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2958. BENEFCIARY SERVICES

Every member of your customer service team should be committed to providing the highest level of service to our
primary audomer, the Medicare beneficiary. This commitment should be reflected in the manner in which you handle
each beneficiary inquiry. The following guidelines are designed to hep you ensure that this high level of serviceis
provided.

A. Wiritten Inquiries.--

1. Guddinesfor Handling Written Inquiries--Stamp al written inquiries with the date of receipt in the
corporate mail room and control them until you send fina answers. In addition:

0 Answve inquiriestimey;

0 Do not send handwritten responses,

0 Condder written gpped requests asvaid if al requirements for filing are met. These requests
need not be submitted on prescribed forms to be considered vaid. If gpped requests are vaid, they are not to be
considered written inquiries for workload reporting; and

0 Keepresponsesin aformat from which reproduction is possible.

2. Guddinesfor High Qudlity Written Responses to Inquiries.--Perform a continuous quality appraisal

of augping |letters, computer notices, and responses to requests for appeals of initial determinations. This gppraisal
condgts of the following dements:

a. Accuracy.--Content is correct with regard to Medicare policy and your data. Overal, the
information broadened the inquirer's understanding of the issues which prompted the inquiry.

b. Responsveness--The response addresses the inquirer's mgor concerns and states an
appropriate action to be taken.

c. Clarity.--Letters have good grammatica congtruction, sentences are of varying length (as a
gaad rule, keep the average length of sentences to no more than 12-15 words), and paragraphs generaly contain
no more than five sentences.

Contractors must make sure that responses to beneficiary correspondence are clear; language must be below the
8th grade reading leve, unless it is clear that the incoming request contains language written a a higher level.
Contractors may use a software package to verify that responses to beneficiary inquiries are written a the
gopropriate reading level. Whenever possible, written replies should contain grammar comparable to the level noted
in the incoming inquiry.

d. Timdiness--Substantive action is taken and an interim or fina response is sent within
cdender daysfrom receipt of the inquiry. In instances where afina response cannot be sent within 30 calendar day's
(e.g., inquiry must be referred to a speciaized unit for response), send an interim response acknowledging recelpt
of the inquiry and the reason for any delay.

If you are responsible for handling both Part A and Part B claims, inquiries requiring response from both of these
areas share the same timeframe for response (i.e., the 30-day period starts on the same day for both responses).
Ersure that the inquiry is provided to both responding units as quickly as possible. The response to these inquiries
may be combined, or separate, depending on which
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procedure is most efficient for your conditions. If you respond separately, each response must refer to the fact that
the other area of inquiry will be responded to separately.

e. Tone.--Tone is the touch that brings communication to a persond level and removes the
appearance that a machine-produced response was used. Appraise al responses, including computer-generated
letters and form letters, for tone to make them user-friendly and comprehensible by the reader.

B. Tdephone Inquiries--The guiddines established below gpply to dl cals to telephone numbers published
as beneficiary Part B inquiry numbers. To ensure dl inquiries are handled as expeditioudy as possible, inbound
beneficiary inquiry numbers (and the lines) must be separate from provider inquiry numbers. Providers cannot use
numbers published for inquiries from bendficiaries.

1. Availadlity of Telephone Service--Make live telephone sarvice avalable to calers continuoudy
duingnomd business hours, including break and lunch periods. Cal center saffing should be based on the pattern
of incoming cals per hour and day of the week ensuring that adequate coverage of incoming cals throughout the
workday is maintained in accordance with cal center standards.

Athough the beneficiary should have the ability to transfer to a CSR during operating hours, automated “ sef-help”
tools, such asinteractive voice response (IVR) units, may also be used to assst with inquiries. HCFA is currently
testing Medicare beneficiary 1VR scripts with the intent of implementing them &t either selected or dl cal centers
depanding on the findings of the test. In the interim, contractors are encouraged to increase the use of existing IVRS
b ased upon lessons learned and “best practices’ throughout HCFA and its partners. [VRs should be updated to
address aress of beneficiary confusion as determined by the contractor’s inquiry andyss saff and HCFA best
practices.

Part A intermediaries utilizing VR technology to assst beneficiaries in obtaining answers to various Medicare
questions, may offer the following information:

o  Contractor hours of operations for live service provided after hours or during peak timeswhen acaler is
waiting on hold;

0 Generd Medicare program information;

0  Specificinformation regarding clamsin process and clams completed;

0 A datement if additiond evidence needed to have a clam processed; and

0 Generd information about gpped rights and actions required of a beneficiary to exercise theserights.

Itisreoommendad the | VR be available to beneficiaries from 6 am. to 10 p.m. in their loca prevailing time, Monday
through Friday, and from 6 am. to 6 p.m. on weekends and Federa holidays. Allowances for clams processing
system and mainframe availability, aswel as for normd VR and sysem maintenance shal be made. Contractors
should identify what services can be provided to beneficiaries during times when the processing system is not
available. Print and distribute areadily understood I VR operating guide to Medicare beneficiaries upon request.

Intermediaries utilizing VR technology should report the IVR handle rate which is the number of calls ddlivered to
the IVR in which the beneficiary receive the information they require from the system.

2. Tdl-Hee Telephone Service--HCFA will be expanding toll-free service for beneficiariesto dl Part
A intermediaries. This will be accomplished through a new government-wide telephone contract negotiated by
Generd Services Adminigration. This telephone service
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isknoan as Federd Telephone Service (FTS) 2001. HCFA will coordinate the trangition from local and non-FTS
longddance carriers and the ingtdlation of any new telephone service lines to the FTS-2001 contract carrier, MCI.
The codis associated with the ingtalation and monthly fees for thistoll-free service will be paid centraly by HCFA.
However, Medicare contractors will till be responsible for @l other internal wiring and equipment (ACDs, PBX, eic.)
And any locd telephone services and line charges.

Any toll-free Medicare beneficiary customer service number provided and paid for by HCFA must
be printed on dl beneficiary notices (MSN, EOMB, etc.) immediatdly upon activation. Display this
toll-free number prominently so the reader will know whom to contact regarding the notice

3. Inquiry Steff Qudifications.--Fully train CSRs to respond to beneficiary questions, whether of a
sudantive nature, a procedura nature, or both. CSRs who answer the telephone calls must be qualified to answer
gaerd questions about initid claims determinations, the operation of the Medicare program, and appedl rights and
procedures. To ensure that these services are provided, CSRs should have the following qualifications:

0 Good telephone communications skills,

0  Sengtivity for specia concerns of the Medicare beneficiaries,

0 Ability to handle different Stuations that may arise; and

0 Experiencein Medicare clams processing and review procedures.

Prior experience in pogitions where the above skills are utilized, e.g., claims representative or tel ephone operator,
isdesired.

Provide atraining program which includes technicd ingtructions on Medicare digibility, coverage, bendfits, dlams
processng, Medicare systems and adminigtration, use of the Medicare Intermediary Manua (MIM), telephore
techniques, and the use of a computer termina.  The training program should aso sengtize customer sarvice
personndl to the specid needs of the dderly, eg., difficulty in hearing.

4. Guidelines for High Quality Telephone Service--Handle al beneficiary telephone inquiries n
accordance with the guideines shown below. All tasks related to this activity are mandatory and shdl be reported
toHCFA' sweb-based Customer Service Assessment and Management System (CSAMS) each month. Standard
definitions and detailed caculations for each of the required telephone customer service data € ements are posted
on the Telephone Customer Service website a https: //www.hcfa.gov/medicare/callcenter.

a Report tota cdls offered to the bendficiay cal center for the month, defined
as the number of cdls that reach the cdl center’ s telephone system, which can be split up according to
trunk linesin instances where acall center istaking cdlsfor Part A, B and other non-HCFA cdlls.

b. Program dl sysems rdaed to inbound beneficary cdls to the center to
acknowledge each call within 20 seconds (4 rings) before a CSR, IVR or automated call distributor
(ACD) prompt is reached. This measure may not be required to be reported, but must be substantiated
when requested.

c. Achieve a monthly dl trunks busy (ATB) rate of no more than 10% for
intemel ATB messurement only.  Annotate exceptions to this performance leve in the monthly report. For
al toll free lines, report the ATB externd rate.

d. For cdlers choosng to talk with a CSR, answer 97.5% or more telephone cals
within 120 seconds, and answer no less than 85% within the first 60 seconds.
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e. Provide a recorded message advisng cdlers in queue to spesk with a CSR of
ay tamporay delay before a CSR isavailable. Use the message to dso request that the beneficiary have
aataninformation reaedily available (Medicare card) before spesking with the CSR. During pesk volume
periods, indicate in the message a preferred time to call.

NOTE: Cdl oatars utilizing VR technology should program the IV R to provide calers with an after-hours
indcating norma business hours. It is not necessary to duplicate this message if the caller isinformed of the normd
business hours viathe telephone system prior to being delivered to the IVRS). If call centers have IVRs that alow
the recording of messages, this service should be diminated no later than September 30, 2000.

f.  Track and report cal abandonment Rate, which is the percentage of beneficiary
calsthat abandon their call from the ACD queue. This should be reported as three separate measures:

1) Cdlsabandoned up to and including 60 seconds,
2) Cdlsabandoned up to and including 120 seconds; and
3) Cdlsabandoned after 120 seconds.

0. Report the monthly average speed of answer. This is the amount of time that
al calswaited before being connected to a CSR. It includes ringing, delay recorder(s) and music.

h. CSRs must identify themsdves when answering a cdl, however the use of both
firdandlast namesin the greeting will be optiond. 1n order to provide a unique identity for each CSR for
aooouniahlity purposes, where anumber of CSRs have the same first name, it is suggested that the CSRs
aso usetheinitid of tharr surname. If the caler specificaly requests thet a CSR identify himsdlf/hersdf,
the CSR should provide both first and last name. Where the personal safety of the CSR isan issue, call
oate menegamat dould permit the CSR to use an dias. This dias must be known for remote monitoring
purposes. CSRs should also follow local procedures for escdating cals to supervisors or managersin
Stuations where warranted.

i. Track and report monthly average tak time (which incdudes any time the cdler
is placed on hold by the CSR), targeting call duration between 3 and 7 minutes (180-420 seconds).

jo Handle no less than 80% of cdls to completion during the initid cdl -
minimizing trandfers, referrals and calbacks.

k. Track and report cdl center handling productivity, cdculated by the tota cdls
handled divided by the totd CSR FTEs in the center, setting aminimum performance objective of 1100
calsper FTE pamonth for Non-Medicare Customer Service Center (MCSC) cdll centers and 1000 calls
pa month for MCSC call centers. This should be accomplished by dl call centers without sacrificing the
quelity of calls and with minima referrds. MCSC call centers should take advantage of handling multiple
issue calls (Pat A, Part B, DME, etc.) without referrd to ensure maximum utilization of the MCSC
desktop.

. Track and report occupancy rate, the percent of time that CSRs spend in active
cdl handling (i.e., on incoming calls, after call work or outbound cdls).
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m. Track and report monthly average after cal work time (wrap-time), which
includes dl the time that the CSR needs to complete al administrative work associated with call activity
after the customer disconnects.

n. Report the staius of those cdls not resolved a first contact. Those cals should
be reported asfollows:

1) Cdlbacksrequired. This number isbased on cdlsreceived for the
caendar month and represents the number requiring a callback as of the last workday of the month.
2) Callbacks dosed within 2 workdays.  This number is bassd on cdls
recalved for the calendar month and represents the number closed as of the last workday of the month.
3) Callbacks closed within 5 workdays ~ This number is based on cals
recalved for the caendar month and represents the number closed as of the last workday of the month.
4) Callbacks pending over 20 workdays. The number represents al callbacks
currently pending on the last workday of the month.

0. As needed, develop a corrective action plan to resolve deficient performance in
the call center, and maintain results on file for regiond office (RO) review.

p. Develop a proficiency test to be used for new CSRs and as needed for existing
pasod. Taget no less than an 80% first time passrate for the proficiency test. Thistest should include
quesionsregarding basic aspects of the Medicare program such as benefits and clams processing; review
procedures questions to indicate familiarity with the system and ability to locate and interpret output; how
toredinfomeation in the computer system and interpret beneficiary file materid; new legidation or changes
topdlicy and procedures; and include problems to solve which indicate ability to handle different Situations
that may arise such as seeking additiona information, referring to speciaized gaff or involving Benefit
Integrity Unit.

g. Maintain and operate a telephone device for the desf suchas TDD/TTY.

r.  Maintan the &bility to respond directly to telephone inquiries in both English
and Spanish.

5. Customer Service Assessment and Management System (CSAMYS).--CSAMS is a web-based
vehidefor contradars to ectronically report their cal center’ s performance metrics. Each cdll center site must enter

dl required telephone customer service data eements between the 1t and the 10th of each month for the prior
month. After the 10th of the month, users must call the HCFA centra office to change data.

6. Quality Cdl Monitoring Process.--Monitor, measure and report the quality of service continuoudy by
utilizing the HCFA-developed quality call monitoring (QCM) process. Monitor 10 cals per CSR per quarter.
Manitor thecdlsinay combination of the following ways: live remote, live side-by-side (shadow), or taped. Record
dl monitored calls on the standard scorecard, using the QCM chart asa guiddine. Complete the scorecard in its
entirety and give feedback to the CSR in a timely fashion, coaching and assisting the CSR to improve in aress
detected during monitoring.

Copies of the scorecard and chat may be obtaned a the telephone customer service webste at
https://www.hcfa.gov/medicare/callcenter. Use only the official version of the scorecard posted at the website.
TheQCM reporting tools and format, also posted on the website, must be used to collect monitoring results which
will bergparted monthly in CSAMS. Train every CSR and auditor on the scorecard and chart and ensure that each
person has a copy of the chart available for reference.
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Where possible, rotate auditors regularly among the CSRs. Andyze individud CSR dataregularly, identify aress
nedingimprovement, implement and document corrective action plans. Anayze QCM data routingly to determine
wheretraining is indicated, whether & the individua, team, or cal center leve.

Monitor CSRs throughout the quarter, usng asampling routine. The sampling routine must ensure that CSRs are
monitored at the beginning, middle and end of each month (ensuring that assessments are distributed throughout the
week) and during morning and afternoon hours.

Participate in nationa and regional QCM cdibration sessons organized by HCFA. Conduct regular cdibration
sessons (monthly is a suggested minimum).

7. Bendiidary Satisfaction Surveys -- Survey arandom sample of customers using the
HCFA-approved, nationa beneficiary satisfaction survey. The officid survey instrument is posted at the telephone
customer service website at https://www.hcfa.gov/medicare/callcenter.

This insrument measures the leve of beneficiary satisfaction with the telephone customer service received. Use
sampingmahoddagy that reflects sound survey practice, such as ongoing sampling throughout the quarter. Conduct
the survey by telephone. Complete 400 surveys or 7% of incoming

beneficiary cdls (whichever is smaller) per contract per quarter. If a contract covers multiple cal centers, the
sampling interva should reflect the combined cal volume and each center should report their portion monthly via
CSAMS.

Report the response rate in CSAMS monthly. Responserate is equa to the number of completed surveys divided
by the number of eigible cals sampled. Contractors should target an gpprova rating of at least 95%. Approva
corresponds to responsesindicating that CSR's courtesy/politenessisrated 4" to "5" (where "5" is excdllent).

8. CdisRerdngdans--When a telephone representative receives an inquiry from a beneficiary
about a dam, firg, verify that it is the beneficiary by gathering the following information: hedth insurance dam
number, date of birth, and full name. Any information regarding the claim, including why the claim was reduced or
denied, may then be discussed with the beneficiary.

If ardative of the beneficiary, an advocacy group, legd representative or friend cals regarding clams information,
adthebareficiary is aso on the telephone, you may discuss any dams-rdated information with the beneficiary and
the third party.

Whenthereis written authorization from the beneficiary authorizing an individud to act on their behdf regarding their
Medcaredams ay dams-reated information may be discussed with that individud. The written authorization must
oaafy: aperiod of time, the authorized individud, what information may be disclosed/discussed with that individual.

When a redive of the beneficiary, an advocacy group, lega representative or friend, acting on behdf of the
berdidary, calls without written authorization, but has identifying information on the beneficiary (i.e., hedlth insurance
damsnumbe, deted birth, and full name) and the claim itsdlf (i.e., dates of service and, if gpplicable, an Explanation
of Medicare Benefits (EOMB) clam control number), only the following information can be rel eased:

o0 Clamhasor has not been received;
0o Clam has or has not been processed; and
0 Bendficiary can expect an EOMB or MSN by acertain date.

If, as aresult of a beneficiary inquiry, you discover an obvious error in a previous clams determination, take the
necessaty adionto correct the record. Promptly process any payments due. If the beneficiary gives you information
not shown on the record, and that information changesthe
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payment amount, notify the beneficiary that he/she should request a review and indicate what information the
berdfidary should provide with the request. Be as specific as possble. Inform the beneficiary he/she should submit
trefdlomng if itis available: |etters explaining the necessity of the trestment, whether the service provided was more
complicated than usud, or other evidence pertinent to the reason for denia or reduction. Remind beneficiaries that
they canfind information regarding their apped rightsin HCFA publications, e.g., The Medicare Handbook, and on
the back of their EOMB or MSN notices.

Do not tdl the beneficiary that the reviewer will change the determination, but explain that he/she will examine the
dam and any new information once a proper request is made. Advise the beneficiary that the review department
will explain what congtitutes a proper request and what

information is needed.

Wheregppropriate, meke a record of the telephone contact and of any action taken based upon such contact. Make
theard gataments of the beneficiary a part of thefileif it gppears further action is necessary. This record may assist
inestablishing good cauise in cases where the telephone contact occurs shortly before the deadline for requesting a
review. Thisrecord will aso document subsequent actions you take in the case.

9. Cdls Regading Fraud and Abuse.--If acdler indicates an item or service was not received,
or thet theprovider is involved in some potentia fraudulent activity, the complaint should be screened for billing errors
or abuse before being sent to the Benefit Integrity Unit. After screening has been performed, if abuse is sugpected,
the complaint would be handled by the Medical Review Unit. If fraud is suspected, the complaint should ke
forwarded to the Benefit Integrity Unit and the caler should be told the Benefit Integrity Unit will contact hinvher
about the complaint. Ask the caller to provide the Benefit Integrity Unit with any documentation he/she may have
that substantiates the dlegation. Give assurance that the matter will be investigated

10. Equipment Requremants--To ensure that inquiries recelve accurate and timely handling, provide
the following equipment:

0  Onine access to acomputer terminal for each tel ephone representative responsible for
claims-related inquiries to retrieve information on specific clams. Locate the computer termind so that
representatives can research data without leaving their seets;

0 Anoutgoing linefor cal-backs and

0 Agpavisxr'scorsole for monitoring telephone representatives accuracy, respons veness,
clarity, and tone.

11. TdeghoreDiredary Lidings.--Effective with the publication of these ingtructions, intermediaries
will not be responsble for the publication of their beneficiary inbound 800 service. HCFA will publish beneficiary
inbound 800 numbers in the appropriate directories. No other listings are to be published by the intermediary.

12. Tdghoe Inbound Service Costs.--Effective with the transition to FTS-2001 service, HCFA
will pay for therenta of T-1/PRI lines and dl connect time charges. These costs will be paid centrally by HCFA and
only for these tdephone sarvice cods. All other costs involved in providing telephone service to Medicare
beneficiaries will be born by the contractor. Since these costs are not specificaly identified in any cost reports,
contractors must maintain records of al costs associated with providing tel ephone service to beneficiaries (e.g.costs
for headsets) and provide this information upon request by RO or CO.
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C. Wak-In Inquiries.--

1. Gagd-Gveindviduds making persond vidts to you the same high leve of service you would
give through phone contact. The interviewer must have the same records available as a telephone service
representative to answer any questions regarding genera program policy or specific clams-related issues.

If abeneficiary inquires about a denied or reduced clam, give him/her the same careful attention given during a
"heating,” i.e, thegpportunity to understand the decision made and an explanation of any additiona information which
may be submitted when areview is sought. Make the same careful recording of the facts as for a telephone
response, if it gppears further contact or areview will be required.

2. Guiddinesfor High Qudity Walk-In Service.--

0 Afta conat with areceptionist, the inquirer must not wait longer than 10 minutes to meet
with a service representative;

0  Waiting room accommodations must provide seeting; and

0 Inquiriesmust be completed during the initia interview to the extent possible.
2959. PROVIDER SERVICES
Every member of your customer service team should be committed to providing the highest level of service to our
primary partner, the Medicare provider. This commitment should be reflected in the manner in which you handle
each provider inquiry. The following guidelines are desgned to hep you ensure that this high leve of sarvice is
provided.

A. Written Inquiries.--

1. Guiddinesfor Handling Written Inquiries--Stamp al written inquiries with the date of receipt
in the corporate mail room, and control them until you send final answers. In addition:

0 Answve inquiriestimdy;

0 Responses on speed memo forms may be hand-written. In al other cases, do not send
hand-written responses,

o0 Consider written gpped requests as vdid if dl requirements for filing are met. These
requestsnesd not be submitted in the prescribed formsin order to be considered valid. If apped requests are valid,
they are not to be considered written inquiries for workload reporting; and

0 Keepresponsesin aformat from which reproduction is possible.
2. Guidelines for High Qudity Written Responses to Inquiries--Perform a continuous quality

goprasd of outgoing letters, computer notices, and responses to requests for gpped of an initid determination. This
gopraisa consgs of the following dements:

a.  Accuracy.--Content is correct with regard to Medicare policy and your data. Overal,
the information broadened the inquirer's understanding of the issues which prompted the inquiry.

b. RepoEveness—-The response addresses itsdlf to the inquirer's magjor concerns and states
an appropriate action to be taken.
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c. (Qaity—L eters have good grammeatical construction, sentences are of varying length, and
paragraphs generally contain no more than five sentences.

d. Timdiness--Substantive action is taken and an interim or afina responseis sent within
30 cdendar days from receipt of the inquiry. In instances where afind response cannot be sent within 30 calendar
days (eg., inquiry must be referred to a specidized unit for response), send an interim response acknowledging
receipt of theinquiry and the reason for any delay.

If you are responsible for handling both Part A and Part B claims, inquiries requiring response from both of these
areas share the same timeframe for response (i.e., the 30-day period starts on the same day for both responses).

Ersure that the inquiry is provided to both responding units as quickly as possible. The response to these inquiries
may becombined, or separate, depending on which procedure is most efficient for your conditions. If you respond
separately, each response must refer to the fact that the other areaof inquiry will be responded to separately.

e. Tone--Toneisthe touch that brings communication to a persond level and removesthe
appearance that a machine-produced response was used. Appraise al responses, including computer-generated
letters and form letters, for tone to make them user-friendly and comprehensible by the reader.

f.  Legibility.--Handwritten information on speed memo forms must be easy to read.

Youmay usegeed memo forms for correspondence with providers. This correspondence must meet the standards
&t forth in this section.

B. TdedoneInquiries--The guiddines established below apply to al callsto telephone numbers
which you publish to the provider/supplier community as provider Part A inquiry numbers. To ensure dl inquiries
aehanded asexpeditioudy as possible, provider inquiry numbers (and the lines) should be separate from beneficiary
inquiry numbers unless office conditions are such that better service is given to providers and beneficiaries with
common telephone lines (i.e,, intermediary with small staff or low inquiry workload).

Providetheaval ability of telephone contact as a service to providers. The service must be continuous during normal
business hours. Telephone service representatives must be available to respond to calls during break and lunch
paiods. The only dternative to continuous service is the use of an Audio Response Unit (ARU) with the capability
to record provider messages.

Reunthese calls as soon as possible; i.e., the same working day or no later than the morning of the next work day.
Thssaviceisinaded to assist providers in obtaining answers to various Medicare questions, including those related
tor

0  Generd program information;

o  Sadficinformation regarding clamsin process and clams completed, e.g., explanaions
of methods, specific facts employed in making payment and medica necessity determinations, and/or information
regarding type of service submitted;

0 Additiona evidence needed to process aclam; and

0 Informeionabout apped rights and actions required of a provider to exercise theserights.
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1. Inquiry Saff Qudifications.-To ensure that inquiries recaive timely and accurate handling,
personnel respongble for answering inquiries must be fully trained to respond to provider questions or refer such
questions for timely reply. To ensure that these services are provided, telephone staff should have the fallowing
qudifications

0  Tdephone communications ills, including sensitivity for specid concerns of the cdlers;
0 Ability to handle specid Stuaionsthat may arise; and
0 Experiencein Medicare claims processing and apped procedures.

Provide atraining program which includes technicd ingtructions on Medicare digibility, coverage, bendfits, dlams
processng, Medicare administration, use of the Medicare Intermediary Manud (M1M), tel ephone techniques, apped
procedures, and the use of acomputer terminal.

Prior experiencein positions where these skills are utilized, e.g., clams representative or telephone operator, may
be used in the telephone representative sdlection process, especidly for designated unit Stuations.

2. Guiddines for High Qudity Telephone Service.--Our commitment to providing the highest level of
service to our primary partner, the Medicare provider, should be reflected in the manner in which you handle each
provider telephone inquiry. The following guiddines are designed to help you ensure that this high level of service
IS provided:

0 Provide aleve of service that ensures aslow abusy signa level as possble, but in no case
higher than 20 percent busy;

0 Acknowledge the cal as quickly as possible, but in dl cases within 20 seconds;

o] Provide sarvice representative initiation of provider telephone inquiries as soon as possible,
butin al cases within 120 seconds after acknowledgment. This aso includes cals routed to a representative by an
ARU;

0 Inform the cdler of any ddays, if gppropriate, before a representativeis available, and give
avice about what information might be needed to answer questions, e.g., Medicare clam number, date of service;

o] Handle cdlsto completion during theinitid cal. A completed cdl isone in which the caler
is given dl the information he/she needs to know regarding the Stuation about which he/she is inquiring. Do not
diminish the qudlity of service in order to initidly complete the call. Count calls requesting information regarding
apped rights as completed cdls;

o] If youdo not complete the call, make a substantive call-back within 1 working day. Keep the
cal under control to ensure that the required call-back ismade. If it isimpossibleto provide afind reply, make an
interim status cal within the 1 working day. Give afind cdl-back or written reply as soon as the necessary
informetion is available;

0 Messurethe quality of service continuoudy, ensuring that al employees are monitored at least
quarterly for accuracy, responsiveness, clarity, and tone. Weigh accuracy higher
than any other factor. A call response is considered accurate if the content is correct with regard to
Medcarepadicy and your data. Due to restrictions on monitoring, advise the caler and the tel ephone representative
that calls are being monitored for evaluation purposes,
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0 To the extent possible, make ATB and 120-second waiting time data available to Centra
Office (CO) and/or RO upon request;

o] Maintain your procedura process on file for RO review;

0 Devdopaprdiciency test to be used for new customer service representatives and as needed
for edding personnd, eg., after implementation of new legidation. Maintain results on filefor RO review. Thistest
should include questions regarding basic aspects of the Medicare program such as.

- Benditsand clams processng;
- Review procedures;

- Quedtions to indicate familiarity with the sysem and the ability to locate and interpret
output;

- How to read information in the computer system, and interpret beneficiary file materid,;
- Questions based on new legidation or changes to procedures, and

I nclude problems to solve to indicate ability to handle different Stuations that may arise
such as aneed for more mformatlon aneed to refer to specidized staff, involvement of fraud or abuse.

o] Monitoring representatives to ensure that good tel ephone techniques are used and sengitivity
shown for specid concerns of the calers; and

0 Asrequired, develop a corrective action plan to resolve performance problems and maintain
results on file for RO review.

3. Cdl-Back Responses.--Whenever a caler requires information or advice about specific facts of a
dam that cannot be answered during initial telephone contact, assure the caler the dlam will be examined and the
cdl will bereumed. The telephone representative handling the call must have access to specidized saff, if necessary,
toatain additiond information or a decison to resolve the issuesin question. Be sure to include areport of contact
inthefile

Specidized gaff includes medical or policy advisors and senior technical personnd. This staff may review thefile,
provide additiona information, respond to further questions, explain program requirements and the evidence used
iInmaking the decision, and indicate types of evidence to submit to assst in any review determination. A telephone
representative or member of the specialized staff responds to the claimant after al questions are researched.

If thecaller indicates an item or service was not received, or that a provider isinvolved in some fraudulent or abusive
activity, refer the matter to the Medicare fraud unit. Tel the cdler the fraud unit will contact hinvher about the
complant. Ask the cdler to submit to the fraud unit any documentation he/she may have that substantiates the
dlegation. Give assurance that the matter will be investigated.
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Edablish procedures to ensure that atimely cal-back ismade. Consider the cal-back, or an interim status call, as
timely if it is made within 1 working day from theincoming call. If it is known & the time of the call that more than
1 working day will be needed to obtain necessary documents or

records, reate that information to the provider in lieu of an interim status call. Document the file to show thiswas
done.

Documatt the content of telephone calls of a substantive nature, i.e., those providing information on a specific clam.
Make the documentation part of the beneficiary'sfile.

4. Cdls on Fully or Patidly Denied or Reduced Claims.--When atelephone representative receives
an inquiry from a provider about a denied or reduced claim, determine whether or not the provider was a party to
theinitid deemination, and has the right to receive further information about the denid. Providers have apped rights
whaelimtaionanliability under 81879 of the Socid Security Act was an issue and program payment was not made.

Whenthe provider has theright to further information, explain the basis for the denia. When the provider does not
havethe right to further information, do not discuss the basis for the denia. Only provide status information that the
claim has been denied.

If asaresult of aprovider inquiry, regardiess of the right to further information or apped, you discover an obvious
error in a previous clam determination, take the necessary action to correct the record. Promptly process any

due If, however, the provider gives you information not shown on the record which changes the payment
amount, tell the provider that it may request an appeal. Give the provider the correct address for filing the appesl
requed, and suggest that it give any information that may help in responding to the apped, i.e., letters explaining the
necessity of the trestment, or other evidence pertinent to the reason for denid or reduction.

Do nat tell the provider that the person processing the apped will change the initid determination, but explain that
he/she will do a complete reconsderation, or review, for Part B, of the claim.

Wheregppropriate, meke a record of the telephone contact and of any action taken based upon such contact. Make
ord statements of the provider a part of thefileif it gppears further action is necessary. Thisrecord may assstin

establishing good cause in cases where the telephone contact occurs shortly before the deadline for requesting
reconsderation (or review, for Part B). Thisrecord will aso document subsequent actions you take in the case.

5. Eguipment Requirements--To ensure inquiries recelve accurate and timely handling, provide the
following equipment:

0 OrHineaooesstoacomputer termina for each telephone representative responsible for clams-
rdaedinquiries to retrieve information on specific clams. Locate the computer termind o that representatives can
research data without leaving their sedts,

o] An outgoing line for call-backs, and

0 A supervisor's console so that telephone representatives are monitored for accuracy,
responsiveness, clarity, and tone.

6. Teephone Directory Lidings.--Include Medicare listings in telephone directories based upon the
following requirements. You must include the listings in the Government sections of the directories for each area
of camsjurisdiction. List provider inquiry numbers as "provider use only."
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a. Listing Under "Medicare’.--Listings under "Medicare” are required. The approved entry is
MEDICAREPART A INFORMATION - NAME OF CONTRACTOR -PROVIDER USE ONLY (if you have
separate linesfor providers and beneficiaries) - local number
or other diding ingructions. If aMedicare sub-listing is used under a contractor name, the listing under "Medicare”
may say " See contractor's company name."

b. Liding Under Company Title.-Y ou may include a telephone number for Medicare inquiriesin
a sub-entry under the regular telephone directory listings. Show the sub-entry as"Medicare Part A (or Hospita
Insurance) Claims Information.”

c. Dud Liding--If you process both hospital and medica insurance clams, show 2 entriesif 2
telephone numbers are provided. For example:

Medicare Claims Information
Part A (or Hospital Insurance)
Part B (or Medicd Insurance)

7. TdeghoreSarvice Costs.--The cogts involved in providing telephone service to Medicare providers
vay conddaady from location to location. These cogts are not specificaly identified in any cost reports. Therefore,
please maintain records of al cogts associated with providing telephone service to providers (e.g., costs per line,
costs per cdl). When requested by HCFA RO or CO, provide thisinformation.
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