
(PECQS) database, containing information on common ownership of HHAS (dated for 7/00).

If an RHHI medica reviewer determines common ownership in a transfer Stuation, they will rgect the
transfer clam with a message that the second provider must seek payment under arrangement with the
other agency.

Medicd reviewers will determine that the principle diagnosis on the UB-92 clam form must match the
principa diagnosis on the 485 plan of care form and on the OASI S assessment.

RHHI medicd reviewers will use HIMR to access beneficiary episode record on CWF to monitor
discharges to related agencies processed by other RHHIs

SSwill create anew line-leve pricing indicator for when medical reviewers change a HIPPS code.

M. Beneficiary Notices [M edicare Summary Notice (M SN)/Explanation of M edicar e Benefits
(EOMB)]

SSwill aestean M SN message for the genera information section based on a RAP, to read " Our records

indcatetret you are receiving home hedlth services from agency xxxxx. If thisisincorrect please contact

us at the number on the front of thisform."

RHHIs will not revise the 7R file to send 0023 lines on claims to the M SN.
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HCFA will work with APASS and AHS to define al modifications needed for HH PPS on
EOMB-comparable documents.

N. Medicare Secondary Payer (MSP) (MIM 883682.4, 3899, HIM-11 8496)

There are no changes for the MSP pay modules because of HH PPS,

HCFA will edLcate providers that for MSP, providers may have to track the vidits of primary payersin 60
day increments to match clams.

For working aged, o conditiona payments can be made, so Medicare sysems will evauate on clams only
if secondary payment is due.

Inaddtiontoworking aged, HCFA will not make interim or conditiona payments, for other types of MSP
(induding no fault, workman's comp and ligbility). The prompt payment period would not gpply until 120
daysframfird dete of service. The claim could be paid by this point in time therefore the prompt payment
period would gpply only to the claim).

HCFA will insure M SP savings cal culations are not done on RAP if $0 because savings in this case would
be the difference if Medicare was primary as opposed to secondary.

Medicarewill pay the difference of the primary payer payment and the full episode payment due on claims
for al MSP types.

For caculation of MSP savings, take cost avoidance only on denied claims.
MSP override capabilities will goply to both RAP and clams
CWF and SS M SP edits apply to RAP and claims but have to be adjusted for episode payment basis.

O. National ClaimsHigtory (NCH) Requirements

The NCH Nearline file will store both the RAP and the daim transactions.  During the find action
processing of the Standard Andytic Files, the clam as an adjustment will overlay the RAP.

For the A-B shift affecting claims, charges under HH PPS will not have to be split by the SSinto charges
to Part A or Part B for passing to NCH. Splitting of charges may be performed in MQA.. process, as
determined by input from NCH data users.

CWF Medicare Qudity Assurance (MQA) system/NCH must review HH PPS requirements for other
changes and MQA needs.

P. Outcomesand Assessment Information Set (OASIS) Related Requirements (MIM 883117.2,
3604, 3639 HIM-11 88204.2, 204.5, 240.3, 475)

HCFA will revise HIM-11 §8204.2, 204.5, and 240.3 on timing of recertification to paralledl OASIS
regulations, and make conforming revisons to the MIM.

HCFA will add an additiona item to OASIS ingrument to indicate whether 10 or more therapy visits are
projected.

HCFA will inarethat dl new digible patients who become Medicare eigible must have anew sart of care
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(SOC) as=mment, and for Medicare payment purposes the episode would start with the SOC assessment.

HCFA will assure the HIPPS code will be determined by a Grouper at the HHA site, based on OASIS
data

HCFA will indrudt providers to submit the following, an output of the Grouper: start of care date (M0030--
detefidds in OASIS are 8 bytes), assessment completed date (from item M0090 on OASIS) and reason
for assessment (M0100-2 bytes) on the claim in the treatment authorization code field on dl HH PPS
dans Thisisto tie an individud OASS assessment to individud cdams/episodes. This dlaim dement will
be cdled the cdlams-OASIS matching key.

Grouper will output the clams-OASIS matching key.

SS will edit to ensure the presence of an 18 character clams-OASIS matching key in the treatment
authorization fidd on the dam.

HCFA will ingtruct providersto report the clams-OASIS matching key for the latest dated assessment in
the episode period on SCIC claims.

HCFA instructions will dipulate that the investigation devices (IDE) revenue code (624) should ke
disallowed on HH clams, since the trestment authorization field required for IDE will be used for the
cdams-OASIS matching key.

Q. HH PPSPricer Requirements (MM 883640, 3656 3892 HIM-11 8475, new sections)

1. Generd Requirements:

Ricer will return the following information on dl clams. Output HIPPS codes, weight used to price each
HIPPScode, payment per HIPPS code, totd payment, outlier payment and return code.  If any element
does not gpply to the claim, Pricer will return zeroes.

Rioa will wegeindex adjust al PPS payments based on the Metropolitan Statistical Area (MSA) reported
in vaue code 61 on the claim.

If input dataisinvalid, Pricer will return one of aset of error return codes to indicate the invalid e ement.
Pricer must key application of fiscd year rate changes to through date on the claim.

2. Pricing of RAPs.

Pricer will employ RAP logic for type of bill 322 and 332 only.

OntheRAP, Pricer will multiply the wage index adjusted rate by .60 if the claim from date and admisson
date match and the initid payment indicator is= 0.

OntheRAP, Pricer will multiply the wage index adjusted rate by .50 if the claim from date and admisson
date do not match and the initid payment indicator is= 0.

OntheRAP, Pricer will multiply the wage index adjusted rate by .00 if the initid payment indicator equas
1.

Pricer will return the payment amount on RAP with return code 03 for O percent payment, 04 for 50
percent payment and 05 for 60 percent payment.
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3. Pricing of Clams.

Rioarwill employ claim logic for type of bill 329, 339, 327, 337, 32G, 33G, 321, 33l, 32J, 33J, 32M and
33M only.

Pricer will make payment determinations for clam in the following sequence: LUPA, therapy threshold,
HHRG payments (including PEP and SCIC), then outlier, in accordance with logic in HCFA paper.

Picer will pay daims as LUPAs when there are less than 5 occurrences of al HH vidt revenue codes: 42x,
43x, 44x, 55x, 56x and 57x.

Pricer will pay vistson LUPA damsat nationd standardized rates, and the totdl of vist amounts will be
find payment for the episode.

If Pricer determinesthe clam to bea LUPA, dl other payment caculations will be bypassed.
Pricer will return claim LUPA payments, with return code 06.

HCFA will supply Pricer with atable of "fdl back” HIPPS codes so HIPPS can be down coded when
thresholds are not met.

If one of the 320 HIPPS codes that indicate therapy is present, Pricer will check for the presence of 10
therapy vidts by revenue codes (42x, 43X, 44x). Ten therapiesin totd for episode is threshold.

If 10 occurrences of therapy revenue codes are not found when HIPPS code indicates therapies, Pricer
will reprice the claim based on the table of "fdl back" HIPPS codes.

Ricer will reiurn both the input HIPPS code and an output HIPPS code. The output code will be different
from the input code only if the therapy threshold is not met.

If the PEP indicator is'Y, Pricer will multiply the wage index adjusted rate by the number of HHRG days
over 60.

If the PEP indicator is'Y and there are two or more HIPPS codes on the claim, Pricer will multiply each
HHRG payment by the number of PEP days60. Each result will then be multiplied by the number of
HHRG days'the number of PEP days. The sum of these amounts is the totd HHRG payment for the
episode.

If aSCIC, Fricer will pro-rate the episode in accordance with the multiple HHRG lines that come in on the
dam.

Pricer will perform the outlier calculation on al daims unlessthe dlamisaLUPA.

Pricer passes back to the SS asingle outlier amount, no matter how many HIPPS codes are on claim.
Prioa will perform an outlier calculation that requires total numbers of visits per discipline to be multiplied
by reiondl dandard per visit rates. The totd result is compared to an outlier threshold which is determined
by adding the rate for the HIPPS code to a standard fixed-loss amount.  If the total result is greater than
the threshold, Pricer will pay 80 percent of the difference between the two amounts in addition to the
episode rate determined by the HIPPS code.

Pricer will return claim payments with no outlier payment with return code Q0.

Pricer will return clam payments with outlier payment with return code 01.
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Pricer will return the following additiona information on clams: the dollar rate used to caculate revenue
oodecogsand the cogts caculated for each revenue code.  If any revenue code is submitted with zeroes,
Pricer will return zeroesin these fidds.

4. Amud Updates. HCFA will annually update the following information used by Pricer: Federd episode

rate, outlier threshold amount, outlier loss-sharing ratio, RAP payment percentage, labor and non-labor
percentages, hospitd wage index, HHRG weight table, nationd per vist rate table.

R. Remittance Advice Instructions (MIM 83602.7, HIM-11 new section)
1. Generd Requirements:

HCFA will not make additional changes for HH PPS to the paper remittance format, the 835 v
3051.4A.01 implementation guide or PC-Print.

HCFA will inform providersthat line level payment data will be reported only in v. 3051.4A.01 and later
versons. Other versonswill report claim level summary payment data

HCFA will educate providers regarding the meaning of the two HIPPS codes on their Electronic
Remittance Advices (ERAS) in cases where the HIPPS code is changed by the Pricer or by medical
review.

HCFA will ingruct providers about remittances under HH PPS and the continued use of the existing
debit-credit process for processing the claim for the episode.

HCFA will determine, or provide guiding principles, for al new types of claim reections under HH PPS
astowhaherto reject as provider liable or beneficiary liable, to enable assgnment of the CO or PR group
code as appropriate.

2. Specific Ingructions:

A. 835 Verson 3051.4A.01 Line Level Reporting Requirements for the RAP.

1. Enter HC (HCPCS revenue code qudifier) in 2-070-SVC01-01, and the Hedlth Insurance PPS
(HIPPS) code under which payment is being issued in 2-070-SV C01-02. The HIPPS code is being
treated as atype of level 3 HCPCS in this version.

2. Enter 0 (zero) in 2-070-SVCO02 for the HIPPS billed amount and the amount you are paying in
SVCO03.

3. Enter 0023 (home hedlth revenue code) in SV C04.

4. Enter the number of covered days, as calculated by the standard system for the HIPPS, in SV CO05, the
covered units of service.

5. If the HIPPS has been down coded or otherwise changed during adjudication, enter the billed HIPPS
in 2-070-SVC06-02 with quaifier HC in 2-070-SV C06-01.

6. Enter the start of service date (claim from date) in 2-080-DTM for the 60-day episode. If arevenue
code other than 0023 is billed, report the line item date associated with that revenue code
ingtead of the claim from date.

7. Enter group code OA (Other Adjustment), reason code 94 (Processed in excess of charges), and the
dfference between the billed and paid amounts for the service in 2-090-CAS. Report the difference asa
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negative amount.

8. Enter 1S (ambulatory patient group qualifier) in 2-100.A-REF01 and the HIPPS code in
2-100.A-REF02.

9. Enter RB (rate code number quadifier) in 2-100.B-REFO1 and the percentage code (0, 50, 60) in 2-
100.B-REF02.

10. 2-110-AMT (ASC, APC or HIPPS priced amount or per diem amount, conditional) does not apply
toHHA daims, and should not be reported for either the first or the fina remittance advice for aHH PPS
episode.

11. 2-120-QTY does not apply to afirg bill/payment in an episode. This data element is used for home
hedith payment only when payment is based on the number of vidts (when 4 or fewer visits) rather than on
the HIPPS.

12. Enter the gppropriate line level remark codesin 2-130-LQ. There are no messages specific to home
hedlth HIPPS payments. There are no apped rights for initia episode payments.

B. 835 Verson 3051.4A.01 Line L evel Reporting Requirements for the Claim (More than 4 Vidits)

1 Revasetheinitid payment for the episode. Repest the data from the first bill in steps 1-7 in section A,
but drenge the group code to CR and reverse the amount signs, i.e., change positive amounts to negatives
and negatives to pogtives. See the 835 implementation guide for further information on the correction
reversal process.

2. Enter CW (claim withholding) and repest the reversd amount from 2-070-SVC03 in 3-010-PLB for
this remittance advice. Thiswill enable the first 60-day payment to be offset againg other payments due
for this remittance advice.

3. Thefull payment for the episode can now be reported for the end of episode hill.

a Repeat seps A1-11 for the service as areprocessed bill. Report this data in a separate claim loop
in the same remittance advice. Up to six HIPPS may be reported on the second hill for an episode.

b. Inaddtion to the HIPPS code service loop, dso enter the actua individual HCPCS for the services
funished. Include a separate loop for each service. Revenue code 270 services will not be billed with a
HCPCS, and must be reported in a separate SV C loop in the remittance advice.

¢. Report payment for the service line with the HIPPS in the HCPCS data dement at the 100 percent
rate (or the zero rate if denying the service) in step 9.

d. Report group code CO, reason code 97 (Payment included in the alowance for another
service/procedure), and zero payment for each of the individual HCPCSsin the 2-070-SV C segments.
Payment for these individua services is included in that HIPPS payment. Do not report any alowed
anout in 2-110.A-AMT for theselines. Do not report a payment percentage in the loops for HCPCS
included in HIPPS payment(s).

e. Enter the appropriate appeal messages in a remark code data element in 2-1035-MOA and any
gopropriate line level remark codes in 2-130-L Q. There are no messages specific to home heath HIPPS
payments.

f. If DMEispaid, report in a separate loop(s), and enter the allowed amount for the DME in 2-110.A-
AMT.
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4. If Pricer determinesthat a cost outlier is payable for the claim, enter ZZ (outlier amount) in
2-062-AMTO1 and the amount of the outlier in AMTO2.

NOTE: Since thisisaclam leve segment, this must aso be reported in 835 versons 3030M ad
3051.3A.

5. If insufficient funds are due the provider to satisfy the withholding created in B step 2, carry the
outstanding balance forward to the next remittance advice by entering BF (Balance Forward) in the next
avaladeprovider edustment reason code data element in 3-010-PLB. Report the amount carried forward
as a negative amount in the corresponding provider adjustment amount data element.

C. 835 Veson 3051.4A.01 Line Level Reporting Requirements Claim (4 or fewer Visgts)

1. Follow B steps 1-2.

2. Now that the first payment has been reversed, pay and report the claim on a per visit basis rather than
onaprogpedtive basis. Enter HC in 2-070-SV C01-01, the HCPCS for the vidit(s) in 2-070-SV C01-02,
submitted charge in SV C02, the paid amount in SV CO3, appropriate revenue code (other than 0023) in
SV CO04, the number of vigts paid in SVCO05, the billed HCPCS if different than the paid HCPCS in
SV C06, and the billed number of vidtsif different from the paid number of visitsin SV CO7.

3. Report the applicable service dates and any adjustments in the DTM and CAS segments.

4. The 2-100-REF segments do not apply to per visit payments.

5. Enter B6in 2-110.C-AMTO01 and the alowed amount for the visit(s) in AMTO2.

6. Repart thenumber of covered and noncovered (if applicable) vidts in separate loops in segment 2-120-
QTY.

7. Enter the appropriate appeal messages in a remark code data eement in 2-1035-MOA and ary
appropriate line level remark codesin 2-130-LQ.

8. If insufficient funds are due the provider to satisfy the withholding created in B step 2, carry the
outstanding balance forward to the next remittance advice by entering BF (Balance Forward) in the next

avaladeprovider edustment reason code data element in 3-010-PLB. Report the amount carried forward
as a negative amount in the corresponding provider adjustment amount data element.

S. Request for Anticipated Payment (RAP) Requirements (MIM 883600, 3603, 3604, 3639,
3640, HIM-11 8475, new sections)
1. Provider Ingtructions for RAPs:

HCFA will ingruct providers that to send a RAP, a service must be delivered but written orders do not
have to be in hand nor does the assessment form have to be transmitted.

HCFA will ingtruct providersthat al HH episodes must be opened on CWF history by the submission of
aRAPor LUPA find.

RHHIswill convey as part of provider education the incentive to get the RAP in as soon as possible.
HCFA will require submitted RAP TOB to be 322 or 332 only.

HCFA will require that providers place source of admission codes on RAP.
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HCFA will ingruct providers that the admission date on the RAP, and on a LUPA find, must remain
condant for rdlated episodes of continuous care. The date must be the first service date of the first episode

in the "spdl.”
HCFA will require that the statement covers "from™ date on RAP will match the "through” date.
A patient status code will be required on RAP. The only acceptable codeis 30.

HCFA will ingtruct providers that they must submit one revenue code line on RAP. Theline will show the
new revenue code 0023, HIPPS code, first date of service, and zero charges on 0023 line.

Providers may submit 0001 line on the RAP, but SSwill ignoreiit.

SSwill dlow only 328, 338, 329, 339 or 32I, 33l (cancel only--C) adjustments can be made to a 322 or
332.

2. Processing of RAPs:
CWFand SSwill accept new source of admission code C to reflect PEP due to discharge and gods met.

If source code on RAP indicates transfer or discharge and readmission, CWF will open new episode on
history.

On RAP, SSwill cdculate 0001 to match the 0023 line

HCFA will create a distinct no-pay code for no-pay RAPs (provider who has 0% as RAP paymert
dlowance)

SS will edit so that the from date and the first 0023 date on the RAP maich on the initid episode of a
period of continuous care.

If adamis not received within 60 days from the end of episode, SS will autometicaly cancel the RAP for
thet gpisode, using a unique two-digit cancel only code created by HCFA. This code will be seen on both
the debit and the credit actionsin SSfinancia processing. The clam will be cancd-only at CWF.

T. RHHI file maintenance(MIM 83604 HIM-118 475)

RHHIs will set up revenue code 294 to require a HCPCS code.

SSwill send aloadable file of HIPPS codes to the RHHISs, to be loaded in locaity one.

RHHIswill activate al provider-specific files attributes necessary for HH PPSin provider specificfiles.

RHHIswill st the revenue code file so that revenue codes 58x and 59x cannot be billed as covered under
HH PPS (on TOBs 32x, 33X).

RHHIswill add revenue code 0023 to the revenue code file with an effective date of 10/01/00, and set up
revenue code 0023 to require a HCPCS code.

U. Standard System editing requirements (MM 83640 HIM-11 8475, new sections)

1. Generd Requirements:
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SSwill ensure that the total charges field will be sent to CWF.

SSwill modify the edit that compares the provider effective date to the admission date for TOB 32x, 33x
to compare to the statement “from” date.

SS will revise duplicate editing to dlow for same day trandfers.

SSwill rgject claims rgjected by CWF because of dates overlgpping with an existing episode.

SS will autocancd RAPs when claims are processed (FISS overlay, APASS has link) using a unique
two-digit cancel-only code (created by HCFA), to be seen on debit and credit actionsin SSfinancid
processing. The clam will be cancd-only at CWF-.

When the dlam is received, SSwill pull up the Intermediary Control Number (ICN) from the RAP and
populate the claim. (This action is specific to FISS. APASS will take smilar action.)

When the daim is recaeived, SSwill plug in the transaction type on the daim.

SS will modify finandid logic that requires FISS adjustment reason code and requester identification for
329 and 339 hills (page 6 of the FISS claim).

HCFA will supply SS with 80 HHRGs represented as 640 HIPPS codes: 80 indicate computed from
complete data, and 560 indicate computed from derived data.

SS will deny RAPs and No-RAP LUPAs if the physician signing the plan of care is on the sanctioned
provider ligt.

SSwill hevedl claims with partia denias process back through entire claim path, excluding medica policy.
SSwill develop an interface with HIQH.

SSwill ssdthe following actions codes to CWF: 1 on RAP, No-RAP LUPA or TOB 32G or 33G; 30on
clams other than No-RAP LUPAS, 4 for cancd-only claims; and 7 for RAPs that are suspended.

SSwiill pass both debits and credits to PS& R with 329 or 339 types of hill, even when the credit may be
blank.

SSwill crestea mechanism to tranamit RAPs to CWF that suspended in the claim path prior to submisson
to CWF.

SSwill not apply sequentia edits.

SSmud areste an HUSP (secondary payment transaction record) for dl RAPs with MSP information and
send it to CWF to update/create an MSP auxiliary file.

SS will modify edits for HH TOB frequency, admit date and patient status to create separate editing for
service dates prior to HH PPS implementation and for service dates after HH PPS implementation.

2. Interface with Pricer:
HCFA will provide SSwith specifications for a450 byte Pricer input record layoLt.
SSwill pessthe following clam eements to Pricer for dl dlaims. Nationd Provider Identifier (NP1), Hedlth

InuranceClam (HIC) number, provider number, type of bill, statement from and through dates, admission
date and HIPPS codes.
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SSwill place the return code passed back from Pricer on the header of dl claims.

If the daim is aLUPA, SSwill gpportion the payment amounts returned from Pricer to the visit lines, so
they can pass accurately to the ERA.

SSwill passa’Y medicd review indicator to Pricer if aHIPPS code is present in the panel field on aline
andtheline item pricing indicator shows that the change came from MR. In al other casesan N indicator

will be passed.
SSwill passaninitid payment indicator to Pricer, extracted from field 19 of the Provider Specific File.

SS will asaure dl daims with covered vists will flow to Pricer, but only covered visits will be passed to
Pricer.

SS will pass Pricer dl sx HH visit revenue codes sorted in ascending order, with a count of how many
times each code appears on the claim, and those that do not appear on the claim will be passed with a
quantity of zero.

If there is one HIPPS code on the claim and the patient statusis not 06, SSwill pass 60 days of service
for the HIPPS code, regardiess of visit dates on the claim.

If thedamisaPEP, SS will calculate the number of days between the first service date and the last service
date and pass that number of days for the HIPPS code.

If theclamisa SCIC, SSwill caculate the number of daysfor al HIPPS codes from the inclusive span
of days between first and last service dates under that HIPPS code.

SSwill passaY/N medica review indicator to Pricer for each HIPPS code on the claim.
SSwill pass Pricer a Y/N PEP indicator for every clam.

SSwiill pessPicer aY PEP indicator if the claim shows a patient status of 06. Otherwise the indicator will
be N.

SS will place the payment amount returned by Pricer in the tota charge and the covered charge field on
the 0023 line.

SSwill place any outlier amount on the claim as vaue code 17 amount and plug condition code 61 on the
dam.

When Ricar returns an 06 return code (LUPA payment), SSwill place it on the claim header in the return
code fidd and create anew "L" indicator in the header of record (CWF HUOP--outpatient transaction
record) sent to CWF/NCH.

SSwill integrate Pricer for customer service into SS by 10/1/00 and create a new on-line screento do it.

V. Transtion to HH PPS (Program Memorandum on transition issues)
HCFA will define the one time POC trangtion for the period of 9/00 thru 12/00.
HCFA will ingtruct providers that CWF and SS will edit to rgject claims that overlap September/October

2000 dates.  Bills must fal under one system or the other by service date (al clams must be totaly one
or the other payment system).
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HCFA will ingtruct providers to submit anew RAP or No-RAP LUPA for dl patients aready under care
on 10/01/00. All open billing periods must be closed 9/30/00.

SS will set areason code if aRAP or claim comes in without 0023 revenue code and with service dates
greater than 9/30/00. RHHIswill set up this reason code to RTP.

W. Workload Reporting and Claims Timeliness

SS will send both RAPs and claims to the 1566 workload report.

SSwill assure claim timeliness, interest and payment floor requirements are not gpplied to any RAP. The
RAP is not viewed as a dam though an inditutiona claim format is used.

X. Enhancementsto the HH PPS system (to be addressed after October 1, 2000)

1. Standard System Enhancements:

In SS, change the daim summary order of posting to alow option of date of service order in addition to
processed order.

SS DME processing needs to be less manud.

An edit is needed in SS comparing the value code 61 amount to a table of reasonable codes associated
with the State code in the physica addressin the provider addressfile.

Once this mechanism is created, the RHHI provider audit group must determine, by State code logical
MSAsfor that State.

Once the mechaniam is created, HCFA will require the table of reasonable MSAs by State will be user
updated (maintained by RHHI audit and reimbursement staff).

For new providers, HCFA will establish atable of reasonable MSAs for that provider's location when that
provider gets an OSCAR number.

HCFA will determine the maximum number of MSAs that will be dlowable on the provider file. Thelist
will be maintained by the RHHIs.

Both SSswill have something like the current page 14 information in FISS for inpatient clams.
2. CWF Enhancements

CWFwill expand the Part B batch inquiry process to make information on HH episodes available to Part
B provider types to view, including from and through dates of the episode.

CWF/SS will have an on/off switch that can be applied to RAPs for every kind of MSP (most likely for
no-fault, worker's comp, and liability).

CWEF 68xx errors may need to be modified.
3. Other Enhancements:

HCFA will consder promoting bench marking efforts from national PS& R data.
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HCFA will produce a PC-based software product of Pricer (for customer service reps, cost/audit people
and providers). The PC verson will be designed so that it can be loaded once on the LAN, and won't

require individua loading on each PC.

The effective datefor thisPM is October 1, 2000.
Theimplementation datefor this PM isOctober 1, 2000.
ThisPM may be discarded after June 1, 2001.

If you have any questions, contact your Regional Office.



