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FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

General Instructions (All Contractors)

I.
GENERAL DIRECTIONS
General instructions for the preparation of the Budget Request (BR) are contained in the Centers for Medicare & Medicaid Services' (CMS) Medicare Financial Management Manuals, Chapter 1.  Contractors should use the instructions in the manual when preparing their BR in the Contractor Administrative-Budget and Financial Management System (CAFM II).  These Budget and Performance Requirements (BPRs) and the Medicare Financial Management Manual specify all forms and accompanying budget documentation narrative that constitute the BR.

Send the BR to the Regional Office (RO) no later than August 5, 2004.  Send 3 informational copies of the budget package to Central Office at the following address:
Centers for Medicare & Medicaid Services

Office of Financial Management

Division of Contractor Budget Management

7500 Security Boulevard

Mailstop C3-13-06

Baltimore, Maryland 21244

Note:  Do not mail a hardcopy of anything that was inputted into CAFM II.

II.
MEDICARE CONTRACTOR TRANSITIONS TO THE HEALTHCARE INTEGRATED GENERAL LEDGER ACCOUNTING SYSTEM (HIGLAS)

The transition of Medicare contract workloads to HIGLAS will begin in Fiscal Year 2005.  The transitions will occur in two waves (see below).  Contractors are not to include any estimates in their Budget Request (BR) for the anticipated HIGLAS transition costs.  Separate instructions will be provided for requesting and receiving this funding.  Transition activities would as a minimum include project management, connectivity, job mapping, training, testing, data conversion, cutover, and post transition support.
Wave 1 Implementations:

Empire Medicare Services - Intermediary Contract (Contractor #308)

First Coast Service Options - Intermediary Contract (Contractor #90)

Trailblazer Health Enterprises - Intermediary Contract (Contractor #400)

Mutual of Omaha Insurance Company - Intermediary Contract (Contractor #52280)

Wave 2 Implementations:

First Coast Service Options - Carrier Contract (Contractor #590)

Cahaba Government Benefit Administrators - Intermediary Contract (Contractor #10)

United Government Services - Intermediary Contract (Contractor #450/452)

Anthem Insurance Companies - Intermediary Contract (Contractor #130)

III.
INTERNAL CONTROLS

Contractors are required to have adequate internal controls in place, as stated in their contracts with the Government.  In the contract, they agree to cooperate with CMS in the development of procedures to ensure compliance with the Federal Managers Financial Integrity Act (FMFIA).  The Comptroller General of the United States prescribes the standards to be followed in order to be in compliance with the intent of FMFIA.

The ultimate responsibility for sound internal controls rests with contractor management.  Internal controls should not be looked upon as separate, specialized systems within an organization.  Rather, they should be recognized as an integral part of each system that management uses to regulate and guide its operations.  Internal controls facilitate the achievement of management objectives by serving as checks and balances.  A good internal control system includes a risk assessment, proper documentation, and testing of that system.  It is expected that each contractor have adequate internal controls to accomplish its operations.

Contractors are required to certify compliance with FMFIA by providing assurances that controls are in place and operating effectively by having written policies and procedures for these controls.  The contractors are responsible for correcting any internal control material weaknesses identified though the annual self-certification process or other oversight reviews.  This requirement is essential to the certification of CMS' financial statements by the Office of Inspector General and to provide CMS with knowledge and assurances that contractor operations are complying with CMS instructions and directions.  Specific instructions regarding internal control requirements and the annual self-certification process are available in Pub. 100-6, the Financial Management Manual in Chapter 7, Internal Controls.

IV.
CONTRACTOR BUDGET FLEXIBILITY

Contractor budget flexibility refers to each contractor's authority to shift funds within its Notice of Budget Approval (NOBA) once issued.  The passage of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 includes the establishment of the Medicare Integrity Program (MIP).  Section 202 of the Act identifies those functions to be funded through MIP and provides separately appropriated funds for them.  The remaining contractor functions will be funded through our Program Management budget.

Program Management (PM)

Contractors may shift funds between PM functions in the NOBA.  However, the cumulative amounts shifted to or from any PM function may not exceed 5 percent of the largest approved amount for that function.  This flexibility is consistent with the provisions contained in the current intermediary and carrier contracts.

The following are PM functions:

· Bills/Claims Payment (Intermediary and Carrier);

· Provider/Supplier Enrollment (Intermediary and Carrier);

· Appeals/Hearings (Intermediary and Carrier);

· Beneficiary Inquiries (Intermediary and Carrier);

· Provider Inquiries (Intermediary and Carrier);

· PM-Provider Communications (Intermediary and Carrier);

· Participating Physician (Carrier); and

· Provider Reimbursement (Intermediary).

Productivity Investments (PI):  No more than 5 percent may be shifted into or out of PI treated as a whole rather than by separate project.

Special Projects (SP):  No more than 5 percent may be shifted into or out of SP treated as a whole rather than by separate project.

Medicare Integrity Program (MIP)

Only the RO Budget and Program Integrity staffs may negotiate with the contractor concerning the amount and distribution of MIP funding.  RO staff must notify CO immediately, should the contractor wish to negotiate a significant increase or decrease in funding and workload.

Contractors may shift funds between MIP functions in the NOBA.  However, the cumulative amounts shifted to or from any MIP function may not exceed 5 percent of the largest approved amount for that function.  This flexibility is consistent with the provisions contained in the current intermediary and carrier contracts.

The following are MIP functions:

· Medical Review and Utilization Review (Intermediary and Carrier);

· Medicare Secondary Payer - Prepayment (Intermediary and Carrier);

· Benefit Integrity (Intermediary and Carrier);

· Local Provider Education and Training (Intermediary and Carrier);

· Provider Communications (Intermediary and Carrier); and

· Audit (Intermediary); and

· Medicare Secondary Payer - Postpayment (Intermediary and Carrier).

Productivity Investments (PI):  No more than 5 percent may be shifted into or out of PI treated as a whole rather than by separate project.

Special Projects (SP):  No more than 5 percent may be shifted into or out of SP treated as a whole rather than by separate project.

Other Budget Flexibility Constraints

· Funding governed by contract modifications may not be shifted.

· The PM and MIP funding represent totally segregated funds which shall not be commingled by the Government or the contractors.  Therefore, there is NO flexibility to shift funds between the PM and MIP funds provided.  Contractors shall receive separate funding distributions for PM and MIP activities and shall report costs consistent with their budgets, separately identifying PM and MIP activity costs.  Funds will continue to be separately accounted for by contractors on the Interim Expenditure Reports (IER) and Final Administrative Cost Proposal (FACP) and funds will be separately disbursed through the Payment Management System.

V.
ADHERENCE TO PERFORMANCE REQUIREMENTS

Contractors are required to adhere to all specific performance requirements stated in these instructions and to explicitly demonstrate compliance with all requirements within any targeted funding levels.  Accordingly, all contractors shall include in their requests, the workload and costs associated with each activity stated in the requirements.  The requests shall include an explanation and justification for the costs and workload.  This information is required even if the information is not specifically requested on the schedule attachments.

Note:  Do not acquire, or obligate to acquire, additional resources to meet any new requirements as stated in these BPRs, until a Program Memorandum or manual issuance providing instructions is issued and until funding has been approved.

You must fully justify each function of the BR.  Include the following:

· Justify funding based on the performance requirements stated in the BPRs, but DO NOT restate the BPRs requirements.

· If the performance requirements have not changed from FY 2004, explain how the performance goals will be achieved within currently available funding limits, if applicable.

· If the performance requirements have changed, clearly document and justify any funding change (up or down) associated with the change.

If you comply with the BPRs statement of workload and level of effort, you must include a statement that clearly states compliance with the BPRs.  Otherwise, you must state reasons for non-compliance, if applicable.

VI.
NARRATIVE AND FINANCIAL ANALYSIS REQUIREMENTS

Include a narrative analysis (budget justification) that summarizes the funding and workload requested for each function.  The analysis shall provide information as indicated below, in addition to any specific information requested in the separate sections for each operation.  Operations personnel should actively participate in the development of the BR.

A. WORKLOADS:

· If CMS workload volumes are supplied and those volumes are acceptable, no volume analysis is required.

· Requests for changes in workload from any CMS provided volumes must be supported by a volume analysis that includes the historical data used to make the projection, a description of the forecast methodology used, and the actual forecast computation.  This applies to all activities with identifiable workload volumes.

B.
FUNCTION REQUIREMENTS:

· Include any additional information specifically requested in the functional areas of the BPRs.

· Identify and discuss, in total and by function, any material amounts included in the BR that relate to costs of or changes to:

· Pension plans, including non-qualified plans, as defined by Financial Accounting Standards Board Statement (SFAS) 87/88 (Employers' Accounting for Pensions/Employers' Accounting for Settlements and Curtailments of Defined Benefit Pension Plans and for Termination Benefits) and;

· Post-Retirement benefit plans as defined by SFAS 106 (Employers' Accounting for Post-Retirement Benefits Other than Pensions).  Post-retirement benefit plans include retiree health benefits provided by separate Internal Revenue Code (IRC) 401(h) accounts within a qualified pension trust.

These costs are to be allocated to EACH function/activity in your BR and not separately grouped as a PI or Special Project cost.

You must bear the following points in mind as regards the allocation of such costs to the Medicare contract/agreement (see FAR 31.205-6(j), 31.205-6(o), 31.205-19, 28.307-1 and 28.308):
· In order for such pension and/or post-retirement benefit costs to be allowable, they must be funded.

· Any change in accounting practice for such pension and/or post-retirement benefit costs must be submitted to CMS in advance for approval.

· Changes in accounting practice include, but are not limited to: a change from cash (pay-as-you-go) accounting to accrual accounting, a change from accrual accounting to cash accounting, a change in actuarial cost method, a change on actuarial asset valuation method, or a change in amortization periods or policy.

· Pension costs are only assignable, and thereby allocable and allowable, if the transition provisions of Cost Accounting Standards (CAS) 412-64 are met and the pension plan is in actuarial balance in accordance with CAS 412-40(c).

· If accrual accounting is elected, the amount of allowable cost for post-retirement benefit plans is limited to the total cost determined when the "Transition Obligation" is computed and amortized according to paragraphs 112 and 113 of SFAS 106.

· If the costs of employee insurance programs or post-retirement benefits are based on the premiums or other charge for an insurance program maintained by or under the control of the contractor:

· The program must be submitted to CMS in advance for approval.  A copy of the plan and the underlying actuarial basis for determining the costs or reserves shall be included with your BR.

· Thereafter, a schedule developing the annual and cumulative loss ratio based on the claims paid, premiums received, expenses, and reserve or retention charges on an annual and cumulative basis should be retained.

· Separately identify the insurance program from the remainder of your BR.

Reminder:  For each defined-benefit pension plan or post-retirement benefit plan for which accrual accounting is used to determine pension costs, supporting documentation for the FACP must be maintained until such pension or post-retirement costs are audited and closed.  Also, a record by individual participant of the actuarial liability (accumulated postretirement benefit obligation), normal cost (service cost), cost center and other appropriate census data must be maintained until such pension or post-retirement costs are audited and closed.

· The actuarial liability (accumulated postretirement benefit obligation) and normal cost (service cost) in the individual participant records must be the values used for determining the cost charged to the FACP and might differ from the amounts used for IRS or financial statement purposes.

· Additionally, the individual actuarial liability determined under the accrued benefit cost method, also known as the unit credit method without projection, should be maintained for defined-benefit pension plans.
C. EXECUTIVE COMPENSATION:

Beginning with 1997, allowable compensation to executives has been limited for purposes of determining government contract costs under the authority of Section 809 of Public Law 104-201.  Compensation is defined as "total amount of wages, salary, bonuses, deferred compensation, and employer contributions to defined contribution pension plans."

For FY 2004, the statutory provision increased the limit to $432,851 (it was $405,273 for FY 2003, $387,783 for FY 2002, $374,228 for FY 2001, $353,010 for FY 2000, $342,986 for FY 1999, $340,650 for FY 1998 and $250,000 for FY 1997 per year.  This amount is the maximum allowable compensation of the 5 highest paid executives at the home office and at each segment of the organization, whether or not the home office or segment reports directly to the contractor's headquarters.  This limitation amount applies to contract costs incurred after January 1, 2004.

This $432,851 cap applies to total taxable wages plus elective deferrals before any allocations are applied.  For example, if the CEO of ABC company earns an annual salary of $600,000, and the allocation to the Medicare segment is 30%, only $432,851of the total $600,000 is considered allowable and $129,855 (30% of $432,851) is allocable to Medicare.

Beginning in FY 1998, the cap was made permanent by Section 808 of Public Law 105-85.  The Administrator of the OFPP sets the ceiling for the allowable amount of executive compensation for 1999, and each succeeding FY (including deferred compensation awards and contributions to defined contribution, e.g., 401(k), pension plans).

On March 4, 1999, the Civilian Agency Acquisition Council and the Defense Acquisition Regulations Council issued an interim rule to broaden the definition of "senior executive" found at FAR 31.205-6(p), to clearly include the five most highly compensated employees in management positions at each home office and each segment of the contractor  whether or not the home office or segment reports directly to the contractor's headquarters.  The interim rule applies to costs of compensation incurred after January 1, 1999, regardless of the date of contract award.
D. GENERAL REQUIREMENTS:

Contractor standard budget and cost accounting methodologies used to develop the BR shall be described and used in your narrative if requested by CMS.

It is the responsibility of the contractor to fully document and justify the level of funding required for each function and to document compliance with the BPRs.  Failure to do so could result in funding not being provided.  DO NOT assume from the above that funding will be provided at the current Notice of Budget Approval (NOBA) level.  Be prepared to discuss all functions during discussions with the RO.

E. CMS RO DISCRETION ON DOCUMENTATION NEEDED WITH BR.

The RO has considerable discretion to change the BR documentation requirements for PM activities.  CAFM II documents must be transmitted in ALL cases.  Also the items listed in Section VII must be included with the BR submission.  Please contact your RO for instructions on what information they will require with the BR submission.

F. PRODUCTIVITY INVESTMENT (PI)/"SPECIAL PROJECT" (SP) COSTS:

Any funds requested for PI and SP costs must be fully explained unless they conform to a contract modification, such as for Common Working File Host and Maintenance contracts.  Cost-benefit ratios, implementation timeframes, and the impact on the Medicare operations shall be discussed as appropriate.

VII.
ELECTRONIC AND HARD COPY SUBMISSION OF BUDGET

REQUESTS

All contractors shall submit their initial FY 2005 BRs, to CMS' mainframe computer, no later August 5, 2004, using CAFM II.  Instructions for transmission are contained in the User's Manual.

DO NOT mail a hardcopy of ANYTHING that was inputted into CAFM II.

Note:  The BR mailed to the RO, and the 3 informational copies that are to be mailed to the CO, should include the contractor number and name on the upper right hand corner of each page.  To expedite the breakdown of the BR by RO/CO component, please insert a Page Break between each section.

Forms transmitted on CAFM II and CASR include:

Activity Forms (With the following attachments as required by CMS):

· Miscellaneous Schedule

· Special Projects Schedule (if applicable) 

· Certification Schedule Cost Classification Report - CMS-2580

· Contractor Auditing and Settlement Report (A) - CMS-1525A 

· Provider Reimbursement Profile (A) - CMS-1531

· Schedule of Providers Serviced (A) - CMS-1531A

The following MUST be included with your hardcopy BR submission:

· Financial Information Survey (See General Instructions, Section XX)

· Revisions to your Appeals Quality Improvement/Data Analysis Plan (See Appeals)

· Customer Service Plan (See Beneficiary Inquiries)

· Provider/Supplier Service Plan (See MIP-PCOM)

· Medical Review (MR)/Local Provider Education and Training (LPET) - Strategy Report/Quality Improvement Program Plan (See MR and LPET)

· Benefit Integrity (BI) - Supporting Documentation (See BI) (Carriers Only)

NOTES:

1.
The Cost Classification Schedule is only required with the initial BR.  For the BR, the schedule includes the Return on Investment information.

2.
Include cost/benefit documentation for Productivity Investments as appropriate with the hardcopy submission.

3. Contractors have been provided with an EXCEL file for the requested audit information.  This EXCEL file should be sent electronically to your RO and Dave Czerski (dczerski@cms.hhs.gov) in the CO.

4.
Contractors should send an electronic version of the MR/LPET Strategy Report and the Quality Improvement Program Plan your RO.  Contractors shall negotiate the MR/LPET strategy with your RO.  The final MR/LPET strategy should be sent to MRSTRATEGIES@cms.hhs.gov .

5.
Contractors should send an electronic version of any revisions to your Appeals Quality Improvement/Data Analysis Plan to AppealsOperations@cms.hhs.gov and your RO.

6.
Contractors should send a draft or preliminary copy of the Provider/Supplier Service Plan (PSP) to your RO PSP coordinator or contact, for review at the time you submit your BR.  The final PSP will be due on October 31, 2004.

7.
The following is the core listing of required CAFM II Activity Codes to be used in completing your BR:

INTERMEDIARIES

Program Management

Activity Code

Description

11201


Perform EDI Oversight

11202


Manage Paper Bills/Claims

11203


Manage EDI Bills/Claims

11204


Bills/Claims Determination

11205


Run Systems

11206


Manage Information Systems Security Program

11207


Perform COB Activities with the COBC, Supplemental Payers 

and States

11208


Conduct Quality Assurance

11209


Manage Outgoing Mail

11210


Reopen Bills/Claims

12090


Quality Improvement/Data Analysis

12110


Part A Reconsiderations/Redeterminations

12113


Incomplete Reconsideration/Redetermination Requests

12120


Part A ALJ Hearing Requests

12141


Part B Telephone Reviews/Redeterminations

12142


Part B Written Reviews/Redeterminations

12143


Part B Incomplete Review/Redeterminaton Requests

12150


Part B Hearing Officer Hearings

12160
Part B ALJ Hearings

12901


PM CERT Support

13002


Beneficiary Written Inquiries

13004


Customer Service Plan

13005


Beneficiary Telephone Inquiries

13201


Second Level Screening of Beneficiary and Provider Inquiries

14101
Provider/Supplier Information and Education Website

14102


Electronic Mailing Lists (Listservs)

16002


Non-MSP Debt Collection/Referral

16003


Interim Payment Control

16004


Reimbursement Report and File Maintenance

16005


Provider-Based Regulations

31001


Provider/Supplier Enrollment Ongoing

33001


Answering Provider Telephone Inquiries

33002


Provider Written Inquiries

33003


Provider Walk-In Inquiries

33014


QCM Performance Measures

33020


Staff Development and Training

Medicare Integrity Program

Activity Code

Description

21001


Automated Review

21002


Routine Reviews

21007


Data Analysis

21010


Third Party Liability (TPL) or Demand Bills

21206


Policy Reconsideration/Revision

21207


MR Program Management

21208


New Policy Development

21220


Complex Probe Review

21221


Prepay Complex Review

21222


Postpay Complex Review

21901


MIP CERT Support

22001


MSP Bills/Claims Prepayment

22005


MSP Hospital Audits/On-Site Reviews


23201


PSC Support Services

23001


Medicare Fraud Information Specialist (MFIS)

23004


Outreach and Training

23005


Fraud Investigation

23006


Law Enforcement Support

23007


Medical Review in Support of Benefit Integrity

23014


FID Entries

23015


Referrals to Law Enforcement

24116


One-on-One Provider Education

24117
Education Delivered to a Group of Providers

24118
Education Delivered via Electronic or Paper Media

25103


Create/Produce and Maintain Educational Bulletins

25105


Partner With External Entities

25201
Administration and Management of PCOM Program

25202
Develop Provider Education Materials and Information

25203


Disseminate Provider Information

25204
Management and Operation of PCOM Advisory Group

26001


Provider Desk Reviews

26002


Provider Audits

26003


Provider Settlements

26004


Cost Report Reopenings

26005


Wage Index Review

26011


PRRB and Intermediary Hearings

42002


Liability, No-Fault, Workers' Compensation

42003


Group Health Plan

42004


General Inquiries

42021


Debt Collection/Referral

Misc. Code

Description

12120/01

Part A ALJ Courier Service

12141/01
Part B Telephone Review/Redetermination Dismissals and Withdrawals

12142/01
Part B Written Review/Redetermination Dismissals and Withdrawals of Review Requests

12160/01

Part B ALJ Courier Service

13005/01

Beneficiary Inquiries NGD Implementation Costs

13201/01

Second Level Screening of Provider Inquiries

23007/01

Use of Extrapolation - Number of Consent Settlements Offered

23007/02

Use of Extrapolation - Number of Consent Settlements Accepted

23007/03
Use of Extrapolation - Number of Statistical Sampling performed for Overpayment Estimation

23201/01

PSC Support Services - Miscellaneous PSC Support Services

23201/02
PSC Support Services - Non-Law Enforcement Investigation Requests

23201/03

PSC Support Services - Law Enforcement Requests

25202/01

Special Media Creation

33001/01

Provider Inquiries NGD Implementation Costs

51020/01-51020/18
Data Center Costs

51020/01

Adminastar Federal Inc.

51020/03

BCBS Alabama

51020/04

BCBS Arkansas

51020/05

BCBS Kansas

51020/06

CIGNA

51020/07

EDS - Plano

51020/08

EDS - Sacramento

51020/09

Empire BCBS

51020/10

First Coast Service Options

51020/12

GTE Data Services

51020/13

Highmark

51020/14

Mutual of Omaha

51020/15

Palmetto (aka BCBS South Carolina)

51020/16

Regence BCBS Oregon

CARRIERS

Program Management

Activity Code

Description

11201


Perform EDI Oversight

11202


Manage Paper Bills/Claims

11203


Manage EDI Bills/Claims

11204


Bills/Claims Determination

11205


Run Systems

11206


Manage Information Systems Security Program

11207


Perform COB Activities with the COBC, Supplemental Payers




and States

11208


Conduct Quality Assurance

11209


Manage Outgoing Mail

11210


Reopen Bills/Claims

11211


Non-MSP Carrier Debt Collection/Referral

12090


Quality Improvement/Data Analysis

12141


Part B Telephone Reviews/Redeterminations

12142


Part B Written Reviews/Redeterminations

12143


Part B Incomplete Review/Redetermination Requests

12150


Part B Hearing Officer Hearings

12160
Part B ALJ Hearings

12901


PM CERT Support

13002


Beneficiary Written Inquiries

13004


Customer Service Plan

13005


Beneficiary Telephone Inquiries

13201


Second Level Screening of Beneficiary and Provider Inquiries

14101
Provider/Supplier Information and Education Website

14102


Electronic Mailing Lists (Listservs)

15001


Participating Physicians

31001


Provider/Supplier Enrollment Ongoing

33001


Answering Provider Telephone Inquiries

33002


Provider Written Inquiries

33003


Provider Walk-In Inquiries

33014


QCM Performance Measures

33020


Staff Development and Training

Medicare Integrity Program

Activity Code

Description

21001


Automated Review

21002


Routine Review

21007


Data Analysis

21206


Policy Reconsideration/Revision

21207


MR Program Management

21208


New Policy Development

21220


Complex Probe Review

21221


Prepay Complex Review

21222


Postpay Complex Review

21901


MIP CERT Support

22001


MSP Bills/Claims Prepayment

23001


Medicare Fraud Information Specialist (MFIS)

23004


Outreach and Training

23005


Fraud Investigation

23006


Law Enforcement Support

23007


Medical Review in Support of Benefit Integrity

23014


FID Entries

23015


Referrals to Law Enforcement

23201


PSC Support Services

24116


One-on-One Provider Education

24117
Education Delivered to a Group of Providers

24118
Education Delivered via Electronic or Paper Media

25103


Create/Produce and Maintain Educational Bulletins

25105


Partner with External Entities

25201
Administration and Management of PCOM Program

25202
Develop Provider Education Materials and Information

25203


Disseminate Provider Information

25204
Management and Operation of PCOM Advisory Group

42002


Liability, No-Fault, Workers' Compensation

42003


Group Health Plan

42004


General Inquiries

42021


Debt Collection/Referral

Misc Code

Description


11208/01

Part B Quality Assurance Reviews

12141/01
Part B Telephone Review/Rederterminaion Dismissals and Withdrawals

12142/01
Part B Written Review/Redetermination Dismissals and Withdrawals

12160/01

Part B ALJ Courier Service

13005/01

Beneficiary Inquiries NGD Implementation

13201/01

Second Level Screening of Provider Inquiries

21222/01

Advance Determinations of Medicare Coverage

23007/01

Use of Extrapolation - Number of Consent Settlements Offered

23007/02

Use of Extrapolation - Number of Consent Settlements Accepted

23007/03
Use of Extrapolation - Number of Statistical Sampling performed for Overpayment Estimation

23201/01

PSC Support Services - Miscellaneous PSC Support Services

23201/02
PSC Support Services - Non-Law Enforcement Investigation Requests

23201/03

PSC Support Services - Law Enforcement Requests

25202/01

Special Media Creation

33001/02

Provider Inquiries NGD Implementation

51020/01-51020/18
Data Center Costs

51020/01

Adminastar Federal Inc.

51020/03

BCBS Alabama

51020/04

BCBS Arkansas

51020/05

BCBS Kansas

51020/06

CIGNA

51020/07

EDS - Plano

51020/08

EDS - Sacramento

51020/09

Empire BCBS

51020/10

First Coast Service Options

51020/12

GTE Data Services

51020/13

Highmark

51020/14

Mutual of Omaha

51020/15

Palmetto (aka BCBS South Carolina)

51020/16

Regence BCBS Oregon

5.
Use the following codes for transmitting cost data if you are a host contractor:

CWF Host-Ongoing:

Code 11002


UPIN Registry (Host only):
Code 11003

VIII.
DURABLE MEDICAL EQUIPMENT REGIONALIZATION CARRIERS (DMERC)

A separate statement of work will be developed for all DMERCs.  However, DMERCs must submit BRs on CAFM II consistent with their current scope of work, unless a projected scope of work is available.  Cost performance targets will be established through these BPRs consistent with the treatment of all other contractors.

IX.
REPORTING CONTRACTOR OVERPAYMENT COSTS

When a potential overpayment is identified, certain steps are normally followed to determine if an overpayment does exist.  These steps are referred to as the development process.  The functional component completing the development process normally:

· Investigates the claims and associated documentation;

· Does the appropriate research;

· Determines if an overpayment exists and the nature of the overpayment; and

· Creates the contents of the first demand letter.

The costs associated with the development process should be charged to the activity code associated with the functional component completing the development process.  Some examples of the functional component include: Medical Review, Benefits Integrity, MSP, Claims Processing, or in limited cases Overpayment staff.  

After the overpayment is identified the following additional steps are necessary:

· Issue Demand Letter and/or Initiate Claim Adjustment;

· If necessary, post the claim adjustment;

· Mail the Demand Letter; and

· Post the account receivable. 

If the functional component that developed the overpayment completes these additional steps, then the costs associated with them shall be charged to the activity code associated with that functional component.  However, another unit, such as Overpayments or Claims Processing, may also complete these steps.  If another unit completes these additional steps, the activity code associated with that unit shall be charged for the completion of these steps.  

The initiation of the claim adjustment is considered part of the development process and shall be attributed to the activity code associated with the unit completing the development process.  The posting of the claim adjustment may be attributed to the development process if a member of the staff completing the development process is also completing the claim adjustment.  However, if another unit, such as claims processing is completing the posting of the claim adjustment the cost associated with the posting shall be attributable to the appropriate claim processing activity code.

The remaining steps in the overpayment process generally focus on recovery.  These steps may include:

· Posting the overpayment onto the POR/PSOR System;

· Initiating prompt recoupment;

· Extended repayment plan process;

· Verification of bankruptcy information for accuracy and timeliness;

· Referral to the Department of Treasury process; and

· Any other activity associated with the debt collection/referral of the overpayment.


These steps are normally completed by the Overpayments Unit and shall be attributed to the activity codes for Non-MSP Debt Collection/Referral.  (Activity Code 16002 for Intermediaries and Activity Code 11211 for Carriers)  MSP Post payment debt collection staff may also complete some of the above activities.  If MSP Postpayment debt collection staff performs the activities, Activity Code 42021 shall be charged.

The financial accounting and reporting associated with the overpayment recoveries will continue to be handled as an overhead cost.  These tasks include (among others), establishing and tracking the accounts receivables, CNC reporting, and the compilation and reporting of financial data including CMS forms 750 and 751.  Such costs represent contractor fiduciary oversight and general accounting processes, and as such, should be treated as overhead and spread across all Activity Codes.  (See General Instructions, Section XIX for additional codes associated with the preparation of portions of the financial statement.)

Note:  A reopening, which is the regulatory vehicle for reexamining an initial or revised determination that is not otherwise appealable, may or may not result in an overpayment or claim adjustment.  Reopening activities include reexamining the claim and any associated documentation or other information to determine whether the previous decision should be revised.  Such activities are charged to the reopenings activity code (Activity Code 11210).  

If the reopening results in an overpayment the activities described above should be completed.    

Any activities associated with credit balance report 838 should be charged to overhead.

CAFM II CODES

Contractors are to report the costs of developing, recovering, and reporting overpayments in the following manner:

Program Management

Intermediaries and carriers are to report all overpayment development costs in the respective budget area from which they were generated.

Intermediaries are to report all debt collection/referral costs in the Reimbursement Activity Code 16002, Non-MSP Debt Collection/Referral.

Carriers are to report all debt collection/referral costs in the Bills/Claims Payment Activity Code 11211, Non-MSP Carrier Debt Collection/Referral.

Medicare Integrity Program

Intermediaries and carriers are to report all overpayment development costs in the respective budget areas from which they were generated.

All non-MSP overpayment debt collection/referral costs are reported as stated in the aforementioned section on Program Management.

All MSP overpayment debt collection/referral costs are reported in the Post payment MSP Activity Code 42021, Debt Collection/Referral.

X.
COMPLEMENTARY CREDIT RATES

Coordination of Medicare and Complementary Insurance Programs

The complementary credit rates for all insurers are determined by the Office of Financial Management (OFM) in accordance with the Social Security Act 1882 (a) Supplemental Insurance Policies; 1842(h)3(B), requirements to share claims data, and the United States Code § 9701, guidelines to set standards for fees.

The FY 2005 rates for all insurers are: Part A $0.69 and Part B $0.54.

XI.
CWF HOSTS AND SATELLITES

The current one-year extension to the host site contracts expires on September 30, 2004.  Each host site will submit FY 2005 budget requests for host site activities in response to CMS' request to exercise an option for an additional one-year extension to the existing host contracts.

XII.
CONTRACTOR TESTING REQUIREMENTS

CMS released Change Request 1462, Program Memorandum AB-01-07, on January 19, 2001.  This PM provides guidance on testing responsibility for each organization involved in Medicare fee-for-services quarterly systems releases.  A new CMS Change Request 3011 has been written to replace Change Request 1462.  It is anticipated that Change Request 3011 will be finalized and issued prior to FY 2005.  Intermediaries and carriers are expected to continue to comply with Change Request 1462 or its replacement Change Request 3011 in FY 2005.

XIII.
PARTICIPATION IN WORKGROUPS

Intermediaries and carriers are expected to participate in workgroups sanctioned by their respective standard system maintainer change control boards, as well as ad hoc groups formed by CMS.  Participation on the ad hoc groups is not mandatory, but discretionary based on contractor staff availability.

XIV.
DATA CENTER COMPENSATING CONTROLS

In those situations where a standard system maintainer releases source code to its data centers, those data centers are expected to establish management controls over Medicare production code and to exert strict controls over local code that must be used to augment core standard system source code.  Program Memorandum, Transmittal AB-01-80, Change Request 1625, issued May 15, 2001, outlines the controls that must be adhered to with respect to the management of production code at all locations, as well as the management of source code as long as it must be distributed.

XV.
CONTRACTOR STANDARD SYSTEMS TRANSITIONS

Migration to the selected Part B standard system will continue into FY 2005.

XVI. DATA CENTER COSTS

Contractors are required to provide the projected annual data center costs in their budget request and actual data center costs on the IER and FACP.  This cost consists of the charge from the data center to the contractor to support its processing of the standard system (FISS, MCS, VMS-D, VMS-B) that you use.  This would include such items as: the production and testing costs, backups, special runs, hot site testing, and financial and claims processing sub-systems, such as the Regulations Tracking System (RTS), the Debt Collection System, and the Provider Statistical & Reimbursement Report (PS&R) that are integral to processing of claims.  It should not include any front end processing that collects claims from providers or any back end functions such as print mail costs.

Report the total amount, not the cost per claim.  Note that this should only include the cost of running the standard system, not the entire ADP costs for all Medicare related work.  This information should be reported for each data center that a contractor uses.  This information should be reported whether you use your own or someone else's data center.  Miscellaneous Codes have been assigned in CAFM II for each Data Center.  Contractors using a CMS supplied data center (MCDC 1 or MCDC2) do not have to report this cost information since CMS contracts directly for these services.

The costs reported should include processing costs and scheduling and support costs.  The following is a description of what these costs should include:

Processing costs include the charges billed or the costs allocated to the contractor in compensation for the consumption of data center resources such as CPU, DASD, tapes, software, labor, facilities, overhead costs, etc.

Scheduling and support costs include the charges billed or costs allocated to the contractor in compensation for the maintenance and operation of the standard system at the data center.  These activities normally are for the labor to maintain the standard system at the data center and install any updates at the data center, to submit and monitor jobs that run at the data center and any special programming that is performed for the contractor associated with standard system functions.

Do not include charges or costs associated with any front end or back end functions such as claims collection at the contractors site, print mail functions, or accounting reconciliation functions.

Enter the total costs for the data center using the following Miscellaneous Codes in CAFM II.

Misc. Code

Data Center

51020/01

AdminaStar Federal Inc.

51020/02

(inactive)

51020/03

BCBS Alabama

51020/04

BCBS Arkansas

51020/05

BCBS Kansas

51020/06

CIGNA

51020/07

EDS - Plano

51020/08

EDS - Sacramento

51020/09

Empire BCBS

51020/10

First Coast Service Options

51020/11

(inactive)

51020/12

GTE Data Services

51020/13

Highmark

51020/14

Mutual of Omaha

51020/15

Palmetto (aka BCBS South Carolina)

51020/16

Regence BCBS Oregon

51020/17

(inactive)

51020/18

(inactive)

XVII.
USER FEES

CMS is proposing a number of FY 2005 user fees as a supplemental method of financing the agency's critical functions.  Several of the proposed user fees would need to be implemented by intermediaries and carriers.  They include:

· Charge providers a $50 filing fee for an appeal filed under CMS' new qualified independent review process.

· Charge providers who forward duplicate or unprocessable claims $5.00 per claim.

If Congress approves proposed legislation to authorize these fees, CMS will issue instructions to contractors on how to implement them.  This is informational at this time.  Do not include a request for funds in your FY 2005 Budget Request or take any actions to implement these fees until advised by CMS.

XVIII.
CMS RETENTION BONUS POLICY STATEMENT

CMS' policy regarding the payment of retention bonuses paid to employees where the current contract/agreement is not renewed or is terminated was included in a letter to all contractors dated November 15, 2000.  That letter clarifies CMS' policies and procedures regarding the transition and termination or non-renewal costs incurred by a contractor exiting the program and should be reviewed in its entirety.

XIX.
CFO FINANCIAL MANAGEMENT ACTIVITIES

The Chief Financial Officers Act (CFO) of 1990 (Pub. Law 101-576) requires CMS to prepare annual, audited financial statements, reporting its financial position and results of operations.

During fiscal year (FY) 2002, CMS and the Office of the Inspector General (OIG) conducted a series of reviews including accounts receivable agreed-upon procedures reviews, reviews of CMS’ referral and collection of debt under the Debt Collection Improvement Act of 1996, Statement on Auditing Standard (SAS) 70 audits, Certification Package of Internal Controls (CPIC) reviews, CMS-1522 reviews, and the annual CFO financial statements audit.  In each of these initiatives, our contracted Certified Public Accounting (CPA) firms, as well as our CFO auditors, have noted marked improvement in Medicare contractors’ financial reporting practices.

Despite these improvements, the auditors have identified continuing weaknesses in some Medicare contractors’ performance and operations.  The 2003 CFO audit and accounts receivable reviews continued to identify weaknesses in Medicare accounts receivable activity at the contractors reviewed.  While some contractors performed their work appropriately, others were unable to support accounts receivable balances or could not reconcile their reported balances to subsidiary records.  The auditors also continue to note weaknesses in Medicare electronic data processing controls.

For these reasons, CMS continues to require specific financial management activities for the FY 2005 BPRs.  These activities include provisions requiring that each Medicare contractor designate an individual to serve full-time as its Chief Financial Officer for Medicare Operations, who will be responsible for developing and implementing approved Corrective Action Plans (CAPs) to correct deficiencies identified, ensuring the retention of supporting documentation, reconciling CMS financial reports, and performing trending analysis of financial data, especially in the area of accounts receivable.

CAFM II Miscellaneous Codes have been established to identify the cost of these activities.  Contractors should continue to allocate the costs of theses activities to the functions, as you have in the past.  Report the total costs of these CFO activities using the following Miscellaneous Codes:

a. Chief Financial Officer (CFO), Medicare Operations, should be reported using Miscellaneous Code 51010/01, including costs of activities incurred to support this position, i.e., portion of salaries of administrative/clerical staff dedicated to support the CFO;

(1) Preparation, Reconciliation and Trending of Financial Reports and Correction of Deficiencies should be reported using Miscellaneous Code 51010/02.

CHIEF FINANCIAL OFFICER (CFO), MEDICARE OPERATIONS - (Miscellaneous Code 51010/01).

Medicare contractors must establish a position of Chief Financial Officer, Medicare Operations, that is responsible for all Medicare financial reporting and internal controls and reports directly to the Vice President of Medicare Operations.  We are not requiring that a separate, stand-alone Medicare financial unit be established.  Our intent, however, is that the Medicare CFO position be responsible exclusively for Medicare financial operations and not have responsibility for other external third party or corporate activities.  Any contractor, who wishes to deviate from this instruction, must contact Jeff Chaney, Acting Director, Accounting Management Group, Office of Financial Management at (410) 786-5412, or Gchaney@cms.hhs.gov.  The qualification standards for this position must include knowledge of and extensive practical experience in financial management practices in large organizations and significant managerial or other practical involvement relating to financial management.  The qualification standards also include an accounting degree from an accredited four-year college or possessing an active Certified Public Accountant (CPA) license, or meeting the eligibility requirements to sit for the CPA examination.

This position will be responsible for all Medicare financial operations including 1) developing control procedures to provide independent checks of the validity, accuracy, completeness and reconciliation of all financial data prior to being reported to CMS; 2) ensuring and certifying that appropriate Corrective Action Plans (CAPs) are prepared timely and implemented; 3) ensuring that the self-monitoring of internal controls include policies and procedures for prompt resolution of findings identified in Medicare-related audits and other reviews, 4) ensuring that the Provider Overpayment Report (POR) and the Physician/Supplier Overpayment Report (PSOR) are accurate, up-to-date, and reconciled to financial data reported to CMS, 5) validating that all outstanding accounts receivable are supported by appropriate source documents that will be able to withstand independent audit review, and 6) ensuring that trending analysis is performed on accounts receivable and other financial data reported to CMS.

The CFO for Medicare Operations will be responsible for: certifying the accuracy and completeness of all Medicare-related financial reports including the CMS-750, CMS-751, CMS-1521, CMS-1522, CMS-1523, CMS-1524, and the CMS-456; that timely reconciliations of financial reports and trending analysis of financial data are performed; and that an effective internal control structure over Medicare financial management operations are in place and operating effectively.

The CFO for Medicare Operations is also responsible for providing CMS’ Office of Financial Management with quarterly reports which provide the status of the contractor's CAP implementation for all financial management related deficiencies resulting from CFO audits, SAS-70 internal control reviews, accounts receivable reviews, CPIC reviews, CMS-1522 reviews, as well as other financial audits and reviews performed by CPA firms, the Office of Inspector General (OIG), and the General Accounting Office (GAO).

The CFO for Medicare Operations will be expected to represent your organization at CMS-sponsored CFO conferences and meetings.

PREPARATION, RECONCILIATION AND TRENDING OF FINANCIAL FORMS, AND CORRECTION OF DEFICIENCIES - (Miscellaneous Code 51010/02).

The lack of an integrated general ledger at the Medicare contractors underscores the need to correctly record, classify, and report accounting transactions, maintain supporting documentation, independently review and validate financial data, and reconcile financial data to detailed subsidiary reports and supporting documentation.  Contractors' internal control structure must provide for documents and records that are adequate to ensure proper recording.  Supporting documentation must be available upon request that support data reported on all financial reports.  The Medicare contractor will record all staff time spent on the preparation and reconciliation of Forms CMS-1521, CMS-1522, CMS-456, CMS-750, and CMS-751, in accordance with CMS' Medicare Manual System, Pub. 100-6, Financial Management, Chapter 5, Section 210, Instructions for Completing Form CMS-750 A/B, Contractor Financial Reports, and Section 240, Instructions for Completing Form CMS-751 A/B, Status of Accounts Receivable.

With accelerated reporting requirements imposed by the Office of Management and Budget (OMB) that are effective, beginning in FY 2004, CMS is required to accelerate the preparation of its financial statements.  To meet this requirement, Medicare contractors will be required to submit for the quarters ending June 30 and September 30, respectively, the Form CMS-751 reports and the corresponding accounts receivable section of the Form CMS-750 reports in an accelerated time frame.
Since April 1998, CMS' CFO requires Medicare contractors to perform a monthly reconciliation of paid claims submitted by providers to the total funds expended reported on the form CMS-1522.  The monthly reconciliation is an important control and must be forwarded to CMS by the 15th of each month.

To determine that accounts receivable balances reported on Forms CMS-750 and CMS-751 are reasonable prior to being reported to CMS, Medicare contractors are required to perform trend analysis procedures.  Trend analysis is an important tool to identify potential errors, system weaknesses, or inappropriate patterns of accounts receivable accumulation, collections, transfers or write-offs.  Trending analysis involves comparisons of recorded amounts to expectations developed by the Medicare contractor, and can detect abnormal variations from period to period and identify unusual items that must be investigated and, if necessary, corrected.  Medicare contractors must prepare and submit a summary memorandum explaining any unusual variances which must be reviewed and certified by the CFO for Medicare Operations.  Work papers along with other documentation supporting the trending analysis performed must be made available to CMS and auditors upon request.

Additionally, the Medicare contractor will record all staff time spent on the development and implementation of approved CAPs for all financial management related deficiencies resulting from CFO audits, SAS-70 internal control reviews, accounts receivable reveiws, CPIC reviews, CMS-1522 reviews, as well as other financial audits and reviews performed by CPA firms, the OIG, and the GAO.  Upon completion of any of these types of reviews, the Medicare contractor will receive a final report from the auditors or consultants, noting all findings.  Within 45 days of receiving the report, contractors are required to submit an initial CAP report that addresses all of the reported findings and is certified by the Vice President of Medicare Operations.

The CAP must include a detailed description of each finding, detailed corrective steps or procedures to be taken to correct the finding, responsible individuals, as well as target and actual completion dates.  The CAP should also clarify new or revised procedures for detection and prevention controls that will be implemented to prevent similar types of deficiencies from occurring in the future.  The Medicare contractor must also continue to submit a quarterly updated CAP report, even if all findings are considered closed by the Medicare contractor until CMS has notified you that you are no longer required to submit one.

XX.
FINANCIAL INFORMATION SURVEY ADDENDUM

The Financial Information Survey can be found in Section 230 of the Medicare Financial Management Manual and should be submitted as an integral part of the BR.  Include your response and any related supporting documentation as part of your Budget Request.

XXI.
DATA CENTER SUPPORT FOR SINGLE COPY LOAD 

During FY 2005, data centers running the Fiscal Intermediary Standard System (FISS) will be expected to provide support for single copy load, which is the CMS sponsored project for the removal of source code from the data centers and replacing it with only executable modules.  This project will require the data centers to actively participate in the batch standardization processes and the review of current local code modifications in workgroups with the maintainer, users and CMS to determine the need for future deployment into the FISS.  In addition, data centers will be required to test the systems changes made to support the single copy load project.

XXII. EXPANDED IDENTIFICATION AND WORKLOAD REPORTING FOR CMS SYSTEMS (CHANGE REQUEST 3256)
Intermediaries and Rural Home Health Intermediaries (RHHI) shall assign all providers they service to a state associated workload via a new “business segment identifier (BSI)” on the provider file.  The contractor shall maintain claims administration files with the BSI and submit CROWD workload and management reports at the state associated BSI level for intermediaries and a separate set of reports for RHHI workload.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS (BPRs)

EXECUTIVE SUMMARY

SIGNIFICANT CHANGES FROM FY 2004 BPRs

PROGRAM MANAGEMENT

GENERAL

· A new section has been added discussing the Medicare contractors’ transition to the HealthCare Integrated General Ledger Accounting system (HIGLAS).

· A new section has been added on the data center support for single copy load project for data centers running the Fiscal Intermediary Standard System (FISS).

· A new section has been added on the expanded identification and workload reporting for Centers for Medicare & Medicaid Services (CMS) systems.

BILLS/CLAIMS PAYMENT (11000)

Perform Coordination of Benefits Activities with the Coordination of Benefits Contractor (COBC), Supplemental Payers, and States – (Activity Code 11207)

The activity code has been updated to state that Medicare contractors will no longer be marketing and executing Trading Partner Agreements for the claims crossover function.  By mid-fiscal year, the eligibility file-based crossover process will be transitioned to the COBC.  Medicare contractors will largely be responsible for transferring processed claims to the COBC to be crossed over.

Conduct Quality Assurance – (Activity Code 11208)

This activity code has been expanded to instruct contractors to provide additional information in their narrative justification.  Also, a new Miscellaneous Code (11208/01) has been created to capture the cost of the Part B Quality Assurance Process for completing the 1,000 case sample review.

APPEALS (12000)

· For appeals received on or after October 1, 2004, the first level of appeal will be called redeterminations.  Please refer to Change Request 2620 for more information.  

· A new Activity Code has been added to provide funding for the contractors to support the Comprehensive Error Rate Testing (CERT) contractor.  CMS will provide a set amount of funding to each contractor.  The Program Management (PM) CERT Support (Activity Code 12901) funding is over-and-above the level of funding provided to perform the ongoing appeals activities.  
BENEFICIARY INQUIRIES (13000)

Beneficiary Telephone Inquiries (Activity Code 13005)

· Migration of all current toll free Medicare contractors’ beneficiary telephone numbers to the standard 1-800-Medicare number will reduce beneficiary call volumes in FY 2005, resulting in reduced beneficiary telephone inquiries budgets and workload estimates.  Contractors should plan for a 10 percent reduction of beneficiary telephone inquiries in FY 2005.

· Contractors are encouraged to volunteer to release their beneficiary telephone workload to another call center operation.  The Centers for Medicare & Medicaid Services (CMS) will work with these contractors to transition affected staff into other areas, so that reductions in force are unnecessary.

· Contractors using Next Generation Desktop (NGD) are required to use standardized business procedures provided by CMS.

· Contractors will be expected to meet several requirements during NGD implementation:  utilization of the services of the Deployment Assistance Center prior to requesting any performance waivers, attendance at technical meetings, and installation of Mercury Topaz on one personal computer at each call center location.

· Contractors will be expected to meet several requirements after NGD implementation:  operation of a local help desk for NGD, participation in NGD user group calls, and attendance at workshops for the purpose of identifying any business process changes.

· Contractors using NGD should use desktop functionality to order publications or the Medicare Participating Physicians and Suppliers Directory.

· Contractors will be required to follow CMS standard operating procedures when normal business hours and call center operations are affected by weather or emergencies. 

· All beneficiary premise-based Interactive Voice Response (IVR) services provided by the contractor will be discontinued.

· When the Single 800 Medicare initiative is implemented, contractors should use standardized business procedures and training provided by CMS.

· Customer Service Assessment and Management System (CSAMS) data is to be reported monthly, even if data are missing.  Missing CSAMS data should be reported to CMS within 2 workdays after it becomes available to the contractor. 

· The initial call resolution performance requirement has been increased from 80% to 90%.

· Call center managers are required to subscribe to the call center Listserv.

· Contractors are expected to respond to all beneficiary telephone calls up to the end of their business day.  Contractors must not stop taking calls prior to the end of the business day in order to eliminate calls waiting in queue.

· All beneficiary Telephone Services for the Deaf/TeleTYpewriter Service (TDD/TTY) calls will be routed to 1-800-Medicare call centers.  Reporting requirements for TDD/TTY service will be eliminated.  Contractors must replace their TTY/TDD phone numbers on Medicare Summary Notices with CMS' branded TTY number    (1-877-486-2048).

Beneficiary Written Inquiries (Activity Code 13002)

· The incoming letter must have the cover page date stamped.  Date stamping the envelope is optional.  If there are attachments, the top page of each attachment must be date stamped.

· Contractors should use the Gunning Fogging method included in the final BPRs.  Contractors using standardized paragraphs provided through NGD are not required to fog those paragraphs.

Beneficiary Walk-In Inquiries (Activity Code 13003)

· All current manual instructions/requirements for beneficiary walk-in inquiries will be deleted.  There will be no separate funding provided for beneficiary walk-ins.  Funding to respond to visitor inquiries has been included in the Written Inquiries target.  Workload should also be reported in Written Inquiries (13002). 

Second Level Screening of Beneficiary and Provider Inquiries (Activity Code 13201)

· Workloads 1 and 2 have been changed from including just beneficiary inquiries that are closed to include beneficiary inquiries that are open or closed.
Miscellaneous

· A statement was added stating that information posted on web sites for Medicare beneficiaries must be current and not duplicate information posted on the Medicare.gov website.

PROVIDER COMMUNICATIONS (14000)
Provider Information and Education Website (Activity Code 14101)

· A requirement has been added to develop a working “Site Map” feature that would show major components of website and allow users direct access to these components through selecting and clicking on the titles. The feature, which must be accessible from the homepage of the website, must be operational by December 31, 2004.

· A requirement has been added to develop a tutorial explanation describing how users are to navigate through the site, find information and explain important information on the site.  This tutorial function must be accessible from the homepage of the website and operational by December 31, 2004.

· A requirement has been added to develop a mechanism that allows providers/suppliers to offer reaction to CMS about their dealings with contractors.  The mechanism is to be located on the contractor’s provider feedback instrument on their website and reference the address of the CMS Regional Office PCOM Coordinator.  It is to be operational by December 31, 2004.

Electronic Mailing Lists (listserv) (Activity Code 14102)

· A requirement has been added to actively promote and market to the provider/supplier communities the advantages of being a member of the listserv.  Contractors are to use their regular communications tools and channels.  The total of unique, individual active members of a contractor’s listserv(s) must be at 60% (for intermediaries) or 40% (for carriers) of their provider count by September 30, 2005.

PARTICIPATING PHYSICIANS (15000)

A new requirement has been added for contractors to furnish the participation enrollment material via a CD-ROM.

REIMBURSEMENT (16000)

The BPRs have been changed to delete the requirement to report the number of Extended Repayment Plans processed in Activity Code 16002, Non-MSP Debt Collection/Referral.  

PRODUCTIVITY INVESTMENTS (17000)

No significant changes.

PROVIDER/SUPPLIER ENROLLMENT (31000)

· The BPRs have been clarified to state the role of the carriers and the Railroad Medicare Contractor on handling the entry of provider enrollment information into the Provider Enrollment and Chain Ownership System (PECOS). 

· A statement was added for carriers to continue to report provider enrollment workloads through the National Summary Provider Enrollment Inventory to their applicable regional offices on a weekly basis.

· A statement was added stating that carriers will use the transitory database to move supplier information to PECOS.  AMS will create a transitory database for keying in PES/Apple information from specific identified lines that can then be downloaded to PECOS. There will be enough information available to create an enrollment record. This transitory database will be available during the summer of 2004.

PROVIDER INQUIRIES

Provider Telephone Inquiries (Activity Code 33001)

· A change to the definition for Customer Service Representative (CSR) Productivity has been added.

· A requirement has been added that contractors with separate IVR and CSR lines must now track and report the “Number of Attempts” and the “Number of Failed Attempts” for their IVR only line.

· The system requirements relative to the FY 2004 requirement to provide remote monitoring capabilities has been clarified.

· A requirement has been added to provide the deaf, hard of hearing or speech impaired the ability to communicate via TTY equipment.

· Clarification about the information needed to authenticate the caller when providing claims status information over the IVR has been added.

· Clarification about limiting the number of provider issues that must be handled per call has been added.

· Requirement to add the 100 most frequently used Remittance Code definitions to the IVR has been added.

· Requirement to complete at least 95 percent of calls on IVR only lines has been added.

· Requirement to inform CMS before a call center routes call to another center has been added.

· The way performance standards will be monitored has been changed from monthly to quarterly.

Provider Written Inquires (Activity Code 33002)

· A requirement to send a final response to all provider correspondence within 45 business days has been added.

· A requirement has been added to date stamp the first page and incoming correspondence and attachments.

· A clarification about what should be included in the salutation of a provider letter has been added.

MEDICARE INTEGRITY PROGRAM

MEDICAL REVIEW (MR) (21000)

· A statement was added that all claims suspended for Medical Review (MR) shall be as a result of MR data analysis and identified as a priority problem in the MR/LPET Strategy.  All other review of claims requiring clinical expertise shall be charged to the functional area requesting the review.

Program Safeguard Contractor (PSC) Support Services (Activity Code 21100) 

· This activity code has been eliminated.  Those contractors that work with a PSC contractor that performs MR functions shall report the costs that support this relationship in MR Program Management, Activity Code 21207.

MIP Comprehensive Error Rate Testing (CERT) Support (Activity Code 21901)

· A new activity, MIP CERT Support, Activity Code 21901, has been added.  The addition of the Comprehensive Error Rate Testing (CERT) Contractor Support section to the MR BPRs describes many of the general activities undertaken by the affiliated contractors (ACs) in support of the CERT contractor.  The MIP CERT Support funding is over-and-above the level of funding provided to perform ongoing MR activities.
Automated Review (Activity Code 21001)

· Workload 3 for Automated Review, Activity Code 21001, is no longer required.
· For Routine Reviews, Activity Code 21002, workload for claims that are denied due to the lack of documentation shall be reported in the remarks section of the IER.  These claims shall not be counted in any of the other workloads.
· Workload 3 for New Policy Development, Activity Code 21208, is no longer required.
MEDICARE SECONDARY PAYER – PREPAYMENT (22000)

Requirements have been focused on the processes necessary to complete the payment or non-payment of a MSP claim.

BENEFIT INTEGRITY (BI) (23000)

PSC Support Services (Activity Code 23201)

· Intermediaries only have a single activity code, PSC Support Services, Activity Code 23201, as all intermediary BI work has transitioned to the PSCs.

Fraud Investigation (Activity Code 23005)

· The workload description for Workload 3 for Fraud Investigation Activities, Activity Code 23005, has been clarified.

LOCAL PROVIDER EDUCATION AND TRAINING (LPET) (24000)

No significant changes.
PROVIDER COMMUNICATIONS (PCOM) (25000)
Partner with External Entities (Activity Code 25105)

· The reporting of Workload 2 and Workload 3 for Partner with External Entities, Activity Code 25105, is no longer necessary, as there is no requirement for contractors to direct this activity at schools or other institutions that teach medical coding and local or regional medical practice management organizations and associations.
AUDIT (26000)

· Intermediaries that will not be current in cost report settlements by the end of FY 2005, must submit a plan for how/when they will get current.  Being current in cost report settlements is defined as settling all cost reports, not subject to audit, within 12 months from acceptance of the cost report.

· Under Supporting Documentation, a paragraph has been added that enables the contractors to wait until the final budget is approved before submitting their detailed audit plan.  Contractors may revise the audit plan during the year as priorities and workload shift.

MEDICARE SECONDARY PAYER – POSTPAYMENT (42000)

No significant changes.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Claims Payment (Carrier)
The following is a list of major activities related to Claims Payment.  The Activity Codes listed below are also described in the Activity Dictionaries (Attachment 2 to the BPRs).  However, these should not be construed as an all-inclusive list of tasks.  Carriers should continue to budget for all activities currently performed, unless directed otherwise in regard to specific tasks by CMS.  If there is a significant activity that you perform that is not listed below or included in the Activity Dictionary for Claims Payment, please add a statement in your narrative justification describing that activity.  

The Claims Payment BPRs for FY 2005 relates to CMS’ goal to promote sound financial management and fiscal integrity of CMS programs.

Perform Electronic Data Interchange (EDI) Oversight (Activity Code 11201)

This activity includes establishment of EDI authorizations, monitoring of performance, and support of EDI trading partners to assure effective operation of EDI processes for  electronic claim submission, electronic remittance advice, electronic claim status query, electronic eligibility query, and for other purposes as supported by direct data entry (DDE) screens and Medicare-supported formats for the electronic exchange of data; and/or between Medicare and a bank for electronic funds transfer.  Successful operation of EDI entails establishment and maintenance of records to enable EDI to occur; support of providers, clearinghouses, software vendors, and other third party provider agents to assure continued submission and processing of compliant transactions; maintenance of connectivity; and detection and corrective action related to potential misuse of electronic transactions.  The requirements for these activities are included in the following CRs, the Internal Only Manual (IOM), and Joint Signature Memos:

· IOM – Medicare Claims Processing Manual – Chapters 22, 24, 25, 26 and 31 

· CRs amending the IOM:

CR 2819 – Ch. 24/Section 40.7

CR 2966 - Ch. 24/Section 90

CR 3017 – Ch. 31/Section 20.7

CR 3050 – Ch. 24/Section 40.7.2

(     Joint Signature Memorandum (RO-2323, 10-29-03)

The tasks in this activity include:

a. Obtaining valid EDI and Electronic Funds Transferred (EFT) agreements, provider authorizations for third party representation for EDI, and network service vendor agreements. Entry of that data into the appropriate provider-specific and security files, and processing reported changes involving those agreements and authorizations;

b. Issuance, control, updating, and monitoring of system passwords and EDI claim submission/inquiry account numbers to control electronic access to beneficiary and provider data;

c. Sponsorship of providers and vendors for establishment of connectivity via IVANS, other private network connections or LU 6.2 connections, where supported, to enable the electronic exchange of data via DDE, if supported, and EDI; 

d. System testing with electronic providers/agents as directed by CMS to assure compatibility between systems for the successful exchange of data;

e. Submission of EDI data, status reports on the progress of HIPAA transactions implementation, weekly reports on the progress of submitter testing, and other EDI status reports as directed by CMS; 
f. Investigation of high provider eligibility query to claim ratios to detect potential misuse of eligibility queries, and taking corrective action as needed when problems are detected;

g. Monitoring and analysis of recurring EDI submission and receipt errors, and coordination with the submitters and receivers as necessary to eliminate the identified errors; 

h. Maintenance of a list of software vendors whose EDI software has successfully tested for submission of transactions to Medicare;
i. Provision of customer support for the use of free/low cost billing software; and

j.    Basic support of trading partners in the interpretation of transactions as issued by        Medicare.

Manage Paper Bills/Claims and the Standard Paper Remittance (SPR) Advice Format (Activity Code 11202)

This activity includes all costs related to the receipt, control, and entry of paper claims  (i.e., the CMS-1500, 1490 and 1491), as required by the IOM, Chapter 22/Section 50, and Chapter 25 for maintenance of the SPR format including:

a. Opening, sorting, and distributing incoming claims;

b. Assigning control number and date of receipt;

c. Imaging of paper claims and attachments;
d. Data entry (manual or optical character recognition scanning) of paper claim data, and re-entry of data for corrected/developed paper bills;
e. Identification of paper claims during the data entry process that cannot be processed due to incomplete information; 
f. Resolution of certain front-end edits related to paper claims;

g. Return of incomplete paper claims, and paper claims that failed front-end edits to submitters for correction and resubmission; 

h. Re-enter corrected/developed paper claims, managing paper bills and paper adjustment bills; and

i. Updating of the SPR once per year as directed by CMS to keep corresponding fields in the electronic and paper remittance advice formats in sync.

See the Productivity Investment (PI) section for information on additional activities planned for FY 2005.  Do not include incremental costs for those PI activities in your estimates for this operational activity.  

Workload

The paper claims workload (Workload 1) is the difference between the total claims reported on the CMS-1565, Page 9, Line 38, Column 1, minus the electronic claims reported in Line 38, Column 6.

Manage EDI Bills/Claims and Related EDI Transactions  (Activity Code 11203)

This activity includes establishment, maintenance, and operation of the EDI infrastructure to assure efficient operation of EDI processes that permit the fully automated transfer of data between a claim submitter (provider or agent) and Medicare.  This includes costs related to your software, hardware, staff support, and other resources to enable electronic submission of claims, issuance of electronic remittance advice, electronic claim status inquiry and response, electronic eligibility inquiry and response, electronic funds transfer, and for other purposes as required for direct data entry (DDE); and/or between Medicare and a bank for electronic funds transfer, except as included in Activity Code 11201.    

Medicare expects there will be a need to maintain up to two HIPAA formats at any given time: the current format, and a subsequent format during a transition period between them.  Contractors must include in this ongoing activity estimated costs to implement an upgrade in FY 2005 of each implemented HIPAA transaction format, including any related adjustment to their translator and maps. Retesting of existing submitters are not expected to be required in conjunction with any such upgrades.  In early FY 2005, however, it may be necessary to maintain both pre/non-HIPAA and HIPAA formats.  As a result of the HIPAA contingency invoked by  Medicare and most other covered entities, Medicare contractors will be required to continue to support the pre/non-HIPAA formats/versions until directed by CMS to eliminate their support.

Although no version upgrade is expected to be adopted under HIPAA in FY 2005, it is possible that errors could be detected during submitter testing that could identify the need for further modification of flat files used by Medicare to support the HIPAA formats.  The FY 2005 upgrade would be related to such changes.

Requirements under this activity are included in the following CRs, companion documents, and chapters of the IOM including:

· IOM – Medicare Claims Processing Manual – Chapters 22, 24, 25, 26, and 31 

· CR 2840/Ch. 24

CR 2900/ 837P Companion Document Modification

CR 2947/835 Companion Document and Flat File Modification

CR 2948/835 Companion Document Modification

CR 2964/Ch. 24

CR 3065/Ch. 31

CR 3095/Ch.24/ Section 40.73

CR 3101/Ch. 24/Section 70.1 & 70.2

(    Companion Documents and Flat Files for 837P, 835, and 276/277 as published at

       http://www.cms.hhs.gov/providers/edi/hipaadoc.asp
This activity must exclude costs for:

· Any share of the costs of a clearinghouse or other service organization established by an umbrella organization which owns or has a contractual relationship with a Medicare carrier;

· Any costs for activities not specifically permitted by CMS for EDI; and

· Costs that exceed Medicare’s pro-rata share of the indirect, general and administrative EDI costs related to overhead shared with any parent company of a Medicare carrier.

See the Productivity Investment (PI) section for information on subsequent instructions planned for FY 2005 implementation.  Do not include incremental costs for those PI activities in your estimates for this operational activity.  

The tasks in this activity include:

a. Provision of free billing software to providers/agents on their request, and upgrading of that software once per year, if so directed by CMS;
b. Maintenance, if applicable, and Alpha testing and validation of free billing software prior to issuance to providers/agents;

c. Resolution of problems with telecommunication protocols and lines, software and hardware to support connections to enable providers/agents to electronically send/receive data for EDI transactions in a secure manner;

d. Maintenance of capability for receipt and issuance of transactions via direct data entry (DDE), where supported, and via electronic transmission of transactions in batches;

e. Maintenance of EDI access, syntax and semantic edits at the front-end, prior to shared system processing;

f. Routing of electronic edit and exception messages, electronic claim acknowledgements, electronic claim development messages, and electronic remittance advice and query response transactions to providers/agents via direct transmission or via deposit to an electronic mailbox for downloading by the trading partners, and routing of electronic funds transfers (EFT);

g. Maintenance of back end edits to assure that outgoing electronic remittance advice 835 and 277 response transactions comply with the applicable implementation guide requirements, and that ACH EFT transactions comply with those separate requirements; 

h. Creation and retention of a copy of each EDI claim as received and the ability to recreate each 835 and 837 COB transaction as issued;

i. Maintenance of audit trails to document processing of EDI transactions; 

j. Translation of transaction data between the pre-HIPAA and HIPAA standard formats and the corresponding internal flat files used in the shared system;

k. Updating of claim status and category codes, claim adjustment reason codes, remittance advice remark codes, and taxonomy codes three times a year per the updating schedule  as directed by CMS; and

l. Billing of third parties as directed by CMS for access to beneficiary eligibility data, maintaining receivables for those accounts, and terminating third parties if warranted due to non-payment.

Workload

The EDI claims workload (Workload 1) is reported on the CMS-1565, Page 

9, Line 38, Column 6.

Bills/Claims Determination  (Activity Code 11204)

After the claims are entered, and the initial edits applied, contractors must determine whether or not to pay a claim.  Most of this process is fully automated with the costs included in the Run Systems Activity Code.  However, technical staff is also required to support claims pricing and payment in conjunction with the programming activities included in Run Systems.  Specifically, contractors must create, maintain, and oversee fee schedules and other pricing determination mechanisms (e.g., annual ICD-9 updates), and support the adjudication of claims.

Include the costs of requesting information (other than medical or Medicare Secondary Payer (MSP)) to complete claims adjudication.  Do not include the costs of requesting information resulting from the application of specialized edits for (e.g.) Medical Review and MSP.  

· Return/reject/development--Most rejected claims are returned to the provider for correction and resubmission; however, for those that you develop, include the cost of gathering missing, erroneous, or incomplete data, necessitating telephone or correspondence development with physicians, beneficiaries, suppliers, or providers to obtain information before further processing. Refer to the MCM Part 2, Section 5240 and MCM Part 3, Sections 3000-4000 and 4630.

· Include all costs related to re-entry of corrected/developed claims that suspend from the standard system.  

· Include the cost of maintaining and updating fee schedules.  

Workload

The adjudicated claims workload (Workload 1) is the difference between the cumulative number of claims processed as reported on the CMS-1565, Page 1, Line 15, Column 1 minus Line 16, Column 1 (replicates).

Run Systems (Activity Code 11205)

This activity includes the costs of the programmer/management staff time and procurements associated with the systems support of claims processing.  This activity also includes the local systems costs related to claims processing, as well as charges from the data center to the contractor to support its processing of the standard system.  Other costs include (but are not limited to) local CPU costs, depreciation costs or lease of CPU; software/hardware costs; maintaining interfaces and data exchanges with standard systems, CWF, HDC, and State Medicaid Agencies; maintaining the print mail function; on-line systems; costs associated with testing of releases; and change requests.  Also included are ongoing costs for LAN/WAN support and costs of transmitting data to and from the CWF hosts.  (Refer to the MCM Part 2, Section 5240 and MCM Part 3, Sections 3000-4000).  
Note:  All claims processing systems costs should be charged to 11205 including the application of MIP edits.  However, the personnel costs associated with installing and activating the edits, and the staff resolution of claims that fail the edits should be charged to the function with ownership of the edits.  Also, other systems related items such as personal computers or computer peripherals should be directly charged to the areas that use them.  

Manage Information Systems Security Program (Activity Code 11206)

The Systems Security BPRs for FY 2005 relate to CMS’ goals to promote the fiscal integrity of CMS programs and enhance program safeguards.

Principal Systems Security Officer (SSO)

Include the cost for appointing a principal SSO and staff responsible for managing a Medicare systems security program.  This cost must include the cost of the Principal SSO earning 40 hours of continuing professional education credits from a recognized national information systems security organization.  This cost must also include the cost of participating in the CMS Systems Security Technical Advisory Group (if requested by CMS), and CMS systems security best practice conferences.  (Refer to Section 2.2 of the CMS Business Partner Systems Security Manual.)

Systems Security Self-Assessment using the Contractor Assessment Security Tool (CAST)

Include the cost of conducting the annual assessment CMS Business Partner Systems Security Manual

Risk Assessment

Include the cost of reviewing and updating the annual risk assessment in accordance with the Business Partner System Security Manual and the CMS Information Security RA Methodology which is available at the following CMS website: http://www.cms.hhs.gov/it/security.  (Refer to Section 3.2 of the CMS Business Partner Systems Security Manual.)

Systems Security Plans

Include the cost of developing an initial systems security plan or, if previously developed, the cost to review the SSP to determine if changes have occurred and requires the current SSP to be updated.  Business partners are required to develop and certify an SSP in accordance with the CMS System Security Methodology.  (Refer to Section 3.1 of the CMS Business Partner System Security Manual.)  

Systems Security Certification

Include the cost of preparing the systems security portion of the annual internal control certification.  The certification documents that the Security Self-Assessment, Risk Assessment, Business Continuity and Contingency Plan, System Security Plan, Annual Compliance Audit and Correction Action Plan are in compliance with the CMS Business Partner Systems Security Manual. (Refer to Section 3.3 of the CMS Business Partner Systems Security Manual.)  Note:  Based on findings from the FY 2003 CFO EDP audits and requirements for system certification, particular attention should be directed to configuration management planning and procedures, and auditing and logging.  These areas should be reviewed for compliance, as they will be among the focus areas reviewed and tested under CMS’s FY 2005 Certification and Accreditation program.  See Sections 3.6.1 and 4.7 of CMS’ SSP Methodology.

Information Technology Systems Contingency Plan

Include the cost of conducting a review of the Information Technology Systems Contingency Plan annually to determine if an update is necessary or whenever a significant change to the system has occurred.  Also include the annual cost of testing the plan. (Refer to Section 3.4 and Appendix B of the CMS Business Partner Systems Security Manual.)

Annual Compliance Audit

Include the cost of conducting an annual compliance audit of designated CMS Core Security Requirements. (Refer to Section 3.5.1 of the CMS Business Partner Systems Security Manual.)

Corrective Action Plan

Include the cost of preparing and managing a corrective action plan to address weaknesses identified as a result of audits and evaluations including the CFO EDP audit, SAS-70 reviews, self-assessments and the Annual Compliance Audit.  (Refer to Section 3.5.2 of the CMS Business Partner Systems Security Manual.)

Incident Reporting and Response

Include the cost of analyzing and reporting systems security incidents, violation of security policy and procedures, to CMS and other appropriate officials. (Refer to Section 3.6 of the CMS Business Partner Systems Security Manual.)

Systems Security Profile

Include the cost of collecting and maintaining all systems security files and documentation in appropriate on-site and off-site storage. (Refer to Section 3.7 of the CMS Business Partner Systems Security Manual.)

Perform Coordination of Benefits Activities with the Coordination of Benefits Contractor (COBC), Supplemental Payers, and States – (Activity Code 11207)

Reference:   Pub 100-04, Section 70.6, Chapter 28.  

Until CMS completes the transition of existing COB trading partners to national Coordination of Benefit Agreements (COBAs), contractors will maintain and support existing crossover Trading Partner Agreements (TPAs).  When COB trading partners are fully transitioned to national COBAs, Medicare carriers and DMERCs will no longer be responsible for receiving eligibility files, applying claims selection criteria, sending outbound crossover claims file, and the invoicing/collecting/reconciling of claims crossover fees for TPAs.  Tasks that are to be performed during the transition period from existing TPAs to national COBAs include all of the following: 

For planning purposes, Medicare carriers and DMERCs should assume that all trading partners would be transitioned from existing TPAs to national COBAs by April 30, 2005.
· Perform the functions necessary to maintain and support existing TPAs.  

· Perform the functions necessary to maintain and support COBAs by coordinating with the COBC to ensure that flat file transmission issues, including transmission problems, data quality problems, and other technical difficulties are resolved timely.

NOTE:  Carriers and DMERCS will receive crossover fees for claims that are successfully transmitted to both the Coordination of Benefits contractor and the COBA trading partner.  Carriers and DMERCS will receive the current fees set by CMS less $0.02 per claim in FY 2005.

For planning purposes, Medicare carriers and DMERCs should assume that CMS will implement a COBA recovery process that will require Medicare carriers and DMERCS to submit previously processed claims via a flat file to the COBC following receipt of a mini-eligibility file from the COBC that identifies specific beneficiaries, claims and time periods.  The recovery process will be implemented no sooner than July 1, 2005.  CMS will issue a Program Transmittal with instructions to: 

· Perform the functions necessary to maintain and support the COBA recovery process to ensure COBA trading partner requests for retrospective Medicare claims are processed timely and by coordinating with the COBC to ensure that flat file transmission issues, including transmission problems, data quality problems, and other technical difficulties are resolved timely.  

For planning purposes, Medicare carriers and DMERCs should assume that COBA claim-based Medigap and Medicaid crossovers will occur no sooner than October 1, 2005 and only as a result of a COBA-assigned number appearing on the claim.  Current claim-based Medicare carrier and DMERCs activities will not change in FY 2005.  

NOTE:  For all functions listed above, the following related activities should be charged appropriately as indicated.

1. Collection/invoicing/reconciliation of TPA and COBA crossover fees - Financial Management Overhead

2. Systems automation that currently exists for the TPA claims crossover process and that will exist as part of the COBA claims crossover processes - Run Systems

3. All TPA and COBA inquiries other than technical inquiries from existing trading partners or the COBC - Inquiries 

4. Printing of the NOMCI and mailing the paper response to an existing trading partner – Printing/Outgoing Mail 

Workload

Workload 1 is the number of claims transferred as designated in Pub. 100-06 (currently only reported on the FACP).

Workload 2 is the number of claims crossed to the COBC.  

Conduct Quality Assurance (Activity Code 11208) 

Include all costs related to routine quality control techniques used by management to measure the competency and performance of claims processing personnel; quality assurance reviews of fee schedules, HCPCS, and ICD-9 updates and maintenance; and reviews of contractor systems.  Refer to the MCM, Part 1, Section 4213, MCM, Part 2, Section 5240, and MCM, Part 3, Sections 7032.3, 13360.1, 14002, and 15023. 

Part B Quality Assurance Reviews (Miscellaneous Code 11208/01)

Identify the amount included in Activity Code 11208 that is being requested for the new Part B Quality Assurance Process for completing the 1,000 case sample review.

Narrative Requirements

For reviews other than the Part B Quality Assurance Process for completing the 1,000 case sample review, briefly describe the internal quality assurance review of bills/claims processing.  Describe the universe used, how bills/claims are selected, and whether the review is focused with specific criteria (such as new employee, new edits, etc.).  Provide the number of MSNs reviewed, the average time spent per review, and the average cost per MSN reviewed to support the amount requested for internal reviews.

Also describe with the same information, activities/reviews that are not solely related to bills/claims review.  In addition, describe how the results of the reviews are used in your operation.

Manage Outgoing Mail (Activity Code 11209)

This activity includes the costs to manage the outgoing mail operations for the claims processing function, e.g., costs for postage, printing Medicare Summary Notices (MSNs)/Explanation of Medicare Benefits (EOMBs)/remittance advice notices and checks, and paper stock.  This includes the following tasks:

a. Mail MSNs/EOMBs, remittance advice notices and checks;

b. Mail requests for information (other than for medical records or MSP) to complete claims adjudication;

c. Return unprocessable claims to providers;

d. Return misdirected claims; e.g., back to providers and

e. Forward misdirected mail, e.g., to another contractor where required by CMS.

The paper remittance advice notice instructions are contained in the MCM Part 3, Sections 3023 and 7030.  Remittance advice reason and remark codes are contained at www.wpc-edi.com and included by reference in a number of the listed remittance advice MCM and PM instructions.  Paper check instructions are contained in the MCM Part 1, Section 4430, MCM Part 2, Section 5240, and Part 3, Sections 7051-7055.  Note:  Do not include postage costs identified with other contractor operations (e.g., Medical Review, MSP, Inquiries, etc.).  Also, the front-end mailroom costs of sorting incoming mail should be treated as overhead.
Reopen Bills/Claims (Activity Code 11210) 

Include all costs related to the post-adjudicative reevaluation of an initial or revised claim determination in response to (e.g.) the addition of new and material evidence not readily available at the time of determination; the determination of fraud; the identification of a math or computational error; error on the face of the evidence; inaccurate coding; input error; or the misapplication of reasonable charge profiles and screens, etc.  Refer to the IOM 100-4, Chapter 29, Section 60.27 for a comprehensive definition of what constitutes a reopening.

Note:  Include the cost of processing an adjustment, but only if the adjustment is specifically related to a reopening.  Do not include the cost of an adjustment to a claim that results from an appeal decision.

Non-MSP Carrier Debt Collection/Referral (Activity Code 11211) 

After an overpayment is identified and developed, subsequent overpayment recovery actions are considered debt collection and referral.  Include the costs incurred in the recovery of all Part B Program Management overpayments in accordance with applicable laws and regulations in this Activity Code.  Note: the costs of identifying and developing an overpayment should be captured in the respective budget area from which it was generated.  

Refer to section IX “ Reporting Contractor Overpayment Costs” in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

Debt collection/referral efforts include the following tasks:

· Initiating the prompt suspension of payments to providers to assure proper recovery of program overpayments and reduce the risk of uncollectible accounts;

· Verification of bankruptcy information for accuracy and timeliness;

· Coordinating with CMS/OGC and updating the PSOR to ensure proper treatment and collection of overpayments; 

· Referring eligible delinquent debt to Treasury;

· Reviewing all extended repayment plan requests (ERPs); 

· Coordinating with regional and central office on ERPs;

· Documenting aggressive collection effects to collect Medicare Overpayments before referral to Treasury; and

· Assessing interest correctly on overpayments and underpayments (Note:  CR 3163, when effective, will change the method for calculating interest.)

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Appeals/Hearings (Carrier)
The Medicare Appeals and Hearings function ensures that the due process rights of beneficiaries, physicians and other suppliers who are dissatisfied with initial claims determinations and subsequent appeal decisions are protected under the Medicare program. These BPRs are designed to provide continued support and guidance to the Medicare contractors as they focus their efforts on efficiently and effectively administering all levels of the Part B appeals process.  

In keeping with the CMS’ Strategic Plan Objectives, the appeals and hearings function is focused on improving beneficiary satisfaction with programs and services, increasing the usefulness of communications, and maintaining and improving CMS’ position as a prudent program administrator and an accountable steward of public funds.  We must also comply with statutory requirements regarding the processing of appeal requests in a cost-effective manner that supports our goals of customer service and fiscal responsibility. 

In FY 2005, contractors should continue working toward the following objectives:

· Ensure that all appeals decisions are processed accurately and correctly;

· Process written reviews and hearing officer hearings in accordance with the statutory timeliness standards;

· Complete redeterminations accurately, and in accordance with statutorily mandated timeframes;

· Prepare customer friendly written correspondence in accordance with the guidelines established in Chapter 29 of the Internet Only Manual (IOM);

· Maintain complete and accurate case files;

· If necessary, prioritize workload in accordance with CR 2811 or the most current program guidance;

· Establish and maintain open communication with other program areas that impact appeals;

· Continue quality improvement and data analysis activities as described in your plan.  Monitor and track significant changes in appeals receipts; and, identify root causes, anticipated duration, and necessary actions for countering any workload aberrancies; and 
· Identify and refer providers that would benefit from education on the importance of submitting requests for appeals correctly, including applicable documentation at the earliest point in the appeals process.

In FY 2005, CMS expects that contractors will establish workload strategies and priorities within the budget provided.  As a reminder, in addition to satisfying all requirements contained in the BPRs, Carriers are responsible for meeting all of the requirements of Chapter 29, Section 60 of the IOM and applicable Change Requests and should develop their FY 2005 budget requests accordingly. Also see the Activity Dictionary (Attachment 2 to the BPRs).

Capturing Workload

Carriers will continue to report appeals cost data on the CAFM II system.  For each activity, Workload 1 is the number of claims processed and Workload 2 is the number of cases processed, unless otherwise noted.  Workload 3 is the number of reversals at the given level of appeal, unless otherwise noted.  If the workload is currently captured in CROWD, CAFMII will transfer this data in the appropriate Activity Code.  Please refer to the workload chart in this section of the BPRs for a description of workload for each Activity Code. 

Changes in FY 2005

CMS plans to implement changes to the first level of appeal, previously called reviews.  For appeal requests received on or after October 1, 2004, the first level of appeal will be called redeterminations.  Please refer to Change Request 2620 for more information.  Costs associated with redeterminations should be captured similar to the way costs of reviews have been captured in previous fiscal years.  Appeal requests received prior to October 1, 2004 should be processed using the current manual instructions for reviews including the timeliness standards for completion.  There is no change in way these costs are reported.         

CMS anticipates phasing in reconsiderations by Qualified Independent Contractors (QICs) during FY 2005.  The schedule for this is not definite.  As more information becomes available, additional guidance with respect to the BPRs will be provided.  Carriers should budget to conduct hearing officer hearings for all of FY 2005.  

Preparing and Submitting the Appeals and Hearings Budget Request

Carriers must submit narrative justifications supporting their appeals budget request.  As part of the justification, include the following:  

· Identify current trends, program initiatives, or other program requirements that could impact the volume of appeal receipts.  Explain how the initiative/requirement will impact your appeals function and any additional cost you believe will be incurred in the appeals area.

APPEALS AND HEARINGS DELIVERABLES

Reports
Submit to

1.) Any revisions to your Appeals QI/DA Plan.  If there are significant or numerous changes, submit a revised report in its entirety.

2.) At least 3 QI/DA Reports per year 
Regional Office to: RO Appeals Contact

Central Office to: AppealsOperations@cms.hhs.gov

Descriptions of FY 2005 Carrier Appeals Activities:

A general description of each activity is listed below.  Please refer to Chapter 29, Section 60 of the IOM and applicable Program Memoranda for guidance in carrying out current appeals process initiatives. 

Part B Quality Improvement/Data Analysis (Activity Code 12090) (CR 2854 or AB-03-139, which will be updated for FY 2005)

Report all costs associated with conducting a quality improvement/data analysis program focused on reducing unnecessary appeals and improving performance requirements.  

Part B Telephone Reviews/Redeterminations (Activity Code 12141) (IOM  100-4, Claims Processing Manual, Chapter 29, § 60.12) 

Report all costs and workload associated with processing telephone reviews/ redeterminations.  At least 95 percent of Part B reviews must be completed within 45 days.  All redeterminations must be completed in 60 days.  Telephone reviews/redeterminations are requested by telephone, and completed by telephone.

· Part B Telephone Review/Redetermination  Dismissals and Withdrawals (Miscellaneous Code 12141/01)
Report costs associated with Part B Telephone Reviews/Redeterminations that are dismissed or withdrawn.

Part B Written Reviews/Redeterminations  (Activity Code 12142) (§1842(b)(2)(B) of the Social Security Act; IOM 100-4, Claims Processing Manual, Chapter 29, § 60.11; § 521 of the Benefits Improvement and Protection Act of 2000; §§ 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act of 2003; CR 2620)
Report all costs and workload associated with processing written reviews/redeterminations.  At least 95 percent of Part B reviews must be completed within 45 days of receipt.  All redeterminations must be completed and mailed within 60 days of receipt.   Written reviews/redeterminations are requested by telephone or in writing and are completed in writing.

· Part B Written Review/Redeterminations Dismissals and Withdrawals (Miscellaneous Code 12142/01)
Report costs associated with Part B written reviews/redeterminations that are dismissed or withdrawn.

Part B Incomplete Review/Redetermination Requests (Activity Code 12143) (IOM § 60.11.1)

Report all costs and workload associated with review/redetermination requests determined to be incomplete or unclear as described in IOM 60.11.1(B)2.  Do not count cost or workload of dismissals or completed reviews/redeterminations here.  

Part B Hearing Officer (HO) Hearings (Activity Code 12150) (IOM 100-4, Claims Processing Manual, Chapter 29, §§ 60.15 through § 60.18; Section 1842 (b) 2(B)(ii) of the Act)

Report all costs and workload associated with processing HO hearings.  Include telephone and in-person hearings as well as dismissals/withdrawals in this activity.  At least 90 percent of all HO hearing decisions must be completed within 120 days of receipt of the request for the hearing. 

Part B Administrative Law Judge (ALJ) Hearings (Activity Code 12160) 

(IOM 100-4, Claims Processing Manual, Chapter 29, §§ 60.19, 60.20, 60.22) 
Report all costs and workloads associated with processing Part B ALJ Hearing Requests.  Report all costs associated with effectuating Part B ALJ decisions.  Report all costs and workload associated with referring Part B ALJ cases to the Departmental Appeals Board (DAB) also known as the appeals council (AC); responding to DAB requests for case files and effectuating DAB decisions. 

· Part B Courier Service Fee (Miscellaneous Code 12160/01)  
(IOM 100-4, Claims Processing Manual, Chapter 29, § 60.19)
Report all costs associated with using a courier mail service to send ALJ case files to the Office of Hearings and Appeals in Falls Church, Virginia.  

PM COMPREHENSIVE ERROR RATE TESTING (CERT) SUPPORT 

For FY 2005, CMS will provide funding earmarked for the Carriers to support the CERT contractor.  CMS will provide a set amount of funding to each contractor.  The PM CERT Support funding is over-and-above the level of funding provided to perform the Appeals activities listed earlier in this BPR.  Carriers shall not shift additional funds from Appeals activities to this activity.

Do not include the costs associated with PM CERT support activities in any other function/activity code (i.e. Appeals, Claims Processing, Provider Communications, etc.).  For example, contractors should not double count CERT appeals costs by including the cost of CERT appeals in both the regular Appeals activity codes and again in the PM CERT Support activity code.  All costs related to any PM CERT support activity (whether an Appeals or any other PM costs) should be included in Activity Code 12901.

In addition to satisfying all requirements contained in the PM CERT Support section of the Appeals BPR, Intermediaries shall carry out all PM CERT Support activities identified in Pub.100-8, Chapter 12 and all relevant PM CERT Support One Time Notifications.

PM CERT Support (Activity Code 12901)

Report the costs associated with time spent on PM CERT Support Activities.  These activities include but are not limited to the following:  

· Providing sample information to the CERT Contractor as described in Pub. 100-8, Chapter 12, §3.3.1A&B.

· Ensuring that the correct provider address is supplied to the CERT Contractor as described in Pub. 100-8, Chapter12, §3.3.1.C.

· Researching ‘no resolution’ cases as described in Pub. 100-8, Chapter 12, §3.3.1.B.

· Handling and tracking CERT-initiated overpayments/underpayments as described in Pub. 100-8, Chapter 12, §§3.4 and 3.6.1.

· Handling and tracking appeals of CERT-initiated denials as described in Pub. 100-8, Chapter12, §§3.5 and 3.6.2.

Workload

For FY 2005, there are no CAFM II workload reporting requirements associated with Activity Code 12901.

Carriers shall NOT report costs associated with the following MIP CERT Support activities in this activity code:
· Providing review information to the CERT Contractor as described in Pub. 100-8, Chapter12, §3.3.2  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)
· Providing feedback information to the CERT Contractor as described in Pub.100-8, Chapter12, §3.3.3 including but not limited to:
· CMD discussions about CERT findings

· Participation in biweekly CERT conference calls
· Responding to inquiries from the CERT contractor
· Preparing dispute cases
(These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR)

· Preparing the Error Rate Reduction Plan (ERRP) as described in Pub 100-8, Chapter 12, §3.9.  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)

· Educating the provider community about CERT as described in Pub 100-8, Chapter 12, §3.8.  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)

· Contacting non-responders and referring recalcitrant non-responders to the OIG as described in Pub100-8, Chapter 12, §3.15.  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)

 SUMMARY OF APPEALS CAFM II ACTIVITY CODE DEFINITIONS FOR INTERIM EXPENDITURE REPORTS- Part B

Activity Code
Activity
Workload 1
Workload 2
Workload 3

12090
Part B Quality Improvement/ Data Analysis 
NA
NA
NA

12141
Telephone Reviews/Redeterminations
Telephone Review/Redetermination Requests Cleared (claims)
Telephone Review/Redetermination Requests Cleared (cases)
Telephone 

Review/

Redetermination Reversals (cases)

12141/01
Dismissals/Withdrawals of Telephone Reviews/Redeterminations 
NA
Telephone Review/

Redetermination Requests Dismissed or Withdrawn (Cases)
NA

12142
Written Reviews/Redeterminations
Written Review/Redetermination Requests Cleared (claims)


Written Review/Redetermination Requests Cleared (cases)


Written 

Review/

Redetermination Reversals (cases)

12142/01
Dismissals/ Withdrawals of Written Reviews/Redeterminations 
NA
Written Review/

Redetermination Requests Dismissed or Withdrawn (Cases)
NA

12143
Incomplete Review/Redetermination Requests
NA
Incomplete Review/Redetermination Requests Received (cases)
NA

12150
Part B Hearing Officer Hearings
HO Hearing Requests Cleared (claims)
HO Hearing Requests Cleared (cases)
HO Hearings Reversed (cases)

12160
Part B ALJ Hearings  
ALJ Hearing Requests Forwarded (claims)
ALJ Hearing Requests Forwarded (cases)
ALJ Hearings Effectuated (cases)

12160/01
Courier Service Fee
NA
NA
NA

12901
PM CERT Support
NA
NA
NA


FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT

Beneficiary Inquiries (Carrier)
As a customer-centered organization, CMS is focusing on providing improved service to all customers, including Medicare beneficiaries.  The FY 2005 Beneficiary Inquiry BPRs are designed to encompass CMS’ Strategic Plan and facilitate continuously improving customer service.  CMS requests that each Medicare contractor prioritize its workload in such a manner to ensure that funding is allocated to accomplish the priority goals of the listed activities.  CMS expects that each Medicare contractor meet standards for inquiry workloads in the following order of precedence:

1) Beneficiary Telephone Inquiries (including Quality Call Monitoring and the Next Generation Desktop);

2) Screening of complaints alleging fraud and abuse;

3) Written Inquiries; and 

4) Beneficiary Outreach to improve Medicare customer service (Customer Service Plans)

All resources should be devoted to performing only these activities. 

Any contractor call center upgrades or initiatives for purchases or developmental costs of hardware, software or other telecommunications technology that equal or exceed $10,000 must first be approved by CMS.  Contractors shall submit all such requests to the servicing CMS regional office (RO) for review.  The RO shall forward all recommendations for approval to the Center for Beneficiary Choices, Division of Contractor Beneficiary Services (DCBS), for a final decision.

In late FY 2004, CMS will migrate all current toll free Medicare contractors' beneficiary telephone numbers to the standard 1-800-Medicare (1-800-633-4227) number. Beneficiary inquiries regarding specific claims and detailed coverage information will be automatically routed to the appropriate Medicare contractor's call center for response. CMS fully expects this migration to 1-800-Medicare to reduce the beneficiary call volumes for the Medicare contractors in FY 2005 and therefore will establish reduced beneficiary telephone inquiry budgets and workload estimates.  The initial targets that CMS has established in FY 2005 reflect a 10% reduction in beneficiary telephone inquiries for most contractors.  You should begin workforce planning to take reduced budgets and workload estimates into account, such as not filling vacancies and using attrition to reduce staff.  

Because contractors' beneficiary telephone workloads and budgets will be reduced in FY 2005, CMS again this year strongly encourages any call center to volunteer to release their beneficiary telephone workload to another call center operation.  Contractors who volunteer to release telephone workload will be allowed sufficient time (to be agreed upon by CMS and the contractor) to transition their beneficiary call center staff into other areas based on normal turnover and not experience a mandatory reduction in force. Those contractors willing to release beneficiary telephone workload in FY 2005 should notify the Director, Division of Contractor Beneficiary Services, in the Center for Beneficiary Choices, as soon as possible.

Beneficiary Telephone Inquiries (Activity Code 13005)

The instructions for beneficiary telephone inquiries are described in Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2 - Beneficiary Customer Services, Section 20.1 – Guidelines for Telephone Service.  Also refer to the Activity Dictionary (Attachment 2 to the BPRs) for the lists of tasks for this activity.  

Please note the following additions/revisions to the current telephone manual instructions.

1. Next Generation Desktop (NGD)

a.
Those contractors who will be deploying NGD in FY 2005 must include NGD implementation costs in their FY 2005 budget request in Activity Code 13005.  These costs shall also be reported using Miscellaneous Code 13005/01 so that they can be identified separately as NGD implementation costs.

b. CMS is standardizing some of the business processes for the users of NGD to facilitate consistent customer service performance, reporting and training.  Standardized NGD business procedures will be posted on the Medicare Beneficiary Telephone Customer Service website, http://www.cms.hhs.gov/callcenters/.  Contractors using NGD are required to train and use these procedures within 30 days of posting.  Contractors should access the website monthly for updates.  Training for the standard procedures is being developed by CMS and will be distributed to the contractors as developed.   The training will be incorporated into the CMS NGD training package on a quarterly basis.  

c.
A Deployment Assistance Center (DAC) has been established to support call centers during NGD implementation.  The DAC is staffed with Customer Service Representatives (CSRs) trained to handle Medicare inquiries from all lines of business.   Certain functions may need to be transferred back to the site, however, it is expected the sites deploying NGD will utilize the services provided by the DAC prior to requesting any performance waivers.  During the period of implementation, CMS will work with the contractor to determine the support needed from the DAC and relax performance standards where it is still deemed appropriate. 
d.
Local Site Administration - Several administrative functions will be performed at the call center level by contractor personnel.  Two to three days of mandatory training on these functions will be provided by NGD trainers at a central location.  
e. Each contractor will be expected to operate a local help desk (Tier One) for NGD. The NGD trainers will provide a two-day training course for helpdesk personnel at a central location.

f. Security and Connectivity Issues:  Technical Kick-off Meeting - Contractors deploying NGD will be required to send technical representation to a two-day technical kick-off meeting conducted by NGD infrastructure personnel in a central location.  This meeting will take place prior to beginning the project plan to deploy NGD.  Once all needed connectivity is obtained, an official deployment kickoff meeting will take place to begin the rollout of NGD to the contractor location(s).

g.
Mercury Topaz - Mercury Topaz will be installed on one Personal Computer (PC) at each call center location prior to the rollout of NGD.  Mercury Topaz is a service that measures call center transaction response times.  This tool is useful to CMS to measure the true response time of a CSR at a call center.  One PC per call center with the minimum requirements of an NGD Personal Computer will be required to be available at each call center to run simulated transactions.  CMS will work closely with each call center on the initial set up of the PC beyond that of normal NGD PC. The NGD team will provide further guidance on the overall process once Topaz is installed.

h. 
Contractors using NGD will periodically be required to participate in NGD User Group calls for NGD updates and/or to provide input on suggested changes.

i. Contractors deploying NGD need to plan for five additional days of NGD training/workshop to be held at central location for the purpose of identifying any business process changes that need to be implemented. 

2.  Publication Requests

Contractors using the NGD should order publications using desktop functionality.  NGD operational procedures for publication ordering can be found at the Medicare Beneficiary Telephone Customer Service web site, http://www.cms.hhs.gov/callcenters/.  (Note: Procedures are in development and will be posted at this site when completed).

3. Medicare Participating Physicians and Suppliers Directory (MEDPARD)

Contractors using the NGD should order the MEDPARD information using desktop functionality.  NGD operational procedures for ordering the MEDPARD directory can be found at the Medicare Beneficiary Telephone Customer Service web site, http://www.cms.hhs.gov/callcenters/. (Note: Procedures are in development and will be posted at this site when completed)

4. Guidelines for Telephone Service

a. In any situation where CSRs are not available to service callers or the call center is experiencing reduced beneficiary customer service due to diminished answering capacity, CMS plans to re-route call traffic within the national network to ensure that callers receive the best possible service. These situations include, for example, emergency and weather-related closings, training closings, and other deviations from their normal hours of operation. 

b.
The contractor shall follow standard operating procedures (SOP) to identify and address situations that will require action by the contractor to notify CMS to re-route beneficiary calls. The SOP will include the various procedures call centers must follow including whom to contact, when to contact, etc. 

c.
When a determination is made whether to close a beneficiary call center due to emergency or weather-related circumstances, the contractor shall consider whether it is also closing other co-located Medicare operations (e.g., medical reviews, claims processing, provider operations, appeals, MSP, etc). As a general rule, if other co-located Medicare operations are open, the beneficiary call center should be open.

d.
Under no circumstances shall a beneficiary call center close to avoid a negative impact on call center performance statistics or to staff provider call center operations. 

5. Automated Services-Interactive Voice Response (IVR)
All beneficiary premise-based IVR services provided by the contractor will be discontinued at the time the contractor migrates to 1-800-Medicare.  This also includes features such as "auto attendant" or "vectoring" where callers can opt to make a selection to listen to an announcement (such as a message concerning a lost Medicare Card) to have their question answered.  All calls routed to beneficiary call centers shall be handled directly by a Customer Service Representative (CSR).

6. Initial Call Resolution

Contractors handle no less than 90 percent of the calls to completion during the initial contact with a CSR.  A call is considered resolved during the initial contact if it does not require a return call by a CSR.

7. Call Handling Requirements

a. Sign-In Policy:  Other support staff assigned beneficiary telephone workload should follow the same sign-in policy as CSRs to ensure data consistency.

b. Implementation by CMS of various services and technologies (e.g. single 800 number, network IVRs, network call routing) may result in modifications to some call handling requirements.  For example, queue messages may be delivered in the network rather than by the premise-based equipment. As these transitions occur and changes are necessary to these requirements, CMS will provide instructions to those contractors impacted at the appropriate time. 
8. Single 1-800-Medicare Standardized Procedures/Training

Standardized business procedures and training for the Single 1-800-Medicare initiative will be posted on the Medicare Beneficiary Telephone Customer Service web site, http://www.cms.hhs.gov/callcenters/.  Contractors should access this site monthly for updates. 

9. Customer Service Assessment and Management System (CSAMS) Reporting Requirements--Data to Be Reported Monthly

a.
In those rare situations where one or more data elements are not available by the 10th of the month, the missing data shall not prevent the call center from entering all other available data into CSAMS timely.  The call center shall supply the missing data to CMS within two workdays after it becomes available to the contractor.

b.
Note:  Implementation by CMS of various services and technologies (e.g. single 800 number, network IVRs, network call routing) may result in changes to some of the data element definitions currently being reported as well as the potential elimination of others.  As this transition occurs, every effort will be made by CMS to accommodate those call centers that have converted to the latest technology and those who have not converted.  While the sources of the data may change, CMS will attempt to maintain the current definitions to the fullest extent possible.   

10. CSR Training

Call center managers should subscribe to the call center Listserv by going to http://list.nih.gov/archives/cam-callcenters.html.  The Listserv subscribers will be notified directly through E-mail regarding new and updated training, scripting, and/or frequently asked questions and answers regarding the Medicare Modernization Act.  
11. Hours of Operation

While there are no required standard hours of operations for beneficiary call centers, the preferred normal business hours for CSR telephone service continues to be 8:00 a.m. to 4:30 p.m. for all time zones of the geographic area serviced, Monday to Friday. Contractors are expected to respond to all beneficiary telephone calls routed to them up to the end of their business day. Contractors must not stop taking calls prior to the end of the business day in order to eliminate calls waiting in queue.

12. Telephone Service for the Hearing Impaired 
a. Beginning in FY 2005 all beneficiary Telephone Services for the Deaf/TeleTYpewriter Service (TDD/TTY) calls will be routed to 1-800-Medicare call centers.  At that time, contractors should modify their MSNs to replace their TDD/TTY number with CMS’ branded TTY/TDD toll-free number, 1-877-486-2048.  Standard operating procedures (SOP) will be developed to address those occasions when Medicare contractors are needed to work with the 1-800-Medicare contractor to respond to beneficiary callers that require additional assistance.

b. The migration of all TDD/TTY traffic to 1-800-Medicare call centers will eliminate all reporting requirements associated with the contractor’s premise-based TDD/TTY service.  This will also eliminate the requirement that the monthly Incompletion Rate (also known as the All Trunks Busy (ATB) External Rate) shall not exceed 20% for any beneficiary call center’s TDD/TTY service.

Workload
Beneficiary Telephone Inquiries workload (Workload 1) is the cumulative inquiries as reported on the CMS-1565, Line 25, Beneficiary Column.

Beneficiary Written Inquiries (Activity Code 13002)
The instructions for handling beneficiary written inquiries are described in Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2-Beneficiary Customer Services, Section 20.2 – Guidelines for Handling Written Inquiries.  Also refer to the Activity Dictionary (Attachment 2 to the BPRs) for the lists of tasks for this activity.  

Please note the following additions/revisions to the current manual instructions.

Date Stamping
The Medicare contractor will date-stamp the cover page of the incoming letter and the top page of each attachment.  The contractor may continue to Date Stamp the envelope if it currently does so.  However, date stamping the envelope is not required.  

Fogging
In an effort to provide consistency to the Fogging process, all Medicare contractors shall use the Gunning Fogging method.  This is the same clarity tool that CMS uses in Contractor Performance Reviews.  Please see the Attachment A to the Beneficiary Inquiries BPRs for a copy of the Fogging Calculation Worksheet.  Those contractors using standardized paragraphs provided through NGD are not required to fog those paragraphs.  
Workload

Written Inquires workload (Workload 1) is the cumulative written inquiries as reported on the CMS-1565, Line 27, Beneficiary Column.  Workload 2 is the cumulative visitor inquiries (formerly walk-ins) as reported on the CMS-1565, Line 26, Beneficiary Column.

Walk-In Inquiries (Activity Code 13003)

In recent years, CMS has directed contractors not to publicize their walk-in function. The number of walk-in inquiries is a very small activity compared to beneficiary telephone/written inquiries.  

Therefore, CMS has decided that all current manual instructions/requirements for beneficiary walk-in inquiries will be deleted for FY 2005.  With the deletion of the contractor requirements, there will be no separate funding provided for beneficiary walk-ins in FY 2005.  Additional funding for visitor inquiries has been included in Written Inquiries (13002).  CMS does expect contractors to be courteous and responsive to any visitors coming to the contractor’s facility.  Costs incurred and workload involved with servicing visitors should be reported under Activity Code 13002 – Written Inquiries.  

Customer Service Plans (Activity Code 13004)---(Include your annual CSP and costs for CSP activities in your FY 05 budget request)

FY 2005 national funding will continue at the same funding level as in FY 2004.    Individual contractor funding levels will be determined at the RO level. Contractors who wish to perform CSP activities in FY 2005 should submit an annual CSP to their Associate Regional Administrator for Beneficiary Services in accordance with current manual instructions.  All remaining CSP contractor instructions remain in effect.

Beneficiary Internet Web Sites

Contractors that maintain a web site for Medicare beneficiaries on the Internet are required to ensure that information posted is current and does not duplicate information posted on the Medicare.gov website maintained by CMS.  
Second Level Screening of Beneficiary and Provider Inquiries (Activity Code 13201):
Refer to PIM Chapter 4, §4.6-4.6.2 for instructions on this activity code.

The Medicare fee-for-service contractor reports the costs specified below that are associated with second level screening of potential fraud and abuse inquiries for beneficiaries and the referral package for provider fraud and abuse inquiries in Activity Code 13201.  

For beneficiary inquiries of potential fraud and abuse, report costs for the following:

· Second level screening of beneficiary inquiries that are received, resolved and closed.

· The number of medical records for beneficiary inquiries; and

· The number of potential fraud and abuse beneficiary inquires that are referred to the Program Safeguard Contractor (PSC) or Medicare fee-for-service contractor Benefit Integrity Unit (BIU).

For provider inquiries, report the costs associated with compiling the referral package and sending it to the PSC or Medicare fee-for-service contractor BIU.

Report the number of second level screening of beneficiary inquiries that are open or closed (count the same complaint only once) in Workload 1; report the total number of medical records ordered for beneficiary inquiries that were open or closed (count the same complaint only once) in Workload 2; and report the total number of potential fraud and abuse beneficiary complaints identified and referred to the PSC or Medicare fee-for-service contractor BIU in Workload 3.

Second Level Screening of Provider Inquiries (Activity Code 13201/01)

The Medicare fee-for-service contractor must keep a record of the cost associated for all provider inquiries of potential fraud and abuse that are referred to the PSC or Medicare fee-for-service contractor BIU in Activity Code 13201/01.










Attachment A

BENEFICIARY INQUIRIES

Fog Calculation Worksheet

1.
Total Number of words



__________

2.
Total Number of sentences



__________

3. Average sentence length



__________

(number 1 divided by 2)


 

4.
Number of polysyllable words

_______ X 100 = __________


(3 syllables or more)*

5.       Percent of hard words

(number 4 divided by number 1)


__________


6.
Number 3 plus number 5



__________

7.       Reading level

(number 6 X .4)




__________

· Do not count words that are normally capitalized, combinations of short, easy words, or verb forms, which result in 3 syllables by adding “ ed”, “ing”,  “ly”, or “es”. Count hyphenated words as separate words.  Do not count numbers or words, which are part of the structure of the letter.  Count numbers, abbreviations, and acronyms as one-syllable words.  Except for exclusions noted above, no other exclusions are permitted.

NOTE:  If a date is included in the body of the letter, the entire date will be counted as 1 word.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

PROGRAM MANAGEMENT

Provider Communications (PCOM) (Carrier)
The aim of Program Management Provider Communications (PM-PCOM) for FY 2005 continues to be based on CMS’ goal of giving those who provide service to beneficiaries the information they need to: understand the Medicare program; be informed often and early about changes; and, in the end, bill correctly.  

The PM-PCOM Budget and Performance Requirements (BPRs) activities in FY 2005 will again center on electronically communicating to providers information on Medicare programs, policies and procedures.  The remaining provider communications work will be funded through the Medicare Integrity Program (MIP) budget.  

The Provider Communications instructions in the Contractor Beneficiary and Provider Communications Manual, Pub.100-09, (Chapter 4, Section 30) represent the current requirements for Carriers. This BPR identifies new and incremental work proposed for FY 2005.

Activity Based Costing (ABC) will again be used in the budget process for Provider Communications.  The Provider Communications work components from the Manual and both PCOM BPRs are grouped within and under the ABC definitions.  The ABC dictionary is attached (Attachment 2 to the BPRs).  

The following are the new PM-PCOM BPR activities for FY 2005:

Provider/Supplier Information and Education Website (Activity Code 14101)

Reference:  IOM, Pub.100-09, Chapter 4, Section 30.1.7

Website Feature Enhancements

· Develop a working “Site Map” feature for your provider/supplier Medicare website. This feature would show in simple text headings the major components of your provider/supplier website and would allow users direct access to these components through selecting and clicking on the titles.  This feature must be accessible from the homepage of the website using the words “Site Map.  This feature must be operational by December 31, 2004.

· Develop a tutorial explanation of how to use your provider education website.  This tutorial must be accessible from the homepage of your provider education website. The tutorial must describe to users how to navigate through the site, how to find information, and explain important features of your website.  This tutorial function must be operational by December 31, 2004.

· Provide a means to allow providers/suppliers to offer reaction to CMS about your performance in their dealings with you.  Use the mailing address of your CMS Regional Office PCOM Coordinator as the referral point for these reactions.  This mechanism is to be located on your provider feedback instrument within your website.  

 Electronic Mailing Lists (listserv)  (Activity Code 14102) 

Reference:  IOM, Pub.100-09, Chapter 4, Section 30.1.7

· Implement measures to actively market and promote to your provider/supplier community the advantages and benefits of being a member of your listserv(s).  Use all your regular provider/supplier communications tools and channels (bulletins, workshops, education events, advisory group meetings, written materials, remittance advice messages, etc.) for this endeavor.  The total of unique, individual active members of your listserv(s) must be at 33% or higher of your provider count by March 31, 2005, and 40% or higher of your provider count by September 30, 2005.  Report your progress in achieving this including the current number of members of your list-serv(s), the number of unique members of your listserv(s) and the percentage of your provider count this represents in the PSP Quarterly Activity Reports in the “Other Activities” section. 

Workload

Workload 1 is the total number of contractor provider/supplier PCOM electronic mailing lists.  Workload 2 is the total number of registrants on all the PCOM electronic mailing lists.  Workload 3 is the number of times contractors have used their electronic mailing list(s) to communicate with provider/suppliers. 

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Participating Physician (Carrier)
Funding for the continuation of the Annual Participating Enrollment, Limiting Charge Monitoring Activities and Dissemination of Participation Information remains a priority for CMS for the 2005 fiscal year. All of these activities remain vital functions to the operating efficiency of this agency.  (Use Activity Code 15001)
Annual Participation Enrollment

· For FY 2005, carriers will be instructed to furnish the participation enrollment material via a CD-ROM. Carriers that choose not to participate in the CD-ROM initiative must provide a written justification. The justification must provide a rationale for why the CD-ROM is not cost effective, why it is not efficient (e.g. printing in-house vs out sourcing) and why it is not a better service for the providers. Carriers will also be instructed to prepare hardcopy disclosure material for at least two percent of their total number of providers to release immediately if the provider cannot access the data electronically.  

NOTE:  CMS has made available to carriers, via the CMS web site, CD-ROM development material created by one of the carriers that participated in the FY 2004 CD-ROM pilot. The development materials known as a “Road-Map” can be viewed at the following web site: www.cms.hhs.gov/contractors
· Produce and mail calendar year 2005 participation enrollment packages (consisting of the “Dear Doctor” Announcement, Blank Par Agreement, Fact Sheet and physician fee schedule disclosure report) via first class or equivalent mail delivery service. (Refer to Transmittal 11, CR 2889, as a general guide for FY 2005 par enrollment activity.)   

· Process participation enrollments and withdrawals (Transmittal 11, CR 2889);

· Furnish participation data to RRB (IOM Pub. 100-4, chapter 1, Section 30.3.12.1); and

· Furnish participation data to CMS (IOM Pub. 100-6, chapter 6, Section 390).

Limiting Charge Monitoring Activities

· Investigate/develop beneficiary-initiated limiting charge violation complaints;

· Assist in obtaining overcharge refunds for beneficiaries who request your assistance; 

· Respond to limiting charge inquiries from non-participating physicians; 


· Internally produce and store limiting charge reports (e.g., LCERs/LCMRs); 

· Submit quarterly reports for internally produced limiting charge reports (IOM Pub. 100-4, chapter 1, Section 30.3.12.3).

Disseminate Participation Information

· Furnish customized participation information (either by phone or in writing) in response to requests for such information; (Refer to Transmittal 11 - CR 2889).

· Discontinue the production and mass distribution of hardcopy MEDPARD directories; and

· Load MEDPARD information on your Internet website and inform physicians, practitioners, suppliers, hospitals, Social Security Offices, Congressional Offices, PROs, senior citizens groups and State area agencies of the Administration on Aging how to access this website information.
Workload
Workload 1 is the number of participation enrollment packages mailed to providers at a national level.  Workload 2 is the number of enrollments and withdrawals processed.  Workload 3 is the number of limiting charge reports, violations and complaints processed.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Productivity Investments (Carrier)
HIPAA EDI Transactions (Activity Code 17004)  

The following is provided for informational purposes only, and should not be included in BPRs funding requests. Funding will be supplied for these activities when the instructions are issued, and you are directed to submit funding requests.

(

Support for submitter testing for the 270/271.

(
Implementation of new expanded EDI agreement.
(
Enforcement of the Administrative Simplification Compliance Act (ASCA) requirement that almost all initial claims be submitted to Medicare electronically. 

(
Elimination of issuance of most paper remittance advice notices.

Separate funding will be supplied upon release of any further instructions in FY 2005 that affect tasks under 17004 which are not included in the Bills/Claims Payment ongoing activities under Activity Codes 11201, 11202, and 11203.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT

Provider/Supplier Enrollment (Carrier)
Provider/Supplier Enrollment (Activity Code 31001):

Provider/supplier enrollment (PSE) is a critical function to ensure only qualified and eligible individuals and entities are enrolled in the Medicare program. Physicians, non-physician practitioners and other healthcare suppliers must enroll with the Medicare Carriers, with whom they will do business, before receiving payment for services furnished to beneficiaries.  Each applicant will use the appropriate enrollment form and undergo the entire enrollment process, including verification of their information. 

CMS has made it a priority to establish a strong link in its budget requests between program outcomes and contractor administrative funding levels utilizing the concept of Activity Based Costing (ABC).  The ABC initiative is to identify and trace all material costs incurred when providing a service, e.g., Provider Enrollment, back to the activities that produce that output. The attached Activity Dictionary (Attachment 2 to the BPRs) lists “tasks” for the provider enrollment function; however, they are not to be considered an all-inclusive list of tasks performed under the PSE function.  In addition to satisfying all requirements contained in the Provider Enrollment BPRs and attached Activity Dictionary, carriers are to budget according to the Medicare Program Integrity Manual, Chapter 10; other referenced manuals; and any applicable general instructions. 

Workload Reporting Requirements (Cumulative)

Workload 1 – Initial applications (CMS-855B, CMS-855I) received.

(RRB: Number of PECOS enrollment records flagged.)

Workload 2 – Changes of information (CMS-855I, CMS-855B) received.

Workload 3 – Reassignment of Benefits (CMS-855R) received.

Other issues

· Carriers must justify all provider enrollment budget requests in writing.

· In general, provider enrollment-initiated educational activities will be charged to provider enrollment, e.g., phone calls, letters, and site-specific visits with suppliers, etc. Time associated in working with MIP-Provider Communications (PCOM) staff at seminars, conferences, etc. or through other MIP PCOM initiated resources, e.g., a bulletin, is to be charged to MIP PCOM.

· Carries should assign staff to correspond with the enrollment workload in order to meet CMS timeliness standards while still effectively screening applicants.

· Carriers should not be charging provider enrollment for participating physician costs. Participating physicians costs should be charged to Activity Code 15001.
· Indicate the scope of a Carrier Medical Director’s provider enrollment activities in your budget justification along with the monetary amount.

· Carriers should budget for and plan to attend a provider enrollment conference in FY 2005.

· Carriers are only responsible for the verifying that associated bank accounts meet payment to bank standards described in Pub. 100-04, Chapter 1, Section 30.2.  The mechanical part of setting the EFT up must be charged to Activity Code 11201.

· In order to capture process and pending provider enrollment application information, carriers shall continue to report provider enrolment workloads weekly through the National Summary Provider Enrollment Inventory to your regional office.

· Carriers will use the transitory database to move supplier information to PECOS.  This information should not be included in you workload counts, as it will be reflected in the activity to process changes of information and reassignments.

For Informational Purposes Only

· Carriers may have to respond to provider inquiries about the National Provider Identifier (NPI).  Frequently Asked Questions will be provided when the NPI is rolled out.
· The Railroad Medicare Carrier (RMC) will only be required to add their billing number or flag to PECOS for payment of RMC claims.  If the RMC backlog acquired prior to October 1, 2004 still exists, then the RMC will use the PES mini-solution after notifying CMS.

· The web-enabled application is planned for the late summer of FY 2005. This activity will go through the change management process and include all details that you will need for making budget decisions.

· The draft BPRs instructed carriers to only budget for their current appeals process for the first quarter, FY 2005. That is incorrect and carriers should budget for a full year of their current appeals process.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT

Provider Inquiries (Carrier)

The Centers for Medicare & Medicaid Services’ (CMS) goal is to continuously improve Medicare customer satisfaction through the delivery of accurate, timely and consistent customer service.  The CMS’ vision is for customer service to be a trusted source of accurate and relevant information that is convenient, accessible, courteous and professional.

Every member of the customer service team shall be committed to providing the highest level of service to Medicare providers.  This commitment shall be reflected in the manner in which you handle each provider inquiry.  The following guidelines are designed to help contractors to ensure CMS’ goal and vision are met.

Answering Provider Telephone Inquiries (Activity Code 33001)

IOM, Pub. 100-9, Chapter 3, §20.1

NOTE:  All Equipment and Maintenance Costs shall continue to be reported under Code 33001.

1. Effective with these BPRs, the definition for Customer Service Representative (CSR) productivity will be changed to read “CSR Productivity is the average number of calls handled by each CSR (calculated FTE) per month.” 

2. Those call centers having separate CSR and Interactive Voice Response (IVR) lines shall track and report the following information:
· Number of Attempts for the IVR only line.

· Number of Failed Attempts for the IVR only line.

These data points will be used to determine the completion rate for the IVR only lines.

3. In FY 2003, CMS mandated that all contractors shall provide CMS the capability to remotely monitor provider calls.  The following requirements clarify how the remote monitoring system shall be set up.   CMS monitoring personnel shall have the capability to monitor provider Medicare calls by:

· Specific workstation (CSR);

· Next call from the network or next call in the CSR queue; or

· By specific business line (Carrier, Fiscal Intermediary, or DMERC).

If this capability does not presently exist, then the contractor shall develop a detailed cost breakdown--including necessary hardware and software--for installing the capability as described above. The developed cost estimate shall be submitted with the contractor’s FY 2005 budget request.  Contractors shall not take any steps to procure or install new remote monitoring equipment without prior approval from CMS.  CMS will assume those centers that do not submit a detailed cost estimate for this item currently meet the requirement and do not need additional funding to comply.

4. In accordance with Section 508 of the Rehabilitation Act of 1973 and the Workforce Investment Act of 1998, all call centers shall provide the ability for deaf, hard of hearing or speech-impaired providers to communicate via TeleTYpewriter (TTY) equipment.  A TTY is a special device permitting, hard of hearing, or speech-impaired individuals to use the telephone, by allowing them to type messages back and forth to one another instead of talking and listening. (A TTY is required at both ends of the conversation in order to communicate.)  Call centers currently having the ability to provide this service for beneficiary callers may use the same equipment, however, they may not use the same inbound lines.  Contractors shall follow the process outlined in IOM, Pub. 100-9, Chapter 3, §20.1.1.B to request additional lines to handle this requirement.  Contractors shall publicize the TTY line on their websites.  

If this capability does not presently exist, then the contractor shall develop a detailed cost breakdown--including necessary hardware and software--for installing the capability as described above. The developed cost estimate shall be submitted with the contractor’s FY 2005 budget request.  CMS will assume those centers that do not submit a detailed cost estimate for this item currently meet the requirement and do not need additional funding to comply.

5. For claims status inquiries handled in the IVR, all call centers shall authenticate the caller using at least the following information:

· Provider number

· HIC number

· Date of service

6. Call centers may limit the number of issues discussed during one phone call, but all call centers shall respond to at least three issues before asking the provider to call back.

7. All contractors’ IVRs shall provide definitions for the 100 most frequently used Remittance Codes as determined by each contractor.  Contractors are not limited to 100 definitions and may add more if their system has the capability to handle the information. 

If this capability does not presently exist, then the contractor shall develop a detailed cost breakdown--including necessary hardware and software--for installing the capability as described above. The developed cost estimate shall be submitted with the contractor’s FY 2005 budget request.  CMS will assume those centers that do not submit a detailed cost estimate for this item currently meet the requirement and do not need additional funding to comply.

8. All call centers with separate IVR only lines shall complete at least 95% of calls on these lines. 

9. When a call center routes calls to another site, CMS needs to make sure that the contractor handling the calls gets credit for the work.  If a call is forwarded over a contractor’s system there is no way for CMS to determine the final termination point of the call.  Therefore, prior to transferring calls to another center (including the Deployment Assistance Center (DAC)), contractors shall notify CMS through the Service Reports mailbox at servicereports@cms.hhs.gov.  Contractors shall also notify the appropriate Regional Office.

10. Contractors shall answer no less than 85 percent of callers who choose to speak to a customer service representative within the first 60 seconds of their delivery to the queuing system.  This standard will be measured quarterly and will be cumulative for the quarter.

11. Each CSR line shall have a completion rate of no less than 80 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

12. Contractors shall handle no less than 90 percent of calls to completion during the initial contact with the CSR.  This standard will be measured quarterly and will be cumulative for the quarter. 

13. Next Generation Desktop (NGD)

a.
Those contractors who will be deploying NGD in FY 2005 must include NGD implementation costs in their FY 2005 budget request in Activity Code 33001.  These costs shall also be reported using Miscellaneous Code 33001/01 so that they can be identified separately as NGD implementation costs.

b. CMS is standardizing some of the business processes for the users of NGD to facilitate consistent customer service performance, reporting and training.  Standardized NGD business procedures will be posted on the Medicare Beneficiary Telephone Customer Service website, http://www.cms.hhs.gov/callcenters/.  Contractors using NGD are required to train and use these procedures within 30 days of posting.  Contractors should access the website monthly for updates.  Training for the standard procedures is being developed by CMS and will be distributed to the contractors as developed.   The training will be incorporated into the CMS NGD training package on a quarterly basis.  

c.
A Deployment Assistance Center (DAC) has been established to support call centers during NGD implementation.  The DAC is staffed with CSRs trained to handle Medicare inquiries from all lines of business.   Certain functions may need to be transferred back to the site, however, it is expected the sites deploying NGD will utilize the services provided by the DAC prior to requesting any performance waivers.  During the period of implementation, CMS will work with the contractor to determine the support needed from the DAC and relax performance standards where it is still deemed appropriate. 
d.
Local Site Administration - Several administrative functions will be performed at the call center level by contractor personnel.  Two to three days of mandatory training on these functions will be provided by NGD trainers at a central location.  
e.
Each contractor will be expected to operate a local help desk (Tier One) for NGD. The NGD trainers will provide a two-day training course for helpdesk personnel at a central location.

f. Security and Connectivity Issues:  Technical Kick-off Meeting - Contractors deploying NGD will be required to send technical representation to a two-day technical kick-off meeting conducted by NGD infrastructure personnel in a central location.  This meeting will take place prior to beginning the project plan to deploy NGD.  Once all needed connectivity is obtained, an official deployment kickoff meeting will take place to begin the rollout of NGD to the contractor location(s).

g.
Mercury Topaz - Mercury Topaz will be installed on one Personal Computer (PC) at each call center location prior to the rollout of NGD.  Mercury Topaz is a service that measures call center transaction response times.  This tool is useful to CMS to measure the true response time of a CSR at a call center.  One PC per call center with the minimum requirements of an NGD Personal Computer will be required to be available at each call center to run simulated transactions.  CMS will work closely with each call center on the initial set up of the PC beyond that of normal NGD PC. The NGD team will provide further guidance on the overall process once Topaz is installed.

h. 
Contractors using NGD will periodically be required to participate in NGD User Group calls for NGD updates and/or to provide input on suggested changes.

i. Contractors deploying NGD need to plan for five additional days of NGD training/workshop to be held at central location for the purpose of identifying any business process changes that need to be implemented. 

Workload

Provider Telephone Inquiries (Workload 1) is the cumulative inquiries as reported on the CMS-1565, Line 25, Provider Column.

Provider Written Inquiries (Activity Code 33002)

IOM, Pub. 100-9, Chapter 3, §20.2

1. Contractors shall send a final response to all provider written correspondence within 45 business days.

2. Contractors shall date-stamp the cover page of the incoming letter and the top page of each attachment.  

3. Contractors shall not be required to keep the incoming envelope.  However, if it is a contractor’s normal operating procedure to keep envelopes with the incoming correspondence, the envelope, incoming letter and any attachments shall be date-stamped in the corporate mailroom.

4. Contractors shall not use “Dear Provider” in the salutation of the outgoing letter.  They shall use the name on the incoming or the name in the contractors’ systems.  

Workload

Workload 1 is the cumulative number of provider written inquiries received by the contractor as reported on the CMS-1565, Line 27, Provider Column.

Provider Walk-In Inquiries (Activity Code 33003)

IOM, Pub. 100-9, Chapter 3, §20.3

No changes.

Workload

Workload 1 is the cumulative walk-in inquiries as reported on the CMS-1565, Line 26, Provider Column.

Quality Call Monitoring (QCM) Performance Measures (Activity Code 33014)

IOM, Pub. 100-9, Chapter 3, §20.1.7

1. Of all calls monitored for the quarter, the number of CSRs scoring as “Pass” for Adherence to Privacy Act shall be no less than 93 percent.  During the quarter, no month shall fall below 85 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

2. Of all calls monitored for the quarter, the number of CSRs scoring as “Achieves Expectations” or higher for Knowledge Skills shall be no less than 93 percent.  During the quarter, no month shall fall below 85 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

3. Of all calls monitored for the quarter, the number of CSRs scoring as “Achieves Expectations” or higher for Customer Skills Assessment shall be no less than 93 percent.  During the quarter, no month shall fall below 85 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

Staff Development and Training (Activity Code 33020)

IOM, Pub. 100-9, Chapter 3, §20.1.6

No changes.

Second Level Screening of Provider Inquiries (Miscellaneous Code 13201/01) 

(PIM, Chapter 4):

The Medicare fee-for-service contractor must keep a record of the cost and workload associated for all provider inquiries of potential fraud and abuse that are referred to the Program Safeguard Contractor (PSC) or Medicare fee-for-service contractor Benefit Integrity Unit using Activity Code 13201 in the Beneficiary Inquiries function.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Bills Payment (Intermediary)
The following is a list of major activities related to Bills Payment.  The Activity Codes listed below are also described in the Activity Dictionaries (Attachment 1 to the BPRs).  However, these should not be construed as an all-inclusive list of tasks.  Intermediaries should continue to budget for all activities currently performed, unless directed otherwise for specific tasks by CMS.  If there is a significant activity that you perform that is not listed below or included in the Activity Dictionary for Bills Payment, please add a statement in your narrative justification describing that activity. 

The Bills Payment BPRs for FY 2005 relates to CMS’ goal to promote sound financial management and fiscal integrity of CMS programs.

Perform Electronic Data Interchange (EDI) Oversight (Activity Code 11201)

This activity includes establishment of EDI authorizations, monitoring of performance, and support of EDI trading partners to assure effective operation of EDI processes for  electronic claim submission, electronic remittance advice, electronic claim status query, electronic eligibility query, and for other purposes as supported by direct data entry (DDE) screens and Medicare-supported formats for the electronic exchange of data; and/or between Medicare and a bank for electronic funds transfer.  Successful operation of EDI entails establishment and maintenance of records to enable EDI to occur; support of providers, clearinghouses, software vendors, and other third party provider agents to assure continued submission and processing of compliant transactions; maintenance of connectivity; and detection and corrective action related to potential misuse of electronic transactions.  The requirements for these activities are included in the following CRs, the Internal Only Manual (IOM), and Joint Signature Memos:

· IOM – Medicare Claims Processing Manual – Chapters 22, 24, 25, 26, and 31 

· CRs amending the IOM:

CR 2819 – Ch. 24/Section 40.7

CR 2879 – Ch. 24/Section 40.1

CR 2966 - Ch. 24/Section 90

CR 3001 – Ch. 24/Section 40.7

CR 3017 – Ch. 31/Section 20.7

CR 3031 – Ch. 24/Section 70

CR 3100 – Ch. 24/Section 70

(     Joint Signature Memorandum (RO-2323, 10-29-03)

The tasks in this activity include:

j. Obtaining valid EDI and Electronic Funds Transferred (EFT) agreements, provider authorizations for third party representation for EDI, and network service vendor agreements. Entry of that data into the appropriate provider-specific and security files, and processing reported changes involving those agreements and authorizations;

k. Issuance, control, updating, and monitoring of system passwords and EDI claim submission/inquiry account numbers to control electronic access to beneficiary and provider data;

l. Sponsorship of providers and vendors for establishment of connectivity via IVANS, other private network connections or LU 6.2 connections, where supported, to enable the electronic exchange of data via DDE, if supported, and EDI; 

m. System testing with electronic providers/agents as directed by CMS to assure compatibility between systems for the successful exchange of data;

n. Submission of EDI data, status reports on the progress of HIPAA transactions implementation, weekly reports on the progress of submitter testing, and other EDI status reports as directed by CMS; 
o. Investigation of high provider eligibility query to claim ratios to detect potential misuse of eligibility queries, and taking corrective action as needed when problems are detected;

p. Monitoring and analysis of recurring EDI submission and receipt errors, and coordination with the submitters and receivers as necessary to eliminate the identified errors; 

q. Maintenance of a list of software vendors whose EDI software has successfully tested for submission of transactions to Medicare;
r. Provision of customer support for the use of free/low cost billing software; and

s. Basic support of trading partners in the interpretation of transactions as issued by

      Medicare.
Manage Paper Bills/Claims and the Standard Paper Remittance (SPR) Advice Format (Activity Code 11202)

This activity includes all costs related to the receipt, control, and entry of paper claims  (i.e., the UB-92/CMS-1450) and for maintenance of the SPR format, and as required by the IOM, Chapter 22/Section 50, and Chapter 25 including:

j. Opening, sorting, and distributing incoming claims including paper adjustment bills;

k. Assigning control number and date of receipt;

l. Imaging of paper claims and attachments;
m. Data entry (manual or optical character recognition scanning) of paper claim data, and re-entry of data for corrected/developed paper bills;
n. Identification of paper claims during the data entry process that cannot be processed due to incomplete information; 
o. Resolution of certain front-end edits related to paper claims;

p. Return of incomplete paper claims, and paper claims that failed front-end edits to submitters for correction and resubmission; 

q. Re-enter corrected/developed paper claims, managing paper bills and paper adjustment bills; and

r. Updating of the SPR once per year as directed by CMS to keep corresponding fields in the electronic and paper remittance advice formats in sync.

See the Productivity Investment (PI) section for information on additional activities planned for FY 2005.  Do not include incremental costs for those PI activities in your estimates for this operational activity.

Workload

The paper bills workload (Workload 1) is the difference between the total claims reported on the CMS-1566, p.11, line 38, column 1, minus the EMC bills reported on line 38, column 8. 

Manage EDI Bills/Claims and Related EDI Transactions (Activity 11203)

This activity includes establishment, maintenance, and operation of the EDI infrastructure to assure efficient operation of EDI processes that permit the fully automated transfer of data between a claim submitter (provider or agent) and Medicare.  This includes costs related to your software, hardware, staff support, and other resources to enable electronic submission of claims, issuance of electronic remittance advice, electronic claim status inquiry and response, electronic eligibility inquiry and response, electronic funds transfer, and for other purposes as required for direct data entry (DDE); and/or between Medicare and a bank for electronic funds transfer, except as included in Activity Code 11201. 

Medicare expects there will be a need to maintain up to two HIPAA formats at any given time: the current format, and a subsequent format during a transition period between them.  Contractors must include in this ongoing activity estimated costs to implement an upgrade in FY 2005 of each implemented HIPAA transaction format, including any related adjustment to their translator and maps.  Retesting of existing submitters are not expected to be required in conjunction with any such upgrades.  In early FY 2005, however, it may be necessary to maintain both pre/non-HIPAA and HIPAA formats.  As a result of the HIPAA contingency invoked by  Medicare and most other covered entities, Medicare contractors will be required to continue to support the pre/non-HIPAA formats/versions until directed by CMS to eliminate their support.

Although no version upgrade is expected to be adopted under HIPAA in FY 2005, it is possible that errors could be detected during submitter testing that could identify the need for further modification of flat files used by Medicare to support the HIPAA formats.  The FY 2005 upgrade would be related to such changes.

Requirements under this activity are included in the following CRs, companion documents, and chapters of the IOM including:

(
IOM – Medicare Claims Processing Manual – Chapters 22, 24, 25, 26, and 31

(
CR 2947/835 Companion Document and Flat File Modification

CR 2948/835 Companion Document Modification

CR 3050/Ch. 24/Section 40.7.2

CR 3065/Ch. 31

(    Companion Documents and Flat Files for 837I, 835, and 276/277 as published at

       http://www.cms.hhs.gov/providers/edi/hipaadoc.asp
This activity must exclude costs for:

· Any share of the costs of a clearinghouse or other service organization established by an umbrella organization which owns or has a contractual relationship with a Medicare intermediary;

· Any costs for activities not specifically permitted by CMS for EDI; and

· Costs that exceed Medicare’s pro-rata share of the indirect, general and administrative EDI costs related to overhead shared with any parent company of a Medicare intermediary.

See the Productivity Investment (PI) section for information on subsequent instructions planned for FY 2005 implementation.  Do not include incremental costs for those PI activities in your estimates for this operational activity.  

The tasks in this activity include:

m. Provision of free billing and PC-Print softwares to providers/agents on their request, and upgrading of that software once per year, if so directed by CMS;
n. Maintenance, if applicable, and Alpha testing and validation of free billing software prior to issuance to providers/agents;

o. Resolution of problems with telecommunication protocols and lines, software and hardware to support connections to enable providers/agents to electronically send/receive data for EDI transactions in a secure manner;

p. Maintenance of capability for receipt and issuance of transactions via direct data entry (DDE), and via electronic transmission of transactions in batches;

q. Maintenance of EDI access, syntax and semantic edits at the front-end, prior to shared system processing;

r. Routing of electronic edit and exception messages, electronic claim acknowledgements, electronic claim development messages, and electronic remittance advice and query response transactions to providers/agents via direct transmission or via deposit to an electronic mailbox for downloading by the trading partners, and routing of electronic funds transfers (EFT);

s. Maintenance of back end edits to assure that outgoing electronic remittance advice 835 and 277 response transactions comply with the applicable implementation guide requirements, and that ACH EFT transactions comply with those separate requirements; 

t. Creation and retention of a copy of each EDI claim and submitted adjusted claims as received and the ability to recreate each 835 and 837 COB transaction as issued;

u. Maintenance of audit trails to document processing of EDI transactions; 

v. Translation of transaction data between the pre-HIPAA and HIPAA standard formats and the corresponding internal flat files used in the shared system;

w. Updating of claim status and category codes, claim adjustment reason codes, remittance advice remark codes, and taxonomy codes three times a year per the updating schedule  as directed by CMS; and

x. Billing of third parties as directed by CMS for access to beneficiary eligibility data, maintaining receivables for those accounts, and terminating third parties if warranted due to non-payment.

Workload

The EDI claims workload (Workload 1) is reported on the CMS-1565, Page 

9, Line 38, Column 6.

Bills/Claims Determination (Activity Code 11204)

After the bills are entered, and the initial edits applied, contractors must determine whether or not to pay a bill.  Most of this process is fully automated with the costs included in the Run Systems Activity Code.  However, technical staffs are also required to support bills pricing, adjudication, and payment in conjunction with the programming activities included in Run Systems.  Specifically, contractors must create, maintain, and oversee fee schedules and other pricing determination processes (e.g., annual ICD-9 updates), including the following:

· Validity, consistency, eligibility, and duplicate detection checks on each bill;

· Re-entry of corrected/developed data for bills that suspend from the standard system;

· Payment method and payment rates are obtained for each provider file.  If applicable, the PIP indicator is set.  For PPS claims, the appropriate GROUPER is called and the output is forwarded to Pricer.  For other PPS claims, appropriate fee schedules and pricers are used; and

· Payment amounts are calculated.

Workload

The adjudicated bills workload (Workload 1) is the cumulative number of bills processed as reported on the CMS-1566, Page 1, Line 12, Column 1.

Run Systems (Activity Code 11205)
This activity includes the costs of the programmer/management staff time and procurements associated with the systems support of bills processing.  This activity also includes the local systems costs related to bills processing, as well as charges from the data center to the contractor to support its processing of the standard system.  Other costs include (but are not limited to) local CPU costs, depreciation costs or lease of CPU; software/hardware costs; maintaining interfaces and data exchanges with standard systems, CWF, HDC, and State Medicaid Agencies; maintaining the print mail function; on-line systems; costs associated with testing of releases; and change requests.  Also included are ongoing costs for LAN/WAN support and costs of transmitting data to and from the CWF hosts.  

Note:  All bills processing systems costs should be charged to 11205 including the application of MIP edits.  However, the personnel costs associated with installing and activating the edits, and the staff resolution of bills that fail the edits should be charged to the function with ownership of the edits.  Also, other systems related items such as personal computers or computer peripherals should be directly charged to the areas that use them.     

Manage Information Systems Security Program (Activity Code 11206)

The Systems Security BPRs for FY 2005 relate to CMS’ goals to promote the fiscal integrity of CMS programs and enhance program safeguards.

Principal Systems Security Officer (SSO)

Include the cost for appointing a principal SSO and staff responsible for managing a Medicare systems security program.  This cost must include the cost of the Principal SSO earning 40 hours of continuing professional education credits from a recognized national information systems security organization.  This cost must also include the cost of participating in the CMS Systems Security Technical Advisory Group (if requested by CMS), and CMS systems security best practice conferences.  (Refer to Section 2.2 of the CMS Business Partner Systems Security Manual.)

Systems Security Self-Assessment using the Contractor Assessment Security Tool (CAST)

Include the cost of conducting the annual assessment of the CMS Business Partner Systems Security Manual.

Risk Assessment

Include the cost of reviewing and updating the annual risk assessment in accordance with the Business Partner System Security Manual and the CMS Information Security RA Methodology which is available at the following CMS website: http://www.cms.hhs.gov/it/security.  (Refer to Section 3.2 of the CMS Business Partner Systems Security Manual.)

Systems Security Plans

Include the cost of developing an initial systems security plan or, if previously developed, the cost to review the SSP to determine if changes have occurred and requires the current SSP to be updated.  Business partners are required to develop and certify an SSP in accordance with the CMS System Security Methodology.  (Refer to Section 3.1 of the CMS Business Partner System Security Manual.)  

Systems Security Certification

Include the cost of preparing the systems security portion of the annual internal control certification.  The certification documents that the Security Self-Assessment, Risk Assessment, Business Continuity and Contingency Plan, System Security Plan, Annual Compliance Audit and Correction Action Plan are in compliance with the CMS Business Partner Systems Security Manual. (Refer to Section 3.3 of the CMS Business Partner Systems Security Manual.)  Note:  Based on findings from the FY 2003 CFO EDP audits and requirements for system certification, particular attention should be directed to configuration management planning and procedures, and auditing and logging.  These areas should be reviewed for compliance, as they will be among the focus areas reviewed and tested under CMS’s FY 2005 Certification and Accreditation program.  See Sections 3.6.1 and 4.7 of CMS’ SSP Methodology.

Information Technology Systems Contingency Plan

Include the cost of conducting a review of the Information Technology Systems Contingency Plan annually to determine if an update is necessary or whenever a significant change to the system has occurred.  Also include the annual cost of testing the plan. (Refer to Section 3.4 and Appendix B of the CMS Business Partner Systems Security Manual.)

Annual Compliance Audit

Include the cost of conducting an annual compliance audit of designated CMS Core Security Requirements. (Refer to Section 3.5.1 of the CMS Business Partner Systems Security Manual.)

Corrective Action Plan

Include the cost of preparing and managing a corrective action plan to address weaknesses identified as a result of audits and evaluations including the CFO EDP audit, SAS-70 reviews, self-assessments and the Annual Compliance Audit.  (Refer to Section 3.5.2 of the CMS Business Partner Systems Security Manual.)

Incident Reporting and Response

Include the cost of analyzing and reporting systems security incidents, violation of security policy and procedures, to CMS and other appropriate officials. (Refer to Section 3.6 of the CMS Business Partner Systems Security Manual.)

Systems Security Profile

Include the cost of collecting and maintaining all systems security files and documentation in appropriate on-site and off-site storage. (Refer to Section 3.7 of the CMS Business Partner Systems Security Manual.)

Perform Coordination of Benefits Activities with the Coordination of Benefits Contractor (COBC), Supplemental Payers, and States – Activity Code 11207

Reference:  Pub 100-04, Section 70.6, Chapter 28.

Until CMS completes the transition of existing COB trading partners to national Coordination of Benefit Agreements (COBAs), contractors will maintain and support existing crossover Trading Partner Agreements (TPAs).  When COB trading partners are fully transitioned to national COBAs, Medicare intermediaries will no longer be responsible for receiving eligibility files, applying claims selection criteria, sending outbound crossover claims file, and the invoicing/collecting/reconciling of claims crossover fees for TPAs.  Tasks that are to be performed during the transition period from existing TPAs to national COBAs include all of the following: 

For planning purposes, Medicare intermediaries should assume that all trading partners would be transitioned from existing TPAs to national COBAs by April 30, 2005.
· Perform the functions necessary to maintain and support existing TPAs.  

· Perform the functions necessary to maintain and support COBAs by coordinating with the COBC to ensure that flat file transmission issues, including transmission problems, data quality problems, and other technical difficulties are resolved timely.

NOTE:  Intermediaries will receive crossover fees for claims that are successfully transmitted to both the Coordination of Benefits contractor and the COBA trading partner.  Intermediaries will receive the current fees set by CMS less $0.02 per claim in FY 2005.

For planning purposes, Medicare intermediaries should assume that CMS will implement a COBA recovery process that will require Medicare intermediaries to submit previously processed claims via a flat file to the COBC following receipt of a mini-eligibility file from the COBC that identifies specific beneficiaries, claims and time periods.  The recovery process will be implemented no sooner than July 1, 2005.  CMS will issue a Program Transmittal with instructions to: 

· Perform the functions necessary to maintain and support the COBA recovery process to ensure COBA trading partner requests for retrospective Medicare claims are processed timely and by coordinating with the COBC to ensure that flat file transmission issues, including transmission problems, data quality problems, and other technical difficulties are resolved timely.  

NOTE:  For all functions listed above, the following related activities should be charged appropriately as indicated.

5. Collection/invoicing/reconciliation of TPA and COBA crossover fees - Financial Management Overhead

6. Systems automation that currently exists for the TPA claims crossover process and that will exist as part of the COBA claims crossover processes - Run Systems

7. All TPA and COBA inquiries other than technical inquiries from existing trading partners or the COBC - Inquiries 

Workload

Workload 1 is the number of claims transferred as designated in Pub. 100-06.  (Currently only reported on the FACP.)

Workload 2 is the number of claims crossed to the COBC.

Conduct Quality Assurance (Activity Code 11208)

Include costs related to routine quality control techniques used by management to measure the competency and performance of bill processing personnel; quality assurance reviews of fee schedules, HCPCS, and ICD-9 updates and maintenance; and reviews of contractor systems. 

Narrative Requirements

Briefly describe the internal quality assurance review of bills/claims processing.  Describe the universe used, how bills/claims are selected, and whether the review is focused with specific criteria (such as new employee, new edits, etc.).  Provide the number of MSNs reviewed, the average time spent per review, and the average cost per MSN reviewed to support the amount requested for internal reviews.

Also describe with the same information, activities/reviews that are not solely related to bills/claims review.  In addition, describe how the results of the reviews are used in your operation.

Manage Outgoing Mail (Activity Code 11209)

This activity includes the costs to manage the outgoing mail operations for the bills processing function, e.g., costs for postage, printing Notice of Utilization (NOUs)/Medicare Summary Notice (MSNs)/Explanation of Medicare Benefits (EOMBs)/remittance advice notices and checks, and paper stock.  This includes the following tasks:

a. Mail NOUs/MSNs/EOMBs, remittance advice notices and checks;

b. Mail requests for information (other than for medical records or MSP) to complete claims adjudication;

c. Return unprocessable claims to providers;

d. Return misdirected claims, e.g., back to providers; and

e. Forward misdirected mail, e.g., to another contractor where required by CMS.

The paper remittance advice notice instructions are contained in the MIM Part 3, Sections 3602.5, .7 and 3750, Program Memoranda A-00-23, A-00-36, AB-00-65, A-00-98, A-01-57/CR1522, AB-01-124/CR1802, as part of instructions issued for implementation of Outpatient, SNF and HHA PPS, and in CR 1959 currently being cleared for release in FY 2002. Remittance advice reason and remark codes are contained at www.wpc-edi.com and included by reference in a number of the listed remittance advice MIM and PM instructions.  Paper check instructions are contained in the MIM Part 3, Section 3703.  Note:  Do not include postage costs identified with other contractor operations (e.g., Medical Review, MSP, Inquiries, etc.).  Also, the front-end mailroom costs of sorting incoming mail should be treated as overhead.

Reopen Bills/Claims (Activity Code 11210) 

Include all costs related to the post-adjudicative reevaluation of an initial or revised claim determination in response to (e.g.) the addition of new and material evidence not readily available at the time of determination; the determination of fraud; the identification of a math or computational error; error on the face of the evidence; inaccurate coding; input error; or the misapplication of reasonable charge profiles and screens, etc.  Refer to the IOM 100-4, Chapter 29, Section 60.27 for a comprehensive definition of what constitutes a reopening.

Note:  Include the cost of processing an adjustment, but only if the adjustment is specifically related to a reopening.  Do not include the cost of an adjustment to a claim that results from an appeal decision.
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Appeals/Hearings (Intermediary)
The Medicare Appeals and Hearings function ensures that the due process rights of beneficiaries and providers who are dissatisfied with initial claims determinations and subsequent appeal decisions are protected under the Medicare program. These BPRs are designed to provide continued support and guidance to the Medicare contractors as they focus their efforts on efficiently and effectively administering all levels of the Part A and Part B appeals processes.  

In keeping with CMS’ Strategic Plan Objectives, the appeals and hearings function is focused on improving beneficiary satisfaction with programs and services, increasing the usefulness of communications, and maintaining and improving CMS’ position as a prudent program administrator and an accountable steward of public funds.  We must also comply with statutory requirements regarding the processing of appeal requests in a cost-effective manner that supports our goals of customer service and fiscal responsibility. 

In FY 2005, contractors should continue with the following objectives:

· Ensure that all appeals decisions are processed accurately and correctly;

· Process reconsiderations, reviews, and hearing officer hearings in accordance with the statutory timeliness standards;

· Complete redeterminations accurately, and in accordance with statutorily mandated timeframes;

· Prepare customer friendly written correspondence in accordance with the Internet Only Manual (IOM) Publication 100-4, Chapter 29, Sections 40 (Part A), 50 (B of A);

· Maintain complete and accurate case files;

· If necessary, prioritize workload in accordance with CR 2811 or the most current program guidance;

· Establish and maintain open communication with other program areas that impact appeals;

· Continue quality improvement and data analysis activities as described in your plan.  Monitor and track significant changes in appeals receipts; and, identify root causes, anticipated duration, and necessary actions for countering any workload aberrancies; and 
· Identify and refer providers that would benefit from education on the importance of submitting requests for appeals correctly, including applicable documentation at the earliest point in the appeals process.

In FY 2005, CMS expects that contractors will establish workload strategies and priorities within the budget provided.  As a reminder, in addition to satisfying all requirements contained in the BPRs, Intermediaries are responsible for meeting the requirements of Chapter 29, Sections 40 and 50 of the IOM, along with any relevant Change Requests, and should develop their FY 2005 budget requests accordingly.  Also see the Activity Dictionary (Attachment 1 to the BPRs).

Capturing Workload

Intermediaries will continue to report appeals cost data on the CAFM II system.  For each activity, Workload 1 is the number of claims processed and Workload 2 is the number of cases processed, unless otherwise noted. Workload 3 is the number of reversals at the given level of appeal, unless otherwise noted.  If the workload is currently captured in CROWD, CAFM II will transfer this data into the appropriate Activity Code.  Please refer to the workload chart included in this section of the BPRs for a description of workload for each Activity Code. 

Changes in FY 2005

CMS plans to implement changes to the first level of appeal, previously called reconsiderations and reviews.  For appeals received on or after October 1, 2004, the first level of appeal will be called redeterminations.  Please refer to Change Request 2620 for more information.  Costs associated with redeterminations should be captured similar to the way costs of reconsiderations and reviews have been captured in previous fiscal years.  Appeal requests received prior to October 1, 2004 should be processed using the current manual instructions for reconsiderations and reviews including the timeliness standards for completion. There is no change in the way these costs are reported.    

CMS anticipates phasing in reconsiderations by Qualified Independent Contractors (QICs) during FY 2005.  (It is important to note that the reconsiderations that will be processed by QICs are different from the first level of appeal (reconsiderations) processed by intermediaries.)  The schedule for this is not definite.  As more information becomes available, additional guidance with respect to the BPRs will be provided.  Intermediaries should budget to conduct hearing officer hearings for all of FY 2005.       

Preparing and Submitting the Appeals and Hearings Budget Request

Intermediaries must submit narrative justifications supporting their appeals budget request.  As part of the justification, include the following:  

· Identify current trends, program initiatives, or other program requirements that could impact the volume of appeal receipts.  Explain how the initiative/requirement will impact your appeals function and any additional cost you believe will be incurred in the appeals area.  

APPEALS AND HEARINGS DELIVERABLES

 Reports
Submit to

3.) Any revisions to your Appeals QI/DA Plan.  If there are significant and/or numerous changes, submit a revised QI/DA report in its entirety. 

4.) At least 3 QI/DA Reports per year
Regional Office to: RO Appeals Contact

Central Office to: AppealsOperations@cms.hhs.gov

Descriptions of FY 2005 Intermediary Appeals Activities:

A general description of each activity is listed below.  Please refer to IOM 100-4, 29, Sections 40 and 50 and applicable Program Memoranda for guidance in carrying out current appeals process activities.  

Parts A and B Quality Improvement/Data Analysis (Activity Code 12090) (CR_2854 or AB-03-139, which will be updated for FY 2005)

Report all costs associated with conducting a quality improvement/data analysis program focused on reducing unnecessary appeals and improving performance requirements. 
Part A Reconsiderations/Redeterminations (Activity Code 12110) (§§1869 and 1816(f)(2)(A)(i) of the Social Security Act; §§ IOM 100-4, Claims Processing Manual, Chapter 29, §§ 40.2, 40.3 and 40.4; § 521 of the Benefits Improvement and Protection Act of 2000; §§ 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act of 2003; CR 2620)
Report all costs and workloads associated with processing reconsiderations/redeterminations.  Seventy-five percent of reconsiderations must be processed within 60 days and 90 percent must be processed within 90 days.  All redeterminations must be processed and mailed within 60 days of receipt.

Incomplete Reconsideration/Redetermination Requests (Activity Code 12113) (IOM  100-4, Claims Processing Manual, Chapter 29, § 40.2; CR 2620) 
Report all costs and workloads associated with returning incomplete and unclear requests for reconsiderations/redeterminations to the provider or State Medicaid Agency.  Do not count these as dismissals or completed reconsiderations/redeterminations.  

Part A Administrative Law Judge (ALJ) Hearing Requests (Activity Code 12120) 

(§§1869 and 1816(f)(2)(A)(ii) of the Social Security Act; IOM 100-4, Claims Processing Manual, Chapter 29, §§ 40.5, 40.6, 40.7, 50.7) 

Report all costs and workloads associated with processing Part A ALJ Hearing Requests.  Report all costs associated with effectuating Part A ALJ decisions.  Report all costs and workload associated with referring Part A ALJ cases to the Departmental Appeals Board (DAB) also known as the appeals council (AC); responding to DAB requests for case files and effectuating DAB decisions. 

· Part A ALJ Courier Service (Miscellaneous Code 12120-01) (AB-03-144)

Report all costs associated with using the courier service to send ALJ case files to the appropriate Office of Hearings and Appeals. 

Part B Telephone Reviews/Redeterminations (Activity Code 12141) 

Intermediaries who perform Part B telephone reviews/redeterminations should report the applicable costs and workload here.  Telephone reviews/redeterminations are reviews/redeterminations requested by phone and completed by phone.

· Part B Telephone Review/Redetermination Dismissals and Withdrawals (Miscellaneous Code 12141/01)
Report costs associated with Part B Telephone Reviews/Redeterminations that are dismissed or withdrawn.

Part B Written Reviews/Redeterminations  (Activity Code 12142) (§1842(b)(2)(B)(i) of the Social Security Act; IOM § 50.3; § 521 of the Benefits Improvement and Protection Act of 2000; §§ 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act of 2003; CR 2620)
Report all costs and workload associated with processing written review/redetermination requests.  At least 95 percent of Part B reviews must be completed within 45 days of receipt.  All redeterminations must be processed and mailed within 60 days of receipt.  Written reviews/redeterminations are those reviews/redeterminations that are requested by phone or in writing and completed in writing. 

· Part B Written Review/Redetermination Dismissals and Withdrawals (Miscellaneous Code 12142/01)
Report costs associated with Part B written reviews/redeterminations that are dismissed or withdrawn.

Part B Incomplete Review/Redetermination Requests (Activity Code 12143) (IOM 100-4, Claims Processing Manual, Chapter 29, § 50.3; CR 2620)

Report all costs and workloads associated with review/redetermination requests that are incomplete and, therefore, returned to the provider or State Medicaid agency.  Do not count cost or workload associated with dismissals or completed reviews/redeterminations here.  

Part B Hearing Officer (HO) Hearings (Activity Code 12150) (IOM 100-4, Claims Processing Manual, Chapter 29, § 50.4; 

§1842 (b)2(B)(ii) of the Act)

Report all costs and workload associated with processing HO hearings.  Include on-the-record, telephone and in-person hearings, and dismissals/withdrawals.  At least 90 percent of all HO hearing decisions must be completed within 120 days of receipt of the request for the hearing. 

Part B ALJ Hearings (Activity Code 12160) (IOM 100-4, Claims Processing Manual, Chapter 29, § 50.7) 
Report all costs and workloads associated with processing Part B ALJ Hearing Requests.  Report all costs associated with effectuating Part B ALJ decisions.  Report all costs and workload associated with referring Part B ALJ cases to the Departmental Appeals Board (DAB) also known as the appeals council (AC); responding to DAB requests for case files and effectuating DAB decisions. 

· Part B ALJ Courier Service (Miscellaneous Code 12160-01) (AB-03-144)


Report all costs associated with using a courier mail service to send ALJ case files to the Office of Hearings and Appeals in Falls Church, Virginia.

PM COMPREHENSIVE ERROR RATE TESTING (CERT) SUPPORT 

For FY 2005, CMS will provide funding earmarked for the Intermediaries to support the CERT contractor.  CMS will provide a set amount of funding to each contractor.  The PM CERT Support funding is over-and-above the level of funding provided to perform the Appeals activities listed earlier in this BPR.  Intermediaries shall not shift additional funds from Appeals activities to this activity.

Do not include the costs associated with PM CERT support activities in any other function/activity code (i.e. Appeals, Bills Processing, Provider Communications, etc.).  For example, contractors should not double count CERT appeals costs by including the cost of CERT appeals in both the regular Appeals activity codes and again in the PM CERT Support activity code.  All costs related to any PM CERT support activity (whether an Appeals or any other PM costs) should be included in Activity Code 12901.

In addition to satisfying all requirements contained in the PM CERT Support section of the Appeals BPR, Intermediaries shall carry out all PM CERT Support activities identified in Pub.100-8, Chapter 12 and all relevant PM CERT Support One Time Notifications.

PM CERT Support (Activity Code 12901)

Report the costs associated with time spent on PM CERT Support Activities.  These activities include but are not limited to the following:  

· Providing sample information to the CERT Contractor as described in Pub 100-8, Chapter 12, §3.3.1A&B.

· Ensuring that the correct provider address is supplied to the CERT Contractor as described in Pub 100-8, Chapter12, §3.3.1.C.

· Researching ‘no resolution’ cases as described in Pub 100-8, Chapter 12, §3.3.1.B.

· Handling and tracking CERT-initiated overpayments/underpayments as described in Pub 100-8, Chapter 12, §§3.4 and 3.6.1.

· Handling and tracking appeals of CERT-initiated denials as described in PUB 100-8, Chapter12, §§3.5 and 3.6.2.

Workload

For FY 2005, there are no CAFM II workload reporting requirements associated with Activity Code 12901.

Intermediaries shall NOT report costs associated with the following MIP CERT Support activities in this activity code:
· Providing review information to the CERT Contractor as described in Pub. 100-8, Chapter12, §3.3.2  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)
· Providing feedback information to the CERT Contractor as described in Pub.100-8, Chapter12, §3.3.3 including but not limited to:
· CMD discussions about CERT findings

· Participation in biweekly CERT conference calls
· Responding to inquiries from the CERT contractor
· Preparing dispute cases

(These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR)

· Preparing the Error Rate Reduction Plan (ERRP) as described in Pub 100-8, Chapter 12, §3.9.  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)

· Educating the provider community about CERT as described in Pub 100-8, Chapter 12, §3.8.  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)

· Contacting non-responders and referring recalcitrant non-responders to the OIG as described in Pub100-8, Chapter 12, §3.15.  (These costs should be allocated to the MIP CERT Support Code – 21901 as described in the MR BPR.)

SUMMARY OF APPEALS CAFM II ACTIVITY CODE DEFINITIONS FOR INTERIM EXPENDITURE REPORTS- (Intermediary Part A and Part B)

Activity Code
Activity
Workload 1
Workload 2
Workload 3

12090
Part A and B Quality Improvement/Data Analysis 
NA
NA
NA

12110
Part A Reconsiderations/

Redeterminations
Reconsideration/

Redetermination Requests Cleared (claims)
Reconsideration/ Redetermination Requests Cleared (cases)
Reconsideration/ 

Redetermination Requests Reversed (cases)

12113
Part A Incomplete Reconsideration/

Redetermination Requests
NA
Incomplete Reconsideration/

Redetermination Requests (cases)
NA

12120
Part A ALJ Hearing Requests and Effectuations and DAB Referrals, Requests for Case Files and Effectuations
Part A ALJ Hearing Requests Forwarded (claims)
Part A ALJ Hearing Requests Forwarded (cases)
Part A ALJ Hearings Effectuated (cases)

12120/01
Courier Service Fee
NA
NA
NA

12141/01
Dismissals/Withdrawals of Part B Telephone Reviews/

Redeterminations 
NA
Telephone Review/ Redetermination Requests Dismissed or Withdrawn (Cases)
NA

12142
Part B Written Reviews/

Redeterminations
Written Review/

Redetermination Requests Cleared (claims)


Written Review/

Redetermination Requests Cleared (cases)


Written Review/

Redetermination Request Reversals (cases)

12142/01
Dismissals/Withdrawals of Part B Written Reviews/

Redeterminations 
NA
Written Review/

Redetermination Requests Dismissed or Withdrawn (Cases)
NA

12143
Part B Incomplete Review/

Redetermination Requests
NA
Incomplete Review/

Redetermination Requests Received  (cases)
NA


12150
Part B Hearing Officer Hearings 
HO Hearings Cleared (claims)
HO Hearings Cleared (cases)
HO Hearings Reversed (cases)

12160
Part B ALJ Hearing Requests and Effectuations and DAB Referrals, Requests for Case Files,  and Effectuations
Part B ALJ Hearing Requests Forwarded  (claims)
Part B ALJ Hearing Requests Forwarded (cases)
Part B ALJ Hearings Effectuated (cases)

12160/01
Courier Service Fee
NA
NA
NA

12901
PM CERT Support
NA
NA
NA
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Beneficiary Inquiries (Intermediary)
As a customer-centered organization, CMS is focusing on providing improved service to all customers, including Medicare beneficiaries.  The FY 2005 Beneficiary Inquiry BPRs are designed to encompass CMS’ Strategic Plan and facilitate continuously improving customer service.  CMS requests that each Medicare contractor prioritize its workload in such a manner to ensure that funding is allocated to accomplish the priority goals of the listed activities.  CMS expects that each Medicare contractor meet standards for inquiry workloads in the following order of precedence:

5) Beneficiary Telephone Inquiries (including Quality Call Monitoring and the Next Generation Desktop);

6) Screening of complaints alleging fraud and abuse;

7) Written Inquiries, and 

8) Beneficiary Outreach to improve Medicare customer service (Customer Service Plans).

All resources should be devoted to performing only these activities. 

Any contractor call center upgrades or initiatives for purchases or developmental costs of hardware, software or other telecommunications technology that equal or exceed $10,000 must first be approved by CMS.  Contractors shall submit all such requests to the servicing CMS regional office (RO) for review.  The RO shall forward all recommendations for approval to the Center for Beneficiary Choices, Division of Contractor Beneficiary Services (DCBS), for a final decision.

In late FY 2004, CMS will migrate all current toll-free Medicare contractors' beneficiary telephone numbers to the standard 1-800-Medicare (1-800-633-4227) number.  Beneficiary inquiries regarding specific claims and detailed coverage information will be automatically routed to the appropriate Medicare contractor's call center for response.  CMS fully expects this migration to 1-800-Medicare to reduce the beneficiary call volumes for the Medicare contractors in FY 2005 and therefore will establish reduced beneficiary telephone inquiry budgets and workload estimates.  The initial targets that CMS has established in FY 2005 reflect a 10% reduction in beneficiary telephone inquiries for most contractors.  You should begin workforce planning to take reduced budgets and workload estimates into account, such as not filling vacancies and using attrition to reduce staff.  

Because contractors' beneficiary telephone workloads and budgets will be reduced in FY 2005, CMS again this year strongly encourages any call center to volunteer to release their beneficiary telephone workload to another call center operation.  Contractors who volunteer to release telephone workload will be allowed sufficient time (to be agreed upon by CMS and the contractor) to transition their beneficiary call center staff into other areas based on normal turnover and not experience a mandatory reduction in force. Those contractors willing to release beneficiary telephone workload in FY 2005 should notify the Director, Division of Contractor Beneficiary Services, in the Center for Beneficiary Choices, as soon as possible.

Beneficiary Telephone Inquiries (Activity Code 13005)

The instructions for beneficiary telephone inquiries are described in Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2 - Beneficiary Customer Services, Section 20.1 – Guidelines for Telephone Service.  Also refer to the Activity Dictionary (Attachment 1 to the BPRs) for the lists of tasks for this activity.  
Please note the following additions/revisions to the current telephone manual instructions.

12. Next Generation Desktop (NGD)

a.
Those contractors who will be deploying NGD in FY 2005 must include NGD implementation costs in their FY 2005 budget request in Activity Code 13005.  These costs shall also be reported using Miscellaneous Code 13005/01 so that they can be identified separately as NGD implementation costs.

c. CMS is standardizing some of the business processes for the users of NGD to facilitate consistent customer service performance, reporting and training.  Standardized NGD business procedures will be posted on the Medicare Beneficiary Telephone Customer Service website, http://www.cms.hhs.gov/callcenters/.  Contractors using NGD are required to train and use these procedures within 30 days of posting.  Contractors should access the website monthly for updates.  Training for the standard procedures is being developed by CMS and will be distributed to the contractors as developed.   The training will be incorporated into the CMS NGD training package on a quarterly basis.  

c.
A Deployment Assistance Center (DAC) has been established to support call centers during NGD implementation.  The DAC is staffed with Customer Service Representatives (CSRs) trained to handle Medicare inquiries from all lines of business.   Certain functions may need to be transferred back to the site, however, it is expected the sites deploying NGD will utilize the services provided by the DAC prior to requesting any performance waivers.  During the period of implementation, CMS will work with the contractor to determine the support needed from the DAC and relax performance standards where it is still deemed appropriate. 
d.
Local Site Administration - Several administrative functions will be performed at the call center level by contractor personnel.  Two to three days of mandatory training on these functions will be provided by NGD trainers at a central location.  
e.
Each contractor will be expected to operate a local help desk (Tier One) for NGD.  The NGD trainers will provide a two-day training course for helpdesk personnel at a central location.

g. Security and Connectivity Issues:  Technical Kick-off Meeting - Contractors deploying NGD will be required to send technical representation to a two-day technical kick-off meeting conducted by NGD infrastructure personnel in a central location.  This meeting will take place prior to beginning the project plan to deploy NGD.  Once all needed connectivity is obtained, an official deployment kickoff meeting will take place to begin the rollout of NGD to the contractor location(s).

g.
Mercury Topaz - Mercury Topaz will be installed on one Personal Computer (PC) at each call center location prior to the rollout of NGD.  Mercury Topaz is a service that measures call center transaction response times.  This tool is useful to CMS to measure the true response time of a CSR at a call center.  One PC per call center with the minimum requirements of an NGD Personal Computer will be required to be available at each call center to run simulated transactions.  CMS will work closely with each call center on the initial set up of the PC beyond that of normal NGD PC. The NGD team will provide further guidance on the overall process once Topaz is installed.

h. 
Contractors using NGD will periodically be required to participate in NGD User Group calls for NGD updates and/or to provide input on suggested changes.

j. Contractors deploying NGD need to plan for five additional days of NGD training/workshop to be held at central location for the purpose of identifying any business process changes that need to be implemented. 

13.  Publication Requests

Contractors using the NGD should order publications using desktop functionality.  NGD operational procedures for publication ordering can be found at the Medicare Beneficiary Telephone Customer Service web site, http://www.cms.hhs.gov/callcenters/.  (Note: Procedures are in development and will be posted at this site when completed).

14. Medicare Participating Physicians and Suppliers Directory (MEDPARD)

Contractors using the NGD should order the MEDPARD information using desktop functionality.  NGD operational procedures for ordering the MEDPARD directory can be found at the Medicare Beneficiary Telephone Customer Service web site, http://www.cms.hhs.gov/callcenters/. (Note: Procedures are in development and will be posted at this site when completed)

15. Guidelines for Telephone Service

b. In any situation where CSRs are not available to service callers or the call center is experiencing reduced beneficiary customer service due to diminished answering capacity, CMS plans to re-route call traffic within the national network to ensure that callers receive the best possible service. These situations include, for example, emergency and weather-related closings, training closings, and other deviations from their normal hours of operation. 

b.
The contractor shall follow standard operating procedures (SOP) to identify and address situations that will require action by the contractor to notify CMS to re-route beneficiary calls. The SOP will include the various procedures call centers must follow including whom to contact, when to contact, etc. 

c.
When a determination is made whether to close a beneficiary call center due to emergency or weather-related circumstances, the contractor shall consider whether it is also closing other co-located Medicare operations (e.g., medical reviews, claims processing, provider operations, appeals, MSP, etc).  As a general rule, if other co-located Medicare operations are open, the beneficiary call center should be open.

d.
Under no circumstances shall a beneficiary call center close to avoid a negative impact on call center performance statistics or to staff provider call center operations. 

16. Automated Services-Interactive Voice Response (IVR)
All beneficiary premise-based IVR services provided by the contractor will be discontinued at the time the contractor migrates to 1-800-Medicare.  This also includes features such as "auto attendant" or "vectoring" where callers can opt to make a selection to listen to an announcement (such as a message concerning a lost Medicare Card) to have their question answered.  All calls routed to beneficiary call centers shall be handled directly by a Customer Service Representative (CSR).

17. Initial Call Resolution

Contractors handle no less than 90 percent of the calls to completion during the initial contact with a CSR.  A call is considered resolved during the initial contact if it does not require a return call by a CSR.

18. Call Handling Requirements

a. Sign-In Policy:  Other support staff assigned beneficiary telephone workload should follow the same sign-in policy as CSRs to ensure data consistency.

b. Implementation by CMS of various services and technologies (e.g. single 800 number, network IVRs, network call routing) may result in modifications to some call handling requirements.  For example, queue messages may be delivered in the network rather than by the premise-based equipment.  As these transitions occur and changes are necessary to these requirements, CMS will provide instructions to those contractors impacted at the appropriate time. 
19. Single 1-800-Medicare Standardized Procedures/Training

Standardized business procedures and training for the Single 1-800-Medicare initiative will be posted on the Medicare Beneficiary Telephone Customer Service web site, http://www.cms.hhs.gov/callcenters/.  Contractors should access this site monthly for updates. 

20. Customer Service Assessment and Management System (CSAMS) Reporting Requirements--Data to Be Reported Monthly

a.
In those rare situations where one or more data elements are not available by the 10th of the month, the missing data shall not prevent the call center from entering all other available data into CSAMS timely.  The call center shall supply the missing data to CMS within two workdays after it becomes available to the contractor.

b.
Note:  Implementation by CMS of various services and technologies (e.g. single 800 number, network IVRs, network call routing) may result in changes to some of the data element definitions currently being reported as well as the potential elimination of others.  As this transition occurs, every effort will be made by CMS to accommodate those call centers that have converted to the latest technology and those who have not converted.  While the sources of the data may change, CMS will attempt to maintain the current definitions to the fullest extent possible.   

21. CSR Training

Call center managers should subscribe to the call center Listserv by going to http://list.nih.gov/archives/cam-callcenters.html.  The Listserv subscribers will be notified directly through E-mail regarding new and updated training, scripting, and/or frequently asked questions and answers regarding the Medicare Modernization Act.  
22. Hours of Operation

While there are no required standard hours of operations for beneficiary call centers, the preferred normal business hours for CSR telephone service continues to be 8:00 a.m. to 4:30 p.m. for all time zones of the geographic area serviced, Monday to Friday. Contractors are expected to respond to all beneficiary telephone calls routed to them up to the end of their business day. Contractors must not stop taking calls prior to the end of the business day in order to eliminate calls waiting in queue.

12. Telephone Service for the Hearing Impaired 
c. Beginning in FY 2005 all beneficiary Telephone Services for the Deaf/TeleTYpewriter Service (TDD/TTY) calls will be routed to 1-800-Medicare call centers.  At that time, contractors should modify their MSNs to replace their TDD/TTY number with CMS’ branded TTY/TDD toll-free number, 1-877-486-2048.  Standard operating procedures (SOP) will be developed to address those occasions when Medicare contractors are needed to work with the 1-800-Medicare contractor to respond to beneficiary callers that require additional assistance.

d. The migration of all TDD/TTY traffic to 1-800-Medicare call centers will eliminate all reporting requirements associated with the contractor’s premise-based TDD/TTY service.  This will also eliminate the requirement that the monthly Incompletion Rate (also known as the All Trunks Busy (ATB) External Rate) shall not exceed 20% for any beneficiary call center’s TDD/TTY service.

Workload
Beneficiary Telephone Inquires workload (Workload 1) is the cumulative inquiries as reported on the CMS-1566, Line 35, Beneficiary Column.

Beneficiary Written Inquiries (Activity Code 13002)
The instructions for handling beneficiary written inquiries are described in Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2-Beneficiary Customer Services, Section 20.2 – Guidelines for Handling Written Inquiries.  Also refer to the Activity Dictionary (Attachment 1 to the BPRs) for the lists of tasks for this activity.  

Please note the following additions/revisions to the current manual instructions.

Date Stamping
The Medicare contractor will date-stamp the cover page of the incoming letter and the top page of each attachment.  The contractor may continue to Date Stamp the envelope if it currently does so.  However, date stamping the envelope is not required.  

Fogging
In an effort to provide consistency to the Fogging process, all Medicare contractors shall use the Gunning Fogging method.  This is the same clarity tool that CMS uses in Contractor Performance Reviews.  Please see the Attachment A to the Beneficiary Inquiries BPRs for a copy of the Fogging Calculation Worksheet.  Those contractors using standardized paragraphs provided through NGD are not required to fog those paragraphs.  
Workload

Written Inquiries workload (Workload 1) is the cumulative written inquiries as reported on the CMS-1566, Line 37, Beneficiary Column.  Workload 2 is the cumulative visitor inquiries (formerly walk-ins) as reported on the CMS-1566, Line 36, Beneficiary Column.

Walk-In Inquiries (Activity Code 13003) - Deleted

In recent years, CMS has directed contractors not to publicize their walk-in function. The number of walk-in inquiries is a very small activity compared to beneficiary telephone/written inquiries.  

Therefore, CMS has decided that all current manual instructions/requirements for beneficiary walk-in inquiries will be deleted for FY 2005.  With the deletion of the contractor requirements, there will be no separate funding provided for beneficiary walk-ins in FY 2005.  Additional funding for visitor inquiries has been included in Written Inquiries (13002).  CMS does expect contractors to be courteous and responsive to any visitors coming to the contractor’s facility.  Costs incurred and workload involved with servicing visitors should be reported under Activity Code 13002 – Written Inquiries.  

Customer Service Plans (Activity Code 13004)---(Include your annual CSP and costs for CSP activities in your FY 05 budget request)

FY 2005 national funding will continue at the same funding level as in FY 2004.  Individual contractor funding levels will be determined at the RO level. Contractors who wish to perform CSP activities in FY 2005 should submit an annual CSP to their Associate Regional Administrator for Beneficiary Services in accordance with current manual instructions.  All remaining CSP contractor instructions remain in effect.

Beneficiary Internet Web Sites

Contractors that maintain a web site for Medicare beneficiaries on the Internet are required to ensure that information posted is current and does not duplicate information posted on the Medicare.gov website maintained by CMS.  
Second Level Screening of Beneficiary and Provider Inquiries (Activity Code 13201):
Refer to PIM Chapter 4, §4.6-4.6.2 for instructions on this Activity Code.

The Medicare fee-for-service contractor reports the costs specified below that are associated with second level screening of potential fraud and abuse inquiries for beneficiaries and the referral package for provider fraud and abuse inquiries in Activity Code 13201.  

For beneficiary inquiries of potential fraud and abuse, report costs for the following:

· Second level screening of beneficiary inquiries that are received, resolved and closed.

· The number of medical records for beneficiary inquiries; and

· The number of potential fraud and abuse beneficiary inquires that are referred to the Program Safeguard Contractor (PSC) or Medicare fee-for-service contractor Benefit Integrity Unit (BIU).

For provider inquiries, report the costs associated with compiling the referral package and sending it to the PSC or Medicare fee-for-service contractor BIU.

Report the number of second level screening of beneficiary inquiries that are open or closed (count the same complaint only once) in Workload 1; report the total number of medical records ordered for beneficiary inquiries that were open or closed (count the same complaint only once) in Workload 2; and report the total number of potential fraud and abuse beneficiary complaints identified and referred to the PSC or Medicare fee-for-service contractor BIU in Workload 3.

Second Level Screening of Provider Inquiries (Activity Code 13201/01)

The Medicare fee-for-service contractor must keep a record of the cost associated for all provider inquiries of potential fraud and abuse that are referred to the PSC or Medicare fee-for-service contractor BIU in Activity Code 13201/01.










Attachment A

BENEFICIARY INQUIRIES

Fog Calculation Worksheet

1.
Total Number of words



__________

2.
Total Number of sentences



__________

4. Average sentence length



__________

(number 1 divided by 2)


 

4.
Number of polysyllable words

_______ X 100 = __________


(3 syllables or more)*

6.       Percent of hard words

(number 4 divided by number 1)


__________


6.
Number 3 plus number 5



__________

8.       Reading level

(number 6 X .4)




__________

· Do not count words that are normally capitalized, combinations of short, easy words, or verb forms, which result in 3 syllables by adding “ ed”, “ing”,  “ly”, or “es”. Count hyphenated words as separate words.  Do not count numbers or words, which are part of the structure of the letter.  Count numbers, abbreviations, and acronyms as one-syllable words.  Except for exclusions noted above, no other exclusions are permitted.

NOTE:  If a date is included in the body of the letter, the entire date will be counted as 1 word.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

PROGRAM MANAGEMENT

Provider Communications (PCOM)(Intermediary)
The aim of Program Management Provider Communications (PM-PCOM) for FY 2005 continues to be based on CMS’ goal of giving those who provide service to beneficiaries the information they need to: understand the Medicare program; be informed often and early about changes; and, in the end, bill correctly.  

The PM-PCOM Budget and Performance Requirements (BPRs) activities in FY 2005 will again center on electronically communicating to providers information on Medicare programs, policies and procedures.  The remaining provider communications work will be funded through the Medicare Integrity Program (MIP) budget.  

The Provider Communications instructions in the Contractor Beneficiary and Provider Communications Manual, Pub.100-09, (Chapter 4, Section 20) represent the current requirements for Fiscal Intermediaries. This BPR identifies new and incremental work proposed for FY 2005.

Activity Based Costing (ABC) will again be used in the budget process for Provider Communications.  The Provider Communications work components from the Manual and both PCOM BPRs are grouped within and under the ABC definitions.  The ABC dictionary is attached (Attachment 1 to the BPRs).  

The following are the new PM-PCOM BPR activities for FY 2005:

Provider/Supplier Information and Education Website (Activity Code 14101)

Reference:  IOM, Pub.100-09, Chapter 4, Section 20.1.7

Website Feature Enhancements

· Develop a working “Site Map” feature for your provider/supplier Medicare website. This feature would show in simple text headings the major components of your provider/supplier website and would allow users direct access to these components through selecting and clicking on the titles.  This feature must be accessible from the homepage of the website using the words “Site Map.  This feature must be operational by December 31, 2004.

· Develop a tutorial explanation of how to use your provider education website.  This tutorial must be accessible from the homepage of your provider education website.  The tutorial must describe to users how to navigate through the site, how to find information, and explain important features of your website.  This tutorial function must be operational by December 31, 2004.

· Provide a means to allow providers/suppliers to offer reaction to CMS about your performance in their dealings with you.  Use the mailing address of your CMS Regional Office PCOM Coordinator as the referral point for these reactions.  This mechanism is to be located on your provider feedback instrument within your website.  

 Electronic Mailing Lists (listserv)  (Activity Code 14102) 

Reference:  IOM, Pub.100-09, Chapter 4, Section 20.1.7

· Implement measures to actively market and promote to your provider/supplier community the advantages and benefits of being a member of your listserv(s).  Use all your regular provider/supplier communications tools and channels (bulletins, workshops, education events, advisory group meetings, written materials, remittance advice messages, etc.) for this endeavor.  The total of unique, individual active members of your listserv(s) must be at 50% or higher of your provider count by March 31, 2005, and 60% or higher of your provider count by September 30, 2005.  Report your progress in achieving this including the current number of members of your list-serv(s), the number of unique members of your listserv(s) and the percentage of your provider count this represents in the PSP Quarterly Activity Reports in the “Other Activities” section. 

Workload

Workload 1 is the total number of contractor provider/supplier PCOM electronic mailing lists.  Workload 2 is the total number of registrants on all the PCOM electronic mailing lists.  Workload 3 is the number of times contractors have used their electronic mailing list(s) to communicate with provider/suppliers. 
FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Provider Reimbursement
Intermediaries should ensure their budgets include appropriate funding to perform all provider reimbursement activities.  In accordance with Activity Based Costing initiative (refer to the Activity Dictionary, BPRs Attachment 1) your funding should be reported to the following activity codes:

Non-MSP Debt Collection/Referral (Activity Code 16002)

Report all overpayment recovery costs (except MSP recovery cost) in Activity Code 16002. This includes the following activities related to debt collection, debt referral, extended repayment plan requests, etc:  

1. Promptly suspend payments to providers in accordance with 42 CFR 405.370 to help assure the proper recovery of program overpayments and to help reduce the risk of uncollectible accounts.

2. Verify Bankruptcy information for accuracy, timeliness, and coordinate with CMS/OGC to ensure proper treatment and collection of any overpayments to the Trust Funds.

3. Record overpayments determined by functional areas timely.

4. Refer all eligible delinquent debt to Treasury within 180 days of the debt becoming delinquent. (Do not include MSP debt referral on this line.)

5. Promptly review all extended repayment plan requests.  Coordinate with regional and central office on Extended Repayment Plans (ERPs) that are over 12 months.

6.   Overpayment Recoupment Processing.

Note:   The financial accounting and reporting associated with the actual overpayment recoupments will continue to be handled as an overhead cost.  Overpayment development costs should be charged in the respective budget line from which they are generated.

Interim Payment Control (Activity Code 16003)

Report all Interim Payments activities in activity code 16003.  This includes the following:

1. Closely monitor provider compliance with interim payment requirements, especially those providers reimbursed under the periodic interim payment (PIP) method of reimbursement, and terminate providers from PIP, when necessary, in accordance with 42 CFR 413.64 (h) and 42 CFR 412.116 (b) (c).  

2. Review Graduate Medical Education (GME), Indirect Medical Education (IME), Disproportionate Share Hospital, bad debt, and organ acquisition, etc. interim rates.  Ensure its accurate computation in accordance with Medicare reimbursement principles.  

3. Review documentation requests for special payment status such as sole community and Medicare dependent hospitals.

Workload

Report the number of provider interim rate reviews performed (include PIP reviews) in 

Workload 1.  

Reimbursement Report and File Maintenance (Activity Code 16004) 

Report all reimbursement report and file maintenance cost in activity code 16004.  This includes the following activities:

1. Maintain accurate PPS Pricer Prov (provider specific) file.
2. Ensure an accurate System for Tracking Audit and Reimbursement (STAR) database is maintained, including ensuring that all information is properly entered and reported.

3. Maintain the Provider Statistical and Reimbursement (PS&R) system including testing all system updates and ensuring data is reliable for cost report settlements. 

4. Obtain cost reports from providers including issuing cost report submission reminder letters, PS&R reports, and demand letters.

5. Update file for cost-to-charge ratios including mass updates  – (Note - Calculating cost-to-charge ratios requiring audit/review activities should be charged to the appropriate provider audit activity code.

6. HCRIS – generate and submit HCRIS files.

7. Update provider specific files for all payment factors, e.g. DSH, IME, CCR, etc.

8. Calculate and notify providers of applicable rates, limits and caps (e.g. TEFRA, ESRD, Hospice, etc).

9. Answer information requests from CMS, OIG, DOJ, FBI, and GAO including FOIA requests related to reimbursement activities.

Workload

Do not report workload this activity code.

Provider-Based Regulations  - (Activity Code 16005)

Carry out all functions in accordance with 42 CFR 413.65 related to making provider-based determinations.  These activities include:

· processing all provider applications or attestations

· reviewing all applications or attestations for completeness and accuracy

· making any necessary on-site visits

· carrying out random sample reviews of providers that have not submitted any attestations or applications

· taking any necessary review or audit steps to allow CMS to make final provider-based determinations

Intermediaries should follow the instructions in CR 2411 for implementing the provider-based rules.

Workload

Report the number of recommendations for approval made to the regional office in Workload 1. Report the number of recommendations for disapproval made to the regional office in Workload 2.  Report the number of attestations received (but for which recommendation to the regional office have not been made) in Workload 3.  

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS


PROGRAM MANAGEMENT


Productivity Investments (Intermediary)
HIPAA EDI Transactions (Activity Code 17004)  

The following is provided for informational purposes only, and should not be included in the Budget Request. Funding will be supplied for these activities when the instructions are issued, and you are directed to submit funding requests.

(
Support for submitter testing for the 270/271.

(
Implementation of new expanded EDI agreement.
(
Implementation of the UB-04.

(
Enforcement of the Administrative Simplification Compliance Act (ASCA) requirement that almost all initial claims be submitted to Medicare electronically. 

(
Elimination of issuance of most paper remittance advice notices.

Separate funding will be supplied upon release of any further instructions in FY 2005 that affect tasks under 17004 which are not included in the Bills/Claims Payment ongoing activities under Activity Codes 11201, 11202, and 11203.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS
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Provider/Supplier Enrollment (Intermediary)
Provider/Supplier Enrollment (Activity Code 31001)

Provider/supplier enrollment (PSE) is a critical function to ensure only qualified healthcare organizations and entities are enrolled in the Medicare program.  Healthcare organizations and entities must enroll with intermediaries, with whom they will do business, before receiving reimbursement for services furnished to Medicare beneficiaries.  Each applicant will use the appropriate enrollment form and undergo the entire enrollment process, including verification of all of their information. 

CMS has made it a priority to establish a strong link in its budget requests between program outcomes and contractor administrative funding levels utilizing the concept of Activity Based Costing (ABC).  The ABC initiative is to identify and trace all material costs incurred when providing a service, e.g., Provider Enrollment, back to the activities that produce that output. The attached Activity Dictionary (Attachment 1 to the BPRs) lists “tasks” for the provider enrollment function; however, they are not to be considered an all-inclusive list of tasks performed under the PSE function.  In addition to satisfying all requirements contained in the Provider Enrollment BPRs the Activity Dictionary, intermediaries are to budget according to the Medicare Program Integrity Manual, Chapter 10; other referenced manuals; and any applicable general instructions. 

Workload Reporting Requirements (Cumulative)

Workload 1 – Initial applications (CMS-855A) and buyer CHOWs received.

Workload 2 – Changes of information (including seller CHOWs) received.

Other issues

· Intermediaries must justify all provider enrollment budget requests in writing.

· In general, provider enrollment-initiated educational activities will be charged to provider enrollment, e.g., phone calls, letters, and site-specific visits with suppliers, etc. Time associated in working with MIP-Provider Communications (PCOM) staff at seminars, conferences, etc. or through other MIP PCOM initiated resources, e.g. a bulletin, is to be charged to MIP PCOM.

· Intermediaries should assign staff to correspond with the enrollment workload in order to meet processing time requirements while still effectively screening applicants. 

· There is a separate activity code to report the cost and workload associated with provider based entities (Activity Code 16005).  Provider Enrollment should only be charged for the review of the CMS-855A application. 

· Intermediaries should budget for and plan to attend a provider enrollment conference in 2005.

· Intermediaries are only responsible for the verification of the bank account in an Electronic Funds Transfer (EFT) situation, as well as any mailing costs associated with sending it out in the new provider package. The mechanical part of setting the EFT up must be reported under Activity Code 11201.

For Informational Purposes Only

· Intermediaries may have to respond to provider inquiries about the National Provider Identifier (NPI).  Frequently Asked Questions will be provided before the NPI is rolled out. 

· The web-enabled application is planned for the late summer of FY 2005. This activity will go through the change management process and include all details that you will need for making budget decisions.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS
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Provider Inquiries (Intermediary)

The Centers for Medicare & Medicaid Services’ (CMS) goal is to continuously improve Medicare customer satisfaction through the delivery of accurate, timely and consistent customer service.  The CMS’ vision is for customer service to be a trusted source of accurate and relevant information that is convenient, accessible, courteous and professional.

Every member of the customer service team shall be committed to providing the highest level of service to Medicare providers.  This commitment shall be reflected in the manner in which you handle each provider inquiry.  The following guidelines are designed to help contractors to ensure CMS’ goal and vision are met.

Answering Provider Telephone Inquiries (Activity Code 33001)

IOM, Pub. 100-9, Chapter 3, §20.1

NOTE:  All Equipment and Maintenance Costs shall continue to be reported under Code 33001.

2. Effective with these BPRs, the definition for Customer Service Representative (CSR) productivity will be changed to read “CSR Productivity is the average number of calls handled by each CSR (calculated FTE) per month.” 

6. Those call centers having separate CSR and Interactive Voice Response (IVR) lines shall track and report the following information:
· Number of Attempts for the IVR only line.

· Number of Failed Attempts for the IVR only line.

These data points will be used to determine the completion rate for the IVR only lines.

7. In FY 2003, CMS mandated that all contractors shall provide CMS the capability to remotely monitor provider calls.  The following requirements clarify how the remote monitoring system shall be set up. CMS monitoring personnel shall have the capability to monitor provider Medicare calls by:

· Specific workstation (CSR);

· Next call from the network or next call in the CSR queue; or

· By specific business line (Carrier, Fiscal Intermediary, or DMERC).

If this capability does not presently exist, then the contractor shall develop a detailed cost breakdown--including necessary hardware and software--for installing the capability as described above. The developed cost estimate shall be submitted with the contractor’s FY 2005 budget request.  Contractors shall not take any steps to procure or install new remote monitoring equipment without prior approval from CMS.  CMS will assume those centers that do not submit a detailed cost estimate for this item currently meet the requirement and do not need additional funding to comply.

8. In accordance with Section 508 of the Rehabilitation Act of 1973 and the Workforce Investment Act of 1998, all call centers shall provide the ability for deaf, hard of hearing or speech-impaired providers to communicate via TeleTYpewriter (TTY) equipment.  A TTY is a special device permitting, hard of hearing, or speech-impaired individuals to use the telephone, by allowing them to type messages back and forth to one another instead of talking and listening. (A TTY is required at both ends of the conversation in order to communicate.)  Call centers currently having the ability to provide this service for beneficiary callers may use the same equipment, however, they may not use the same inbound lines.  Contractors shall follow the process outlined in IOM, Pub. 100-9, Chapter 3, §20.1.1.B to request additional lines to handle this requirement.  Contractors shall publicize the TTY line on their websites.  

If this capability does not presently exist, then the contractor shall develop a detailed cost breakdown--including necessary hardware and software--for installing the capability as described above. The developed cost estimate shall be submitted with the contractor’s FY 2005 budget request.  CMS will assume those centers that do not submit a detailed cost estimate for this item currently meet the requirement and do not need additional funding to comply.

9. For claims status inquiries handled in the IVR, all call centers shall authenticate the caller using at least the following information:

· Provider number

· HIC number

· Date of service

10. Call centers may limit the number of issues discussed during one phone call, but all call centers shall respond to at least three issues before asking the provider to call back.

11. All contractors’ IVRs shall provide definitions for the 100 most frequently used Remittance Codes as determined by each contractor.  Contractors are not limited to 100 definitions and may add more if their system has the capability to handle the information. 

If this capability does not presently exist, then the contractor shall develop a detailed cost breakdown--including necessary hardware and software--for installing the capability as described above. The developed cost estimate shall be submitted with the contractor’s FY 2005 budget request.  CMS will assume those centers that do not submit a detailed cost estimate for this item currently meet the requirement and do not need additional funding to comply.

12. All call centers with separate IVR only lines shall complete at least 95% of calls on these lines. 

13. When a call center routes calls to another site, CMS needs to make sure that the contractor handling the calls gets credit for the work.  If a call is forwarded over a contractor’s system there is no way for CMS to determine the final termination point of the call.  Therefore, prior to transferring calls to another center (including the Deployment Assistance Center (DAC)), contractors shall notify CMS through the Service Reports mailbox at servicereports@cms.hhs.gov.  Contractors shall also notify the appropriate Regional Office.

14. Contractors shall answer no less than 85 percent of callers who choose to speak to a customer service representative within the first 60 seconds of their delivery to the queuing system.  This standard will be measured quarterly and will be cumulative for the quarter.

15. Each CSR line shall have a completion rate of no less than 80 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

16. Contractors shall handle no less than 90 percent of calls to completion during the initial contact with the CSR.  This standard will be measured quarterly and will be cumulative for the quarter.

17. Next Generation Desktop (NGD)

a.
Those contractors who will be deploying NGD in FY 2005 must include NGD implementation costs in their FY 2005 budget request in Activity Code 33001.  These costs shall also be reported using Miscellaneous Code 33001/01 so that they can be identified separately as NGD implementation costs.

c. CMS is standardizing some of the business processes for the users of NGD to facilitate consistent customer service performance, reporting and training.  Standardized NGD business procedures will be posted on the Medicare Beneficiary Telephone Customer Service website, http://www.cms.hhs.gov/callcenters/.  Contractors using NGD are required to train and use these procedures within 30 days of posting.  Contractors should access the website monthly for updates.  Training for the standard procedures is being developed by CMS and will be distributed to the contractors as developed.   The training will be incorporated into the CMS NGD training package on a quarterly basis.  

c.
A Deployment Assistance Center (DAC) has been established to support call centers during NGD implementation.  The DAC is staffed with CSRs trained to handle Medicare inquiries from all lines of business.   Certain functions may need to be transferred back to the site, however, it is expected the sites deploying NGD will utilize the services provided by the DAC prior to requesting any performance waivers.  During the period of implementation, CMS will work with the contractor to determine the support needed from the DAC and relax performance standards where it is still deemed appropriate. 
d.
Local Site Administration - Several administrative functions will be performed at the call center level by contractor personnel.  Two to three days of mandatory training on these functions will be provided by NGD trainers at a central location.  
e.
Each contractor will be expected to operate a local help desk (Tier One) for NGD. The NGD trainers will provide a two-day training course for helpdesk personnel at a central location.

f.
Security and Connectivity Issues:  Technical Kick-off Meeting - Contractors deploying NGD will be required to send technical representation to a two-day technical kick-off meeting conducted by NGD infrastructure personnel in a central location.  This meeting will take place prior to beginning the project plan to deploy NGD.  Once all needed connectivity is obtained, an official deployment kickoff meeting will take place to begin the rollout of NGD to the contractor location(s).

g.
Mercury Topaz - Mercury Topaz will be installed on one Personal Computer (PC) at each call center location prior to the rollout of NGD.  Mercury Topaz is a service that measures call center transaction response times.  This tool is useful to CMS to measure the true response time of a CSR at a call center.  One PC per call center with the minimum requirements of an NGD Personal Computer will be required to be available at each call center to run simulated transactions.  CMS will work closely with each call center on the initial set up of the PC beyond that of normal NGD PC. The NGD team will provide further guidance on the overall process once Topaz is installed.

h. 
Contractors using NGD will periodically be required to participate in NGD User Group calls for NGD updates and/or to provide input on suggested changes.

k. Contractors deploying NGD need to plan for five additional days of NGD training/workshop to be held at central location for the purpose of identifying any business process changes that need to be implemented. 

Workload

Workload 1 is the cumulative inquiries as reported on the CMS-1566, Line 35, Column  

Provider Written Inquiries (Activity Code 33002)

IOM, Pub. 100-9, Chapter 3, §20.2

5. Contractors shall send a final response to all provider written correspondence within 45 business days.

6. Contractors shall date-stamp the cover page of the incoming letter and the top page of each attachment.  

7. Contractors shall not be required to keep the incoming envelope.  However, if it is a contractor’s normal operating procedure to keep envelopes with the incoming correspondence, the envelope, incoming letter and any attachments shall be date-stamped in the corporate mailroom.

8. Contractors shall not use “Dear Provider” in the salutation of the outgoing letter.  They shall use the name on the incoming or the name in the contractors’ systems.  

Workload

Workload 1 is the cumulative number of provider written inquires received by the contractors as reported on the CMS-1566, Line 37, Provider Column.

Provider Walk-In Inquiries (Activity Code 33003)

IOM, Pub. 100-9, Chapter 3, §20.3

No changes.

Workload

Workload 1 is the cumulative inquiries as reported on the CMS-1566, Line 36, Provider Column.

Quality Call Monitoring (QCM) Performance Measures (Activity Code 33014)

IOM, Pub. 100-9, Chapter 3, §20.1.7

4. Of all calls monitored for the quarter, the number of CSRs scoring as “Pass” for Adherence to Privacy Act shall be no less than 93 percent.  During the quarter, no month shall fall below 85 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

5. Of all calls monitored for the quarter, the number of CSRs scoring as “Achieves Expectations” or higher for Knowledge Skills shall be no less than 93 percent.  During the quarter, no month shall fall below 85 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

6. Of all calls monitored for the quarter, the number of CSRs scoring as “Achieves Expectations” or higher for Customer Skills Assessment shall be no less than 93 percent.  During the quarter, no month shall fall below 85 percent.  This standard will be measured quarterly and will be cumulative for the quarter.

Staff Development and Training (Activity Code 33020)

IOM, Pub. 100-9, Chapter 3, §20.1.6

No changes.

Second Level Screening of Provider Inquiries (Miscellaneous Code 13201/01) 

(PIM, Chapter 4):

The Medicare fee-for-service contractor must keep a record of the cost and workload associated for all provider inquiries of potential fraud and abuse that are referred to the Program Safeguard Contractor (PSC) or Medicare fee-for-service contractor Benefit Integrity Unit using Activity Code 13201 in the Beneficiary Inquiries function.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM

Medical Review (Carrier and DMERC)

The Medical Review (MR) Budget and Performance Requirements (BPRs) reflect the principles, values, and priorities for the Medicare Integrity Program (MIP).  Program Integrity’s primary principle is to pay claims correctly.  In order to meet this goal, carriers and DMERCs must ensure that they pay the right amount for covered services, rendered to eligible beneficiaries, by legitimate providers.  CMS follows four parallel strategies that assist us in meeting this goal:

· Preventing inappropriate payments through effective enrollment of providers and beneficiaries;

· Detecting program aberrancies through on-going on data analysis;

· Coordinating and communicating with our partners, including contractors, law enforcement agencies, and others; and

· Reasonable and firm enforcement policies in accordance with the principles of Progressive Corrective Action (PCA).

Medical Review’s primary mission is to reduce the claims payment error rate by identifying, and addressing billing errors concerning coverage and coding made by providers.  The MR staff has a variety of tools to use in support of their mission.  Primarily, MR reduces the error rate by identifying patterns of inappropriate billing, educating providers on medical review findings, and by performing medical review of claims.

For FY 2005, CMS is providing instructions for the MR and Local Provider Education and Training (LPET) programs, through two BPRs documents: the MR BPRs and the LPET BPRs.  These BPRs will provide instructions for the MR program and MR/LPET Strategy.  Carriers and DMERCs shall design one MR/LPET Strategy document that will satisfy the MR/LPET Strategy requirements for both BPRs.  The carriers and DMERCs shall design the MR/LPET Strategy in accordance with Internet Only Manual (IOM) Pub. 100-8, Chapter 1.  Carriers and DMERCs that conduct MR activities at multiple operational sites shall have a system in place that allows workload and funding to be tracked separately for each individual MR operational site.  These carriers and DMERCs may develop only one MR/LPET Strategy.  However, contractor operational site-specific problem identification, prioritization, funding, and workload shall be addressed separately in the Strategy and the Quarterly Strategy Analysis (QSA).  In addition, contractor operational site-specific cost and workload information should be broken out and reported with the Interim Expenditure Report in the remarks section (or by other means with Regional Office (RO) approval) of CAFM II for each activity code (IOM Pub 100-8, Chapter. 1, section 2F).

The MR/LPET Strategy shall detail identified medical review issues, educational activities, projected goals, and the evaluation of educational activities and goals.  It must be a fluid document that is revised, as targeted issues are successfully resolved, and other issues take precedence.  The initial Strategy submitted at the beginning of the fiscal year shall be based on the Strategy from the current fiscal year and updated and expanded upon as necessary.

The carriers and DMERCs shall analyze data from a variety of sources in the initial step in updating the MR/LPET Strategy.  The carriers and DMERCs shall use the Comprehensive Error Rate Testing (CERT) findings as the primary source of data to base further data analysis in identifying program vulnerabilities.  Other data sources can include, but are not limited to information gathered from other operational areas, such as appeals and inquiries, that interact with MR and LPET.

After information and data is gathered and analyzed, the carriers and DMERCs shall develop and prioritize a problem list.  A problem list is a list of the program vulnerabilities that threaten the Medicare Trust Fund that can be addressed through MR and LPET activities.  Carriers and DMERCs shall consider resources and the scope of each identified medical review issue, when prioritizing their problem list.  In addition, carriers and DMERCs shall identify and address, in the problem list, work that is currently being performed and problems that will carry over to the following fiscal year.  Once a problem list is created, the carriers and DMERCs shall develop MR and LPET interventions using the PCA process (IOM Pub 100-8, Chapter 3, section 14) to address each problem.  The methods and resources used for the MR and LPET interventions depend on the scope and severity of the problems identified and the level of education needed to successfully address the problems.  For example, for the more aberrant provider, or the provider who continues to bill incorrectly, it will be more effective to perform a site visit as opposed to simply sending a letter.  In addition, all claims reviewed by medical review shall be identified by MR data analysis and addressed as a prioritized problem in the MR/LPET Strategy or reflected in the QSA.  If resources allow, a MR nurse may be shared with another functional area, such as claims processing, as long as only the percentage of the nurses time spent on MR activities is identified in the Strategy and accounted for in the appropriate functional area.  For example, if MR agrees to share 0.5 of an FTE with claims processing to assist with the pricing of NOC claims.  This 0.5 FTE shall be accounted for in claims processing.

The carriers and DMERCs shall develop multiple tools to effectively address the local Medicare providers' variety of educational needs.  The carriers and DMERCs shall include in their MR/LPET Strategy, achievable goals and evaluation methods that test the effectiveness and efficiency of educational activities designed to resolve targeted medical review problems.  In doing such, the carriers and DMERCs shall utilize a provider tracking system that documents educational contacts, specific issue addressed, and type of intervention used.  As problems are addressed, the carrier and DMERC shall incorporate processes for follow-up that ensure appropriate resolution of the issue.  If aberrancies continue, the carriers and DMERCs shall use the information contained in the provider tracking system to determine a more progressive course of action.  As issues are successfully resolved, the carriers and DMERCs shall continue to address other program vulnerabilities identified on the problem list.

The carriers and DMERCs shall include in their MR/LPET Strategy, a section that describes the process used to monitor spending in each activity code.  The process shall ensure that spending is consistent with the allocated budget and includes a process to revise or amend the Strategy when spending is over or under the budget allocation.  In addition, the Strategy shall describe how workload for each activity code is accurately and consistently reported.  The workload reporting process shall also assure proper allocation of employee hours required for each activity.

Finally, the MR/LPET Strategy shall include a mechanism to monitor and improve the accuracy and consistency of the MR staff’s responses to specific telephone or written inquiries regarding MR related coverage and coding issues.  This is to ensure that providers receive accurate and consistent answers to their Medicare claim questions.

LPET is a critical tool in reducing the claims payment error rate.  LPET should be the first action considered to address each of the problems in the problem list.  Therefore, contractors may need to supplement the LPET budget with MR funds.  All MR education activities are funded through LPET.
In FY 2005, MR will continue to incorporate Activity Based Costing (ABC) in the budget process.  ABC is a management reporting system that will allow the MR department to focus on the costs of the work activities, instead of concentrating on the standard cost centers associated with the traditional cost accounting structure.  ABC identifies the all-inclusive business process for each activity, so that the total costs of the activity are fully visible to the MR manager.  Business processes are defined for each MR activity code and are included as Attachment 2 to the BPRs.  MR managers shall identify only those costs associated with each activity code definition, in order to assure the integrity of the ABC process.

In addition to satisfying all requirements contained in the MR BPRs, carriers and DMERCs shall carry out all medical review activities identified in the Program Integrity Manual (IOM Pub 100-8) and all relevant MR Program Memoranda.

The carrier and DMERC shall negotiate their MR/LPET Strategy with the Regional Office (RO).  Negotiations with the RO budget and MR staffs will center on the Strategy and the individual elements of the Strategy.  The RO budget and MR staffs retain the authority to restrict contractor’s funding amounts for MR Strategies that are not approved based on the lack of detail in methodology, inappropriate use of resources, or inappropriate selection of activities for reducing the claims payment error rate.  The carrier and DMERC shall submit the approved MR/LPET Strategy to the RO.  The approved Strategy shall be sent to the CMS Central Office mailbox at MRSTRATEGIES@cms.hhs.gov on the same date the Budget Request is submitted.  The subject line of the e-mail containing the Strategy shall begin with the contractor name followed by “Strategy” with the identifying fiscal year and version number.  Contractors will be given a specified budget for MR.  Based on this budget, the contractor is asked to develop a unique MR/LPET Strategy within their jurisdiction.  This Strategy must be consistent with the goal of reducing the claims payment error rate.  In addition, the carrier and DMERC shall submit to the RO business function expert and to MRSTRATEGIES@cms.hhs.gov, a QSA, 45 calendar days after the end of each quarter (IOM Pub. 100-8, Chapter 7, section 11).  The QSA shall assess the accomplishments of the individual elements of the Strategy, other components of the MR/LPET process, and any necessary strategy revisions.

Activities in the MR BPRs will be reflected in updated PIM transmittals prior to the start of the fiscal year.

Discontinued MR Activities

In FY 2005, CMS will no longer fund the following activity:

CAFM II reporting for Program Safeguard Contractor (PSC) Support Services, Activity Code 21100.  For those contractors that work with a MR PSC, report those costs in the Program Management line.  Contractors that perform MR activities for a BI PSC shall continue to report these costs under PSC Support Services, Activity Code 23201.  For support services provided to the CERT contractor, report those costs under MIP CERT Support, Activity Code 21901.

Continuing MR Activities

In FY 2005, carriers and DMERCs shall continue to perform the range of activities in IOM Pub 100-8, including, but not limited to: developing an MR/LPET Strategy, performing data analysis; conducting probe reviews; educating providers; performing the appropriate levels of prepayment and postpayment medical review; developing and revising Local Coverage Determinations (as appropriate); and supporting Program Safeguard Contractor activities (if applicable).

New MR Activities

In FY 2005, carriers and DMERCs shall begin performing the following activities:

MIP CERT Support (Activity Code 21901).

MR Activities

Instructions for completing the following quantifiable MR activities can be found in the IOM Pub. 100-8, Chapter 11.  Carriers and DMERCs shall follow the instructions in the IOM Pub. 100-8, when performing and reporting the costs and workloads associated with the following activities:

Automated Review (Activity Code 21001)

IOM Pub 100-8, Chapter 3, section 4.5.
IOM Pub 100-8, Chapter 3, section 5.1.

IOM Pub 100-8, Chapter 11, section 1.3.1.

Routine Review (Activity Code 21002)

In FY 2005, begin reporting post pay routine review workload that is denied due to lack of documentation in the remarks section of Activity Code 21002.  Do not include these denials in any other workload of this activity code.

IOM Pub 100-8, Chapter 3, section 4.5.

IOM Pub 100-8, Chapter 11, section 1.3.2.

Data Analysis (Activity Code 21007)

IOM Pub 100-8, Chapter 2, section 2.

IOM Pub 100-8, Chapter 11, section 1.3.

Policy Reconsideration/Revision (Activity Code 21206)

IOM Pub 100-8, Chapter 11, section 3.6.
MR Program Management (Activity Code 21207)

MR Program Management encompasses managerial responsibilities inherent in managing MR and LPET, including: development, modification, and periodic reporting of MR/LPET Strategies and quality assurance activities; planning, monitoring, and adjusting workload performance; budget-related monitoring and reporting; and implementation of CMS instructions.

Activity Code 21207 is designed to capture the costs of managerial oversight for the following tasks:

· Develop and periodically modify a MR/LPET Strategy;

· Develop and modify quality assurance activities, including special studies, Inter-Reviewer Reliability testing, committee meetings, and periodic reports;

· Evaluate edit effectiveness;

· Plan, monitor, and oversee budget, including interactions with the contractor budget staff and the RO budget and MR program staffs;

· Manage workload, including monitoring of monthly workload reports, reallocation of staff resources, and shift in workload focus when indicated;

· Implement MR instruction from Regional and/or Central Office;

· Educate staff on MR issues, new instructions, and quality assurance findings;
· PSC support services for PSCs that perform MR activities, not including the CERT contractor.
IOM Pub 100-8, Chapter 11, section 3.7.

New Policy Development (Activity Code 21208)

IOM Pub 100-8, Chapter 11, section 3.8.
Complex Probe Review (Activity Code 21220)

Report all costs associated with Prepay and Postpay Complex Probe Review in Activity Code 21220.  In the workload section of CAFM II, Activity Code 21220, report the number of claims reviewed in Workload 1.  Report the number of claims denied in whole or in part in Workload 2.  To the extent the carrier and DMERC can report providers subjected to complex review, they should report this number as Workload 3.

Note:  Refer to section IX "Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

Prepay Complex Review (Activity Code 21221)

Report all costs associated with Prepay Complex Review, other than probe reviews, in Activity Code 21221.  In the workload section of CAFM II, Activity Code 21221, report the number of claims reviewed in Workload 1.  Report the number of claims denied in whole or in part in Workload 2.  To the extent the carrier and DMERC can report providers subjected to complex review, they should report this number as Workload 3.

Note:  Refer to section IX " Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

Advance Determinations of Medicare Coverage (ADMC)

(Miscellaneous Code 21221/01)
DMERCs are to report all costs associated with performing Advance Determinations of Medicare Coverage (ADMC) in Miscellaneous Code 21221/01.  DMERCs are to report the number of ADMC requests accepted.

IOM Pub 100-8, Chapter 5, section 7.
Postpay Complex Review (Activity Code 21222)

Contractors must report all costs associated with Postpay Complex Review, other than probe reviews, in Activity Code 21222.  In the workload section of Activity Code 21222, contractors must report the total number of claims reviewed on a postpayment basis as Workload 1 and report the total number of claims denied in whole or in part as Workload 2.  To the extent contractors can report providers subjected to postpayment review, they should report this number as Workload 3.

Note:  Refer to section IX " Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

MIP Comprehensive Error Rate Testing (CERT) Support

For FY 2005, CMS will provide funding earmarked for the AC to support the CERT contractor.  This funding will be a “reverse auction” funding system as is found in the prior portions of the MR BPRs.  The MIP CERT Support funding is over-and-above the level of funding provided to perform the MR activities listed earlier in these BPRs.  Carriers and DMERCs are not required to develop a CERT Support Strategy.  Carriers and DMERCs shall not include MIP CERT Support work in their MR Strategies.  Carriers and DMERCs shall not shift additional funds from MR/LPET activities to this line.

In addition to satisfying all requirements contained in the MIP CERT Support section of the MR BPRs, carriers and DMERCs shall carry out all MIP CERT Support activities identified in IOM Pub.100-8, Chapter 12 and all relevant CERT Support One Time Notifications.

MIP CERT Support (Activity Code 21901)

Report the costs associated with time spent on MIP CERT Support activities.  These activities include but are not limited to the following:

· Providing review information to the CERT Contractor as described in IOM Pub. 100-8, Chapter 12, section 3.3.2.
· Providing feedback information to the CERT Contractor as described in IOM Pub 100-8, Chapter 12, section 3.3.3, including but not limited to:
· CMD discussions about CERT findings;

· Participation in biweekly CERT conference calls;

· Responding to inquiries from the CERT contractor; and

· Preparing dispute cases.

· Preparing the Error Rate Reduction Plan (ERRP) as described in IOM Pub 100-8, Chapter 12, section 3.9  (Do not include costs of developing the MR/LPET Strategy.  The cost of developing the MR/LPET Strategy should be captured in MR CAFM II Activity Code 21207).

· Educating the provider community about CERT as described in IOM Pub 100-8, Chapter 12, section 3.8.

· Contacting non-responders and referring recalcitrant non-responders to the Office of Inspector General as described in IOM Pub. 100-8, Chapter 12, section 3.15.

Carriers and DMERCs shall not report costs associated with the following activities in this activity code:

· Providing sample information to the CERT Contractor as described in IOM Pub. 100-8, Chapter 12, section 3.3.1.A&B  (These costs should be allocated to the PM CERT Support Code - 12901 - described in the Appeals BPRs).

· Ensuring that the correct provider address is supplied to the CERT Contractor as described in IOM Pub 100-8, Chapter 12, section 3.3.1.C  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).

· Researching ‘no resolution’ cases as described in IOM Pub. 100-8, Chapter 12, section 3.3.1.B  (These costs should be allocated to the PM CERT Support Code – Activity Code 12901, as described in the Appeals BPRs).

· Handling and tracking CERT-initiated overpayments/underpayments as described in IOM Pub. 100-8, Chapter 12, sections 3.4 and 3.6.1  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).

· Handling and tracking appeals of CERT-initiated denials as described in IOM Pub. 100-8, Chapter 12, sections 3.5 and 3.6.2  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).










Attachment A

MEDICAL REVIEW DELIVERABLES

Report
Due date(s)
Submitted to

MR/LPET Strategy 

(Note: Contractors operating multiple MR/LPET sites are not required to submit separate reports; however, consolidated reports must clearly identify the costs and workloads attributable to each site)
Submit with Budget Request
Regional Office 

Submit the final approved Strategy to CMS CO at 

MRSTRATEGIES

@cms.hhs.gov

(must be submitted via the VP of Government Operations)

MR/LPET Quarterly Strategy Analysis
Submit 45 calendar days after the end of the quarter 
Regional Office and CMS CO at

MRSTRATEGIES

@cms.hhs.gov

(must be submitted via the VP of Government Operations)

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM
Medicare Secondary Payer - Prepayment (Carrier and DMERC)
The following Medicare Secondary Payer (MSP) Prepayment activities are listed by priority or program focus.  Contractors should develop their FY 2005 MSP Prepayment budget by using the focus items outlined below.  All remaining funds will be applied to ongoing MSP Prepayment workloads.

Instructions for workload reporting are included in the Activity Dictionary (Attachment 1 to these BPRs) and in Transmittal AB-03-082 (CR 2548).  In general, MSP Prepayment activity workload includes all activities specific to bills on which you take some manual MSP action before the bill is paid.

These MSP actions are described in the Medicare Claims Processing Manual, Pub. 100-05, Chapters 3, 5, and 6, as well as in the specific Program Memoranda (PM) identified below.  (Also reference the Activity Dictionary, Attachment 2).

Transmittal AB-02-089 (CR 1529), dated June 28, 2002; Transmittal AB-02-107 (CR 2240), dated July 31, 2002; Transmittal AB-03-016 (CR 2552), dated February 7, 2003; Transmittal AB-03-020 (CR 1558), dated February 14, 2003; Transmittal AB-03-024 (CR 2074), dated February 28, 2003; and Transmittal AB-03-082 (CR 2548), dated May 6, 2003.

MSP Bills/Claims Prepayment (Activity Code 22001)

1.
Resolve MSP edits occurring in the bill adjudication process including those from the Common Working File (CWF).  This does not include edits resulting from bill entry activities or incomplete bills that must be returned to the provider.

No workload or costs associated to initial bill entry should be charged to the MSP Activity Code 22001.  Bill payment activities include initial claim entry and must be reported in the Program Management, Bills/Claims Payment function.
A. Initial bill entry activities that should not be charged to MSP Activity Code 22001 are:

· Receipt, control of bills, and attached Explanation of Benefits (EOB)/Remittance Advice (RA).  Includes opening, sorting, date stamping, imaging, Control Number assignment, batching bills, and activation of batches;

· Prepare batches for keying.  Includes verification that all batches are accounted for and bills are in proper order within the batch;

· Key the entire MSP bill into the standard system to begin bills processing; and

· Resolve all bill entry edits.

B.  Initial bill entry for a MSP bill is not complete, until payment information from the primary payer’s EOB/RA is keyed as part of the hard copy bill, bringing the hard copy MSP bill to the same status as the receipt of an MSP Electronic Media Claim (EMC) and preparing the bill for adjudication.  Neither the hard copy bill nor the EMC should enter claim processing if the primary payment information is incomplete.  The primary payment information is crucial in determining the appropriate amount Medicare should pay as the secondary payer, an amount calculated within the MSPPAY module during bill adjudication.  The following list includes primary payer information that may be present on the EOB/RA or may need to be determined, then keyed, to complete entry of the hard copy bill into the standard system.  All costs associated to these functions should be charged to Bills/Claims Payment.

Note:  Individual EOB/RAs may use different, but similar terms.

Actual Charges




Deductible 

Provider Discount 



Co-pay/Co-Insurance 

Contract Write-off




Non-covered Services 

Primary Payer Allowed Amount


Benefits Paid 

Primary Payer Paid Amount 


Covered Charges 

Obligated to Accept as Payment in Full 

Withhold

2.
Perform bill determination activities necessary to process an MSP bill through to a final payment or non-payment decision.
Examples include: comparing EOB/RA bill data to HIMR/CWF data; overriding with conditional payment codes to pay primary; making primary, secondary or denial payment decisions; working suspended bills.

3.
Congressional Inquiries and Hearings related to MSP Prepayment activities.

This includes contacting the designated Coordination of Benefits (COB) contractor consortia Congressional representative, and coordinating, as necessary, for a consolidated prepay response and follow-up with the COB contractor, if applicable, after five days.  This also includes contact with the COB contractor consortia for the collection of information and/or documentation to respond to a hearing pertinent to MSP Prepayment activities.

4.
Prepare “I” records and add termination dates to MSP CWF auxiliary records, as necessary, to complete the bill adjudication process.

Adding “I” auxiliary records to the CWF to process a bill would include those that are necessary to accommodate an override for primary conditional payment, and also, when sufficient bill information exists to add a new CWF MSP Aux File record and process a bill as secondary.

Simple terminations should be performed when the CWF MSP Aux file was previously established on CWF with a “Y” validity indicator and no discrepancy exists with information on the active bill.

5.
Prepare Electronic Correspondence Referral System (ECRS) CWF Assistance Requests and ECRS MSP Inquiries necessary to process a bill through to a final payment or non-payment decision.

ECRS transmissions that are required to complete the processing of a bill should be reported here.  If the ECRS transmission is a result of an inquiry and there is no active bill in process, see requirements under Activity Code 42004, General Inquiries, for proper reporting.

MSP Workload

MSP Prepayment workload is defined in CR 2548 and the ABC Activity Dictionary.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM

Benefit Integrity (Carrier and DMERC)

Contractor budget requests should ensure implementation of all program requirements in the Program Integrity Manual (PIM) and all applicable Transmittals.  The PIM, the Activity Based Costing Activity Dictionary (Attachment 2 to the BPRs) and applicable Transmittals should be referenced for instructions relating to the areas specified in these BPRs.

CONTRACTORS WHO HAVE TRANSITIONED THEIR WORK TO A PSC

Contractors who have transitioned their Benefit Integrity (BI) work to a Program Safeguard Contractor (PSC) must only use PSC Support Services, Activity Code 23201, when providing support to the PSC.
PSC Support Services (Activity Code 23201)

ACs must keep a record of support services rendered to a PSC, reporting these services in the following workloads: report the total number of miscellaneous PSC support services (e.g., training and meetings to support the PSC) in Workload 1; report the total number of PSC requests (not law enforcement related) fulfilled by the AC to support the PSC in investigations in Workload 2; and report the total number of PSC requests for support from the AC with law enforcement requests in Workload 3.  Additional PSC support work that does not fall into Workload 1, 2, or 3, must be reported under this general activity code, but not counted in Workload 1, 2, or 3.

PSC Support Services - Miscellaneous PSC Support Services (Miscellaneous Code 23201/01)

ACs should report miscellaneous PSC support services (e.g., training and meetings to support the PSC) in Miscellaneous Code 23201/01.

PSC Support Services - Non-Law Enforcement Investigation Requests (Miscellaneous Code 23201/02)

ACs must keep a record of the number of requests (not law enforcement requests) they fulfill to support the PSC in investigations, and record the total costs in Miscellaneous Code 23201/02.

PSC Support Services - Law Enforcement Requests (Miscellaneous Code 23201/03)

ACs must keep a record of the number of PSC requests for support from the AC with law enforcement requests, and record the total costs in Miscellaneous Code 23201/03.

Note:  Claims processing activities including adjustments, sending overpayment demand letters, etc. are not to be charged to this activity code.

CONTRACTORS WHO HAVE NOT TRANSITIONED THEIR BI WORK TO A PSC

Contractors who have not transitioned to a PSC must include the following in their budget requests: CMS training requirement; the Quality Improvement (QI) program; and the maintenance of a secure environment.

Contractors who have not transitioned to a PSC should provide the supporting documentation requested in Attachment A of the FY 2005 BPRs.  Attachment A requests contractor specific narrative, workload, and cost data for FY 2004 and FY 2005.

Only contractors who have not transitioned their BI work to a PSC will use the activity codes listed below (23001-23015).

Medicare Fraud Information Specialist (MFIS) (Activity Code 23001)
Report all costs associated with MFIS activity in Activity Code 23001.  This activity code applies only to contractors at which the Regional Office (RO) has indicated an MFIS will be located.  New MFIS positions and MFIS positions vacated will not be funded.

Report the number of fraud conferences/meetings coordinated by the MFIS in Workload 1; the number of fraud conferences/meetings attended by the MFIS in Workload 2; and the number of presentations performed for law enforcement, ombudsmen, Harkin Grantees and other grantees, and other CMS health care partners in Workload 3.

Outreach and Training (Activity Code 23004)
Include costs associated with establishing and maintaining fraud, waste, and abuse outreach and training activities for beneficiaries and providers (excluding MFIS activities).

Report all costs associated with fraud, waste, and abuse outreach and training activities for contractor staff, providers, and beneficiaries in Activity Code 23004.  Report the number of training sessions (internal and external) furnished only to BI staff in Workload 1; the number of face-to-face presentations by BI unit staff made to beneficiaries and providers in Workload 2; and the number of training sessions furnished by the contractor BI unit to non-BI contractor staff in Workload 3.

Note:  1) a training session is the presentation of a topic regardless of the number of attendees; 2) a training session, which exceeds more than one day, is counted as one session; and 3) the same training session, which is repeated at a later date, should be counted as a separate session.

Fraud Investigation (Activity Code 23005)
Report any costs associated with fraud investigation used to substantiate a case in Activity Code 23005.  Report the number of cases opened in Workload 1.  Of the investigations reported in Workload 1, report how many were opened by the contractor based on contractor self-initiated proactive data analysis, in Workload 2.  Report the total number of investigations closed (no longer requiring fraud investigation) and which did not become a case, in Workload 3.

Law Enforcement Support (Activity Code 23006)
For work done to support law enforcement, report all BI costs and related data analysis costs in Activity Code 23006.  Report the total number of law enforcement requests in Workload 1; report the number of requests discussed with the Regional Office, in Workload 2; and report the number of BI law enforcement requests that require data analysis, in Workload 3.

Medical Review in Support of Benefit Integrity (Activity Code 23007)

Report all costs associated with medical review in support of BI activities in Activity Code 23007.  Because the main goal of medical review is to change provider-billing behavior through claims review and education, any BI initiated review activity that does not allow for provider education or feedback must also be charged to this activity code.  Report the number of investigations that the MR unit assisted the BI unit with, in Workload 1; the number of claims reviewed by both the MR and BI unit for the BI unit in Workload 2; and the number of statistical sampling for overpayment estimation reviews performed by MR in support of BI, in Workload 3.

Use of Extrapolation (Miscellaneous Codes 23007/01, 23007/02, 23007/03)
Contractors must keep a record of only BI work using miscellaneous codes in CAFM II for the following information: the number of consent settlements offered (Miscellaneous Code 23007/01, the number of consent settlements accepted (Miscellaneous Code 23007/02), and the number of statistical sampling performed for overpayment estimation (Miscellaneous Code 23007/03).  Report workload only for the above items.

FID Entries (Activity Code 23014)

Report all costs associated with FID entries and updates in Activity Code 23014.  Report the total number of new cases entered and cases that were updated in the FID in Workload 1, report the total number of new investigations entered and investigations that were updated in the FID in Workload 2, and report the total number of new payment suspensions entered and payment suspensions that were updated in the FID in Workload 3.

Referrals to Law Enforcement (Activity Code 23015)

Report all costs associated with referrals to law enforcement in Activity Code 23015.  Report the total number of cases referred to law enforcement in Workload 1; report the total number of law enforcement referrals requesting additional information by law enforcement in Workload 2; and report the total number of law enforcement referrals declined in Workload 3.

                                                                                                               Attachment A

FY 2005 BENEFIT INTEGRITY (BI) SUPPORTING DOCUMENTATION

FOR CARRIERS (INCLUDING DMERCs)
Only contractors who have not transitioned their BI work to a PSC are required to submit the documentation on requested on this attachment.

In addition to your CAFM II budget request, CMS is requesting supporting narrative to justify your FY 2005 budget request.  Please provide the information requested below.

Name of Contractor and Contractor Number

Fiscal Year 2005 Budget Request

Narrative and Supporting Justification

Staffing/Function Requirements

· What new strategies and functions will you add in FY 2005; what results do you anticipate; and what will be the cost for the functions and strategies?

· Provide new BI staffing requirements in FY 2005 and the functions the staff will perform.

· Explain any significant changes in your staffing mix or FTE level from FY 

2004 to FY 2005.

Note:  The total number of FTEs requested in FY 2005 for this activity should equal the number of FTEs which are calculated from productive hours entered into CAFM II.

Subcontracts

· Provide the following information for each subcontractor exceeding $25,000 

related to this line of your budget request (per Medicare contract, this excludes

arrangements you may have with medical consultants to review Medicare claims,

healthcare utilization or related services):

(1) The name of the subcontractor (please indicate if the subcontractor is another

current Medicare contractor or a subsidiary of a Medicare contractor);

(2) A list of the functions the subcontractor will provide;

(3) The total cost you expect to incur during FY 2005, for this subcontract; and

(4) If available, the number of FTEs funded by this subcontract.

Other

· Include any additional budget narrative that supports your FY 2005 BI 

funding request.

· Include costs necessary to establish a secure environment as specified in the PIM, 

Chapter 4, section 4.2.2.6.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM

Local Provider Education and Training (Carrier and DMERC)

The Local Provider Education and Training (LPET) program is designed to support medical review by educating those providers who demonstrate erroneous claims-submission behaviors.  All LPET activity supports the Medical Review (MR) program.  As such, all LPET activity is a response to program vulnerabilities identified through the analysis of the Comprehensive Error Rate Test (CERT), medical review findings, information from the various operational areas of the carrier or DMERC, as well as other data from various sources.  The ultimate goal of the LPET program is the continual reduction in the national claims payment error rate.  Carriers and DMERCs shall evaluate the data, develop and prioritize identified program vulnerabilities, and design educational interventions that effectively address the identified problems.

Like Provider Communications (PCOM), the LPET program is intended to meet the needs of Medicare providers for timely, accurate, and understandable Medicare information.  Teaching providers how to submit claims accurately, assures correct payment for correct services rendered.  Unlike PCOM activities that address Medicare’s national issues, LPET education is always a response to the local provider’s claim submission patterns and information needs.  To meet this goal, carriers and DMERCs shall use various methods, such as print, Internet, telephone, and face-to-face contacts.  Simply sending a letter in response to the review of claims is not always the most effective mechanism with which to educate providers on coverage, coding, and billing errors identified by medical review.

Methodology

In FY 2005, CMS provides instructions for the MR and LPET programs through two Budget and Performance Requirements (BPRs) documents: the MR BPRs and the LPET BPRs.  Carriers and DMERCs shall design one MR/LPET Strategy document that will satisfy the MR/LPET Strategy requirements for both BPRs.  The BPRs provide instructions for the LPET program and MR/LPET Strategy.  The carriers and DMERCs shall design the MR/LPET Strategy in accordance with Internet Only Manual (IOM) Pub. 100-8, Chapter 1.  Carriers and DMERCs that conduct LPET activities at multiple operational sites shall have a system in place that allows workload and costs to be tracked separately for each individual MR operational site.  These carriers and DMERCs may develop only one MR/LPET Strategy.  However, site-specific problem identification, prioritization, funding, and workload shall be addressed in the Strategy and reported with the Interim Expenditure Report (IER) in the remarks section of CAFM II for each activity code (IOM Pub. 100-8, Chapter 11, section 1.2).

The MR/LPET Strategy shall address identified medical review issues, educational activities, projected goals, and the evaluation of educational activities and goals.  It must be a fluid document that is revised as targeted issues are successfully resolved and other issues take precedence.  The carriers and DMERCs shall analyze data from a variety of sources in the initial step in designing the MR/LPET Strategy.  A primary source of data to be used in developing the problem list is the CERT findings data.  The carriers and DMERCs shall utilize the CERT findings as a starting point from which to focus additional data analysis.  In addition, it is important to utilize information from other operational areas that interact with MR and LPET in order to ensure effective evaluation of all available information. 

After information and data is gathered and analyzed, the carrier must develop and prioritize a problem list.  A problem list is a list of the program vulnerabilities that threaten the Medicare Trust Fund and can be addressed through MR and LPET activities.  The Strategy shall provide the metrics used to select problem prioritization.  Once a problem list is created, the carriers and DMERCs shall develop educational activities in accordance with the Progressive Corrective Action (PCA) process (IOM Pub. 100-8, Chapter 3, section 14) to address each problem.  Carriers and DMERCs shall consider resources and the scope of each identified medical review issue, when prioritizing their problem list.  The methods and resources used for the MR and LPET interventions depend on the scope and severity of the problems identified and the level of education needed to successfully address the problems.  For example, for the more aberrant provider, or the provider who continues to bill incorrectly, it will be more effective to perform a site visit as opposed to simply sending a letter.

The carriers and DMERCs shall develop multiple tools to effectively address the local Medicare providers' wide-ranging educational needs.  The carriers and DMERCs shall include in their MR/LPET Strategy achievable goals and evaluation methods that test the effectiveness and efficiency of educational activities designed to resolve targeted medical review problems.  In doing such, the carrier and DMERC shall utilize a provider tracking system (PTS) that documents educational contacts, issues addressed, and types of intervention used.  As problems are addressed, the carrier and DMERC shall incorporate processes for follow-up that ensure appropriate resolution of the issue.  If aberrancies continue, the carriers and DMERCs shall use the information contained in the PTS to determine a more progressive course of action.  As issues are successfully resolved, the carriers and DMERCs shall continue to address other program vulnerabilities identified on the problem list.  CMS does not prescribe any type of mandatory configuration or format for the PTS, so long as it is capable of efficiently carrying out required functions as outlined in IOM Pub. 100-8, Chapter 3, section 1.1.

The carriers and DMERCs shall include in their MR/LPET Strategy a section that describes the process used to monitor spending in each activity code.  The process shall ensure that spending is consistent with the allocated budget and includes a process to revise or amend the Strategy when spending is over or under the budget allocation.  In addition, the Strategy shall describe how workload for each activity code is accurately and consistently reported.  The workload reporting process shall also assure proper allocation of employee hours required for each activity.

Finally, the MR/LPET Strategy shall include a mechanism to monitor and improve the accuracy and consistency of the LPET staff’s responses to specific telephone or written inquiries regarding MR related coverage and coding issues.  This is to ensure that providers receive accurate and consistent answers to their Medicare claim questions.
Clinical expertise is required to educate providers concerning coverage, coding, and billing issues related to medical review.  Educational interventions shall be performed at the direction of the MR manager, clinicians, and by specially trained non-clinical staff working under the direction of the clinicians.

Budget Considerations

Carriers and DMERCs shall consider various elements when planning their LPET budget.  For example, carriers and DMERCs shall explain how they plan to allocate for provider educational activities between LPET and PCOM.  LPET subjects or issues include LCDs and coverage, coding, and billing issues as identified by the medical review process.  PCOM issues include subjects of national scope or impact.  While there are fundamental differences between the LPET and PCOM programs, there may be circumstances when it would be feasible to provide educational events that encompass the scope of both of these programs.  For any functions, such as seminars, conventions, or conferences that address LPET as well as PCOM subjects, the proportional share of the cost of that function to be allocated to LPET, is equal to the percentage of time related to addressing LPET issues, multiplied by the cost of the function.  For example, the proportional share of the cost of a seminar to be allocated to LPET is equal to the percentage of the seminar related to addressing issues other than PCOM subjects, multiplied by the cost of the seminar (e.g., if it costs $4,000 to arrange and conduct a seminar containing 75 percent MR and 25 percent national coverage information, then the LPET cost would be $4,000 multiplied by 0.75 or $3,000, with the remaining $1,000 charged to PCOM).  However, if the intent of the educational intervention is purely LPET, but PCOM issues arise, address the issues to the extent possible, but charge the cost of the intervention to LPET.  This methodology for allocating costs also applies to other general, all-purpose provider education tools or materials such as regularly scheduled bulletins/newsletters.  The costs for developing, producing and distributing bulletins should be allocated proportionally, according to the percentage of time spent on each subject in the bulletin between LPET and PCOM.

Each carrier and DMERC will be given a specified maximum budget for LPET activities.  Carriers and DMERCs shall identify the appropriate budget and workload, for each activity code within the constraints of their budgets.  Carriers and DMERCs are not permitted to charge providers/suppliers for planned educational activities and training materials.  However, carriers and DMERCs may assess fees of no more than the cost for educational activities delivered at a non-Medicare contractor sponsored event specifically requested by specialty societies or associations.  In addition, although carriers and DMERCs are mandated to supply providers with a paper copy of their bulletin at no cost, upon request, carriers and DMERCs may assess a fee to cover costs if the provider requests additional copies.  Any monies collected must be reported as a credit in the applicable activity code accompanied by the rationale for charging the fee.  The fees must be fair and reasonable.  Revenues collected from discretionary activities must be used only to cover the cost of these activities, and may not be used to supplement other contractor activities.

Activity Codes

Business processes are defined for each LPET activity code and are included in the Activity Based Costing (ABC) Activity Dictionary (Attachment 2 to the BPRs).  To accurately capture costs, the LPET ABC Activity Dictionary shall be utilized as a guide when reporting workloads.  Identify only those costs associated with each activity code definition in order to assure the integrity of the ABC process.  Carriers and DMERCs will negotiate workload based upon a set-funding amount.

Continuing LPET Activity Codes

24116 - One-on-One Provider Education

24117 - Education Delivered to a Group of Providers

24118 - Education Delivered via Electronic or Paper Media

Budget Approval Requirements

Negotiations with the Regional Office (RO) budget and MR staffs will center on the Strategy and the individual elements of the Strategy.  The CMS RO budget and MR staffs retain the authority to restrict contractor’s funding amounts for MR Strategies that are not approved based on the lack of detail in methodology, inappropriate use of resources, or inappropriate selection of activities for reducing the claims payment error rate.

Under the Government Performance and Results Act (GPRA), CMS has a goal to reduce the Medicare fee-for-service national paid claims error rate to 4.6 percent in FY 2005.  Carriers and DMERCs are not required to establish a baseline error rate, or calculate a carrier-specific error rate to be judged against the GPRA goal.  The CERT will provide the baseline measurements.

Budget requests must be accompanied by an MR/LPET Strategy that includes the following:

· A listing of information and data used to identify medical review problems;

· A listing of identified problems;

· Methodology and metrics for problem prioritization;

· An educational plan to address each problem on the list;

· Outcome goals;

· An evaluation process that assesses the effectiveness and efficiency of educational activity and measures progress towards goals;

· A system that allows for follow-up of resolved issues once goals have been met and the concurrent shifting of focus and resources to the next issue on the list;

· A list of employees identified by job title and qualification (e.g., RN, LPN, specially trained staff);

· The number of FTEs for each activity code - include direct cost and qualification (e.g., RN, LPN, specially trained staff);

· A process to monitor spending in each activity code - include a process to revise or amend the plan when spending is over or under the budget allocation;

· A workload reporting process that assures accuracy and consistency;

· A mechanism utilized to monitor and improve the accuracy and consistency of the LPET staff’s responses to written and telephone inquiries regarding coverage and coding issues; and

· The following chart (for budget planning purposes only; no entry needs to be made in shaded areas):

ACTIVITY

CODE
ACTIVITY


BUDGET
PROJECTED WORKLOAD


Workload 1
Workload 2
Workload 3

MEDICAL REVIEW (MR)

21001
Automated Review





21002
Routine Reviews





21007
Data Analysis





21206
Policy Reconsideration/Revision





21207
MR Program Management





21208
New Policy Development





21220
Complex Probe Sample Review





21221
Prepay Complex Review





21221/01
Reporting for Advanced Determinations of Medicare Coverage (ADMC)





21222
Postpay Complex Review





21901
MIP CERT Support





LOCAL PROVIDER EDUCATION AND TRAINING (LPET)

24116
One-on-One Provider Education





24117
Education Delivered to a Group of Providers





24118
Education Delivered via Electronic or Paper Media





Activity Code Definitions

One-on-One Provider Education (Activity Code 24116)

Carriers and DMERCs shall develop One-on-One Provider Education in response to medical review related coverage, coding, and billing problems, verified and prioritized through the review of claims and/or the analysis of information.  As these contacts are directly with the provider, clinical expertise is required to conduct this activity.  One-on-One Provider Education includes face-to-face meetings, telephone conferences, videoconferences, letters, and electronic communications (e-mail) directed to a single provider in response to specific medical review findings.  Include in this activity code the cost and workload for responding to provider questions concerning their specific medical review activities, or new or revised local policies.

Carriers and DMERCs choose the type of one-on-one educational activity based on the level of medical review related coverage, coding, and billing errors identified.  For a moderate problem, the carrier may choose to educate a provider via telephone conference.  For more severe problems, or a problem that was not resolved through a telephone conference, a face-to-face meeting may be more appropriate.  All one-on-one contacts shall be recorded in the provider tracking system (PTS).  The information to include in the PTS should be an explanation of the problem, the type of educational intervention performed, and the directions given to correct the errors.  A written explanation of the problem and directions on how to correct the error might be appropriate for more severe problems, or upon provider request.  While one-on-one provider education is likely to correct most medical review coverage, coding and billing errors, it may be necessary for carriers and DMERCs to provide additional remedial education if the provider’s billing pattern continues to demonstrate aberrancies.

Report the costs associated with One-on-One Provider Education in Activity Code 24116.  Include the cost of developing the written material used in provider specific educational activities.  Written materials, or electronic communications to providers during a One-on-One Provider Education, should not be reported in Education Delivered via Electronic or Paper Media, Activity Code 24118.  One-on-One Provider Education, Activity Code 24116, must capture the one-on-one contact between the carrier/DMERC and provider, and the written materials or electronic communication used to facilitate the one-on-one education.  Included in this activity code would be letters sent to a provider that specifically addresses the medical review findings and instructions to correct the errors.  Any contacts to providers made solely by paper or computer, without specifically addressing an individual provider, should not be reported here.

For One-on-One Provider Education, Activity Code 24116, Workload 1 is the number of educational contacts.  Report the number of providers educated in Workload 2.  If a provider sends a representative(s) on his behalf to a one-on-one educational contact, count the number of providers, not representatives, to whom the educational activity was directed.

Education Delivered to a Group of Providers (Activity Code 24117)

To remedy wide spread service-specific aberrancies, carriers and DMERCs may elect to educate a group of providers, rather than provide one-on-one contacts.  Subjects more appropriately addressed in a group setting include, but are not limited to, proactive seminars regarding medical review topics, educational interventions related to a group of services that combine for a comprehensive benefit (e.g., psychotherapy services) and local provider educational needs presented by new coverage policies.  This activity is not to be used to educate providers on issues of national scope.  Activity Code 24117, Education Delivered to a Group of Providers, is designed to educate groups of local providers only.
Education Delivered to a Group of Providers may include seminars, workshops, and teleconferences.  A differentiating factor between Education Delivered to a Group of Providers and Education Delivered via Electronic or Paper Media is live interaction between educator and providers.  For example, a computer module with the capacity to educate many providers simultaneously would not be captured here, but would be captured under Education Delivered via Electronic or Paper Media.  The determining factor is that there is not spontaneous, live interaction, between educator and providers, with the computer module.

Report the costs associated with Education Delivered to a Group of Providers in Activity Code 24117.  Report the number of group educational activities in Workload 1.  Report the number of providers educated in Workload 2.  If a provider sends a representative(s) on his behalf to a group education activity, count the number of providers, not representatives, to whom the educational activity was directed.

Education Delivered via Electronic or Paper Media (Activity Code 24118)

Carriers and DMERCs may elect to provide education via electronic or paper media.  Do not report here an electronic tool or a paper document developed and utilized as an adjunct to One-on-One Provider Education (Activity Code 24116), or Education Delivered to a Group of Providers (Activity Code 24117).  Instead, report education delivered solely by electronic or paper media that does not involve the facilitation or interpretation of a live educator.  A comparative billing report issued to an individual provider during a one-on-one educational activity that included instructions on curing aberrant practices is an example of a paper tool used by the educator, and therefore would not be captured here.  It would be included in the One-on-One Provider Education (Activity Code 24116) because it was an adjunct paper tool.  A written letter composed by an educator containing specific instructions to an individual provider would also be considered One-on-One Provider Education.  However, comparative billing reports issued to specialty groups upon request, or posted on the Web as a means to illustrate patterns, would be captured here.

Carriers and DMERCs are required to maintain a Web site.  Included in this category are developing and disseminating medical review bulletin articles.  In addition, carriers and DMERCs are required to submit to CMS those articles/advisories/bulletins that address local coverage/coding and medical review related billing issues (IOM Pub. 100-8, Chapter 1, section 5.A.9).  Frequently asked questions (FAQs) are part of Education Delivered via Electronic or Paper Media as well.  Carriers and DMERCs are required to update them quarterly and post them to their Web sites.  Carriers and DMERCs are encouraged to develop FAQ systems that allow providers to search FAQ archives and subscribe to FAQ updates.  The CMS requires contractors to forward all articles and FAQs to CMS per the instructions in IOM Pub. 100-8, Chapter 1, section 5.A.9.  Another example of Education Delivered via Electronic or Paper Media, includes, but is not limited to, scripted response documents to LCDs and coverage review questions to be utilized by the customer service staff.

Report the costs associated with Education Delivered via Electronic or Paper Media in Activity Code 24118.  Report the total number of educational documents developed for use in non-interactive educational documents in Workload 1.  Report the number of CBRs developed in Workload 2 (do not include CBRs developed for activities in 24116 and 24117).  Report the number of articles/advisories/bulletins developed in Workload 3.  Workloads 2 and 3 are subsets of workload 1.
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Provider Communications (Carrier)

The aim of the Provider Communications (PCOM) program for FY 2005, continues to be based on CMS’ goal of giving those who provide service to beneficiaries, the information they need to: understand the Medicare program; be informed often and early about changes; and, in the end, bill correctly.  Provider Communications is driven by educating providers and their staffs, about fundamental Medicare programs, policies and procedures, new Medicare initiatives, significant changes to the Medicare program, and by analyses of provider inquiries and claim submission errors.

Provider Communications uses mass media, such as print, Internet, satellite networks, and other technologies, face-to-face instruction, and presentations in classrooms and other settings, to meet the needs of Medicare providers for timely, accurate, and understandable Medicare information.  Provider communications work using the Internet and electronic communications is funded through the Program Management (PM) budget.

The PCOM staff should also consult with the Medical Review staff and the Contractor Medical Director to determine if PCOM is needed to address national educational activities, including national policies and national coverage/coding issues.  Unlike Local Provider Education and Training (LPET), PCOM is generally not targeted to individual providers, but is instead designed to be broader in nature, plus have an additional focus on:

· New programs, policies and initiatives;

· Educating providers on significant changes to the Medicare program;

· Training and consulting for new Medicare providers; and

· Ongoing education of billing staff.

The Provider Communications instructions in the Contractor Beneficiary and Provider Communications Manual, Pub.100-09, Chapter 4, section 30, represent the current requirements for carriers.  No new or incremental work is proposed under these BPRs for FY 2005.

Activity Based Costing (ABC) will again be used in the budget process for Provider Communications.  The Provider Communications work components from the Manual and both PCOM BPRs, are grouped within and under the ABC definitions.

FY 2005 Funding Approach

For FY 2005, CMS will fund each contractor’s level of effort to provide excellent educational services.  Each contractor will be given a specified maximum budget for PCOM activities.  Based on this budget, the contractor must develop a plan for conducting educational activities in their area.

Contractors should explain how they plan to allocate costs for provider education activities between PCOM, LPET, and Benefit Integrity (BI).  LPET subjects or issues include, but are not limited to, medical review, LMRPs, and local coverage and coding issues related to medical review.  BI subjects include fraud and abuse and benefit integrity.  For any functions such as general seminars, conventions, or conferences that address PCOM subjects, as well as LPET and/or BI issues, the proportional share of the cost of that function to be allocated to PCOM is equal to the percentage of time related to addressing PCOM Medicare issues multiplied by the cost of the function.  This methodology for allocating costs also applies to other general, all-purpose provider education tools or materials, such as regularly scheduled bulletins/newsletters.  The costs for developing, producing and distributing bulletins should be allocated proportionally according to the percentage of subject contents of the bulletin between PCOM, LPET, and BI.

Following are the FY 2005 activities, their activity code numbers, and accompanying manual references for the ongoing work requirements included under the activity.

Create/Produce and Maintain Educational Bulletins (Activity Code 25103)

Reference:  IOM, Pub.100-09, Chapter 4, section 30.1.5.

No new or incremental work proposed for FY 2005.

Workload 1 is the total number of bulletin editions published.  Workload 2 is the total number of bulletins mailed.

Partner with External Entities (Activity Code 25105)

Reference:  IOM, Pub.100-09, Chapter 4, section 30.1.12.

No new or incremental work proposed for FY 2005.

Workload 1 is the actual number of partnering activities or efforts with entities other than the PCOM Advisory Committee.

Administration and Management of PCOM Program (Activity Code 25201)

Reference:  IOM, Pub.100-09, Chapter 4, sections 30.1.1, 2, 3, 10, 11 and 20.2.1.

No new or incremental work proposed for FY 2005.

Workload 1 is the number of provider inquiries referred to the provider communications area requiring technical experience, knowledge or research to answer.

Develop Provider Education Materials and Information (Activity Code 25202)

Reference:  IOM, Pub.100-09, Chapter 4, section 30.1.14.

No new or incremental work proposed for FY 2005.

Workload 1 is the number of special media efforts developed.

Special Media Creation (Miscellaneous Code 25202/01)

Use Miscellaneous Code 25202/01 to report the costs associated with the preparation of special media.

Disseminate Provider Information (Activity Code 25203)

Reference:  IOM, Pub.100-09, Chapter 4, section 30.1.6, 8, 9, and 13.

No new or incremental work proposed for FY 2005.

Management and Operation of PCOM Advisory Group (Activity Code 25204)

Reference:  IOM, Pub.100-09, Chapter 4, section 30.1.4.

No new or incremental work proposed for FY 2005.
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Medicare Secondary Payer - Postpayment (Carrier and DMERC)
The BPRs for FY 2005 detail specific workload focus items in addition to ongoing Medicare Secondary Payer (MSP) Postpayment activities.  Contractors should develop their FY 2005 MSP Postpayment budget by using the workload focus items outlined in the narrative below only.  MSP outreach will not be funded.

In general, these MSP activities are described in the ABC Activity Dictionary (Attachment 2 to the BPRs), the Internet Only MSP Manual, Pub. 100-5, and the Financial Management Manual, Pub. 100-6, as well as the specific Program Memoranda (PMs) identified below:

Transmittal AB-00-11 (CR 899), Transmittal AB-00-129 (CR 1460), Transmittal AB-03-082 (CR 2548), CR 3274 - Financial Management (awaiting publication), CR 2870 - Financial Management (awaiting publication), Transmittal 86 (CR 3142) and CR 3163 calculations (awaiting publication).  Additionally, the 04/15/03, Joint Signature Memorandum titled “Clarification/ Reminder of Medicare Secondary Payer (MSP) Post Payment Activities for FY 2003 for Group Health Plan (GHP) Recoveries” and the 1/30/2004, Joint Signature Memorandum titled “Expanded Aetna/CIGNA litigation Exclusions.”

General Reminder:  The BPRs will not override any postpayment instructions where contractors have specific instruction for pending litigation, bankruptcy, etc.

The following MSP Postpayment activity codes are listed in order of workload focus priority.  Contractors should only budget for these focus workloads.
Group Health Plan (Activity Code 42003)

(.
Fully implement and become current on the identification and initial demand letter process involving all Data Match cycle tapes.  History search parameters should be from 10/1/01 forward.  If the history search identifies potential GHP mistaken primary payments that equal or exceed $1,000, the contractor must seek recovery.  Prior to the mailing of an initial demand, check the Common Working File (CWF) to determine the records validity to the proposed debt.  The initial demand letter for Data Match GHP should be sent by certified mail.  Upon issuance of the demand letter packages, the contractors should provide a copy of the demand letter packages to the insurer/Third Party Administrator (TPA) associated with this debtor (employer).  The copy to the insurer/TPA does not have to be sent by certified mail.  The contractor should also obtain authorization from the debtor to allow the insurer/TPA to act as their agent in resolving the debt.

(.
Fully implement and become current with the Non-Data Match GHP mistaken payment identification and initial demand letter process.  History search parameters should be from 10/1/01 forward.  If the history search identifies potential GHP mistaken primary payments that equal or exceed $1,000, the contractor must seek recovery.  Prior to the mailing of an initial demand letter, check the CWF to determine the records validity to the proposed debt.  The initial demand letter for Non-Data Match GHP should be sent by certified mail.  Upon issuance of the demand letter packages, the contractors will provide a copy of the demand letter package to the insurer/TPA associated with this debtor (employer).  The copies do not have to be sent by certified mail.  The contractor should also obtain authorization from the debtor to allow the insurer/TPA to act as their agent in resolving the debt.
Note:  If the GHP on the original demand has a “union plan”, the lack of CWF information for the debt is not a sufficient reason to invalidate the debt.

(.
Acknowledge and respond to 95% of all correspondence within 45 calendar days from the date of receipt in the corporate mailroom or any other mail center location, absent instructions to the contrary for a particular activity.  Correspondence sent to the contractor as a carbon copy (cc) does not require any action.

Liability, No-Fault, Workers’ Compensation (Activity Code 42002)

Carriers/DMERCs will have no workload specific to 42002.  All activities for which the carrier and/or DMERC had non-lead responsibility are the lead recovery intermediary’s responsibility.  ReMAS functionality will eliminate the need for non-lead interactions.

Debt Collection/Referral (Activity Code 42021)

(.
Adjudicate and post all checks to established debts within 20 days from receipt on the corporate mail center.  The goal is to post all checks to an established debt within the same quarterly reporting period.
(.
Acknowledge and respond to 95% of all correspondence within 45 calendar days from the date of receipt in the corporate mailroom or any other mail center location, absent instructions to the contrary for a particular activity.  Correspondence sent to the contractor as a carbon copy (cc) does not require any action.

(.
Refer all eligible debt to Treasury within required timeframes in compliance with CMS instructions.

(.
Upon issuance of the intent to refer letter, the contractor should provide a copy of   the entire intent to refer package with all attachments to the insurer/TPA of the debtor (employer).  The copies do not have to be sent by certified mail.

General Inquiries (Activity Code 42004)

1. Deposit checks and transmit ECRS MSP Inquiries on all voluntary/unsolicited checks not associated with an existing case or debt in order to begin the development process at the COBC, as defined in CR 3274.
2. Acknowledge and respond to 95% of all correspondence within 45 calendar days.  Correspondence sent to the contractor as a carbon copy (cc) does not require any action.

MSP Workload

MSP Postpayment workload is defined in CR 2548 and the ABC Dictionary.
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Medical Review (Intermediary)

The Medical Review (MR) Budget and Performance Requirements (BPRs) reflect the principles, values, and priorities for the Medicare Integrity Program (MIP).  Program Integrity’s primary principle is to pay claims correctly.  In order to meet this goal, intermediaries must ensure that they pay the right amount for covered services, rendered to eligible beneficiaries, by legitimate providers.  CMS follows four parallel strategies that assist us in meeting this goal:

· Preventing inappropriate payments through effective enrollment of providers and beneficiaries;

· Detecting program aberrancies through on-going data analysis;

· Coordinating and communicating with our partners, including contractors, law enforcement agencies, and others; and

· Reasonable and firm enforcement policies in accordance with the principles of Progressive Corrective Action (PCA).

Medical Review’s primary mission is to reduce the claims payment error rate by identifying and addressing billing errors, concerning coverage and coding made by providers.  The MR staff has a variety of tools to use in support of their mission.  Primarily, MR reduces the error rate by identifying patterns of inappropriate billing, educating providers on medical review findings, and by performing medical review of claims.

For FY 2005, CMS is providing instructions for the MR and Local Provider Education and Training (LPET) programs through two BPRs documents: the MR BPRs and the LPET BPRs.  These BPRs provide instructions for the MR and LPET programs and MR/LPET Strategy.  Intermediaries shall design one MR/LPET Strategy document that will satisfy the MR/LPET Strategy requirements for both BPRs.  The intermediary shall design the MR/LPET Strategy in accordance with Internet Only Manual (IOM) Pub. 100-8, Chapter 1.  Intermediaries that conduct MR activities at multiple operational sites shall have a system in place that allows workload and funding to be tracked separately for each individual MR operational site.  These intermediaries may develop only one MR/LPET Strategy.  However, contractor operational site-specific problem identification, prioritization, funding, and workload shall be addressed separately in the Strategy and the Quarterly Strategy Analysis (QSA).  In addition, contractor operational site-specific cost and workload information should be broken out and reported with the Interim Expenditure Report in the remarks section (or by other means with Regional Office (RO) approval) of CAFM II for each activity code (IOM Pub. 100-8, Chapter 1, section 2F).

The MR/LPET Strategy shall detail identified medical review issues, educational activities, projected goals, and the evaluation of educational activities and goals.  It must be a fluid document that is revised, as targeted issues are successfully resolved, and other issues take precedence.  The initial Strategy submitted at the beginning of the fiscal year shall be based on the Strategy from the current fiscal year and updated and expanded upon as necessary.

The intermediaries shall analyze data from a variety of sources in the initial step in updating the MR/LPET Strategy.  The intermediaries shall use the Comprehensive Error Rate Testing (CERT) findings as the primary source of data to base further data analysis in identifying program vulnerabilities.  Other data sources can include, but are not limited to information gathered from other operational areas, such as appeals and inquiries, that interact with MR and LPET.

After information and data are gathered and analyzed, the intermediaries shall develop and prioritize a problem list.  A problem list is a list of the program vulnerabilities that threaten the Medicare Trust Fund that can be addressed through MR and LPET activities.  Intermediaries shall consider available resources and the scope of each identified medical review issue when prioritizing their problem list.  In addition, intermediaries shall identify and address, in the problem list, work that is currently being performed and problems that will carry over to the following fiscal year.  Once a problem list is created, the intermediaries shall develop MR and LPET interventions using the PCA process (IOM Pub. 100-8, Chapter 3, section 14) to address each problem.  The methods and resources used for the MR and LPET interventions depend on the scope and severity of the problems identified and the level of education needed to successfully address the problems.  For example, for the more aberrant provider, or the provider who continues to bill incorrectly, it will be more effective to perform a site visit as opposed to simply sending a letter.  In addition, all claims reviewed by medical review shall be identified by MR data analysis and addressed as a prioritized problem in the MR/LPET Strategy or reflected in the QSA.  If resources allow, a MR nurse may be shared with another functional area, such as claims processing, as long as only the percentage of the nurses time spent on MR activities is identified in the Strategy and the work performed for the other functional area is accounted for in the appropriate budget line.  For example, if MR agrees to share 0.5 of an FTE with claims processing to assist with the pricing of NOC claims.  This 0.5 FTE shall be accounted for in claims processing.

The intermediaries shall develop multiple tools to effectively address the local Medicare providers' variety of educational needs.  The intermediary shall include in their MR/LPET Strategy, achievable goals and evaluation methods that test the effectiveness and efficiency of educational activities designed to resolve targeted medical review problems.  In doing such, the intermediary shall utilize a provider tracking system that documents educational contacts, specific issue addressed and type of intervention used.  As problems are addressed, the intermediary shall incorporate processes for follow-up that ensure appropriate resolution of the issue.  If aberrancies continue, the intermediary shall use the information contained in the provider tracking system to determine a more progressive course of action to take.  As issues are successfully resolved, the intermediaries shall continue to address the other program vulnerabilities identified on the problem list.

The intermediary shall include in their MR/LPET Strategy, a section that describes the process used to monitor spending in each activity code.  The process shall ensure that spending is consistent with the allocated budget and includes a process to revise or amend the Strategy when spending is over or under the budget allocation.  In addition, the Strategy shall describe how workload for each activity code is accurately and consistently reported.  The workload reporting process shall also assure proper allocation of employee hours required for each activity.

Finally, the MR/LPET Strategy shall include a mechanism to monitor and improve the accuracy and consistency of the MR staff’s responses to specific telephone or written inquiries regarding MR related coverage and coding issues.  This is to ensure that providers receive accurate and consistent answers to their Medicare claim questions.
LPET is a critical tool in reducing the claims payment error rate.  LPET should be the first action considered to address each of the problems in the problem list.  Therefore, contractors may need to supplement the LPET budget with MR funds.  All MR education activities are funded through LPET.
In FY 2005, MR will continue to incorporate Activity Based Costing (ABC) in the budget process.  ABC is a management reporting system that will allow the MR department to focus on the costs of the work activities, instead of concentrating on the standard cost centers associated with the traditional cost accounting structure.  ABC identifies the all-inclusive business process for each activity, so that the total costs of the activity are fully visible to the MR manager.  Business processes are defined for each MR activity code and are included as Attachment 1 to the BPRs.  MR managers shall identify only those costs associated with each activity code definition, in order to assure the integrity of the ABC process.

In addition to satisfying all requirements contained in the MR BPRs, intermediaries shall carry out all medical review activities identified in the Program Integrity Manual (IOM Pub. 100-8) and in all relevant MR Program Memoranda.

Intermediaries shall negotiate their MR/LPET Strategies with the RO.  Negotiations with the RO budget and MR staffs will center on the Strategy and the individual elements of the Strategy.  The RO budget and MR staffs retain the authority to restrict contractor’s funding amounts for MR Strategies that are not approved based on the lack of detail in methodology, inappropriate use of resources, or inappropriate selection of activities for reducing the claims payment error rate.  The intermediary shall submit an approved MR/LPET Strategy to the RO.  The approved Strategy shall be sent to the CMS Central Office mailbox at MRSTRATEGIES@cms.hhs.gov on the same date the Budget Request is submitted.  The subject line of the e-mail containing the Strategy shall begin with the contractor name followed by “Strategy” with the identifying fiscal year and version number.  Contractors will be given a specified budget for MR.  Based on this budget, the contractor is asked to develop a unique MR/LPET Strategy within their jurisdiction.  This strategy must be consistent with the goal of reducing the claims payment error rate.  In addition, the contractor shall submit to the RO business function expert and to MRSTRATEGIES@cms.hhs.gov, a QSA, 45 calendar days after the end of each quarter (IOM Pub. 100-8, Chapter 7, section 11).  The QSA shall assess the accomplishments of the individual elements of the Strategy, other components of the MR/LPET process and any necessary strategy revisions.

Activities in the MR BPRs will be reflected in updated PIM transmittals prior to the start of the fiscal year.

Discontinued MR Activities

In FY 2005, CMS will no longer fund the following activity:

CAFM II reporting for Program Safeguard Contractor (PSC) Support Services, Activity Code 21100.  For those contractors that work with a MR PSC, report those costs in the Program Management line.  Contractors that perform MR activities for a BI PSC shall continue to report these costs under PSC Support Services, Activity Code 23201.  For support services provided to the CERT contractor, report those costs under MIP CERT Support, Activity Code 21901.

Continuing MR Activities

In FY 2005, intermediaries shall continue to perform the range of activities in the CMS IOM Pub. 100-8, including, but not limited to, developing an MR/LPET Strategy, performing data analysis; conducting probe reviews; educating providers; performing the appropriate levels of prepayment and postpayment medical review; developing and revising Local Coverage Determinations (as appropriate), and supporting Program Safeguard Contractor activities (if applicable).

New MR Activity

In FY 2005, intermediaries shall begin performing the following activity:

MIP CERT Support (Activity Code 21901)

MR Activities

Instructions for completing the following quantifiable MR activities can be found in the IOM Pub 100-8, Chapter 11.  Intermediaries shall follow the instructions in the IOM Pub. 100-8, when performing and reporting the costs and workloads associated with the following activities:

Automated Review (Activity Code 21001)

IOM Pub 100-8, Chapter 3, section 4.5.
IOM Pub 100-8, Chapter 3, section 5.1.

IOM Pub 100-8, Chapter 11, section 3.1.

Routine Reviews (Activity Code 21002)

In FY 2005, begin reporting postpay routine review workload that is denied due to lack of documentation in the remarks section of Activity Code 21002.  Do not include these denials in any other workload of this activity code.

IOM Pub 100-8, Chapter 3, section 4.5.

IOM Pub 100-8, Chapter 11, section 1.3.2.
Data Analysis (Activity Code 21007)

IOM Pub 100-8, Chapter 2, section 2.

IOM Pub 100-8, Chapter 11, section 1.3.

Third Party Liability (TPL) or Demand Bills (Activity Code 21010)

IOM Pub 100-8, Chapter 6, section 1.1.

IOM Pub 100-8, Chapter 11, section 3.4.

Note:  Refer to section IX " Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

Policy Reconsideration/Revision (Activity Code 21206)

IOM Pub 100-8, Chapter 11, section 3.6.

MR Program Management (Activity Code 21207)

MR Program Management encompasses managerial responsibilities inherent in managing MR and LPET, including: development, modification, and periodic reporting of MR/LPET Strategies and quality assurance activities; planning, monitoring, and adjusting workload performance; budget-related monitoring and reporting; and implementation of CMS instructions.

Activity Code 21207 is designed to capture the costs of managerial oversight for the following tasks:

· Develop and periodically modify a MR/LPET Strategy;

· Develop and modify quality assurance activities, including special studies, Inter-Reviewer Reliability testing, committee meetings, and periodic reports;

· Evaluate edit effectiveness;

· Plan, monitor, and oversee budget, including interactions with contractor budget staff and the RO budget and MR program staffs;

· Manage workload, including monitoring of monthly workload reports, reallocation of staff resources, and shift in workload focus when indicated;

· Implement MR instructions from Regional and/or Central Office;

· Educate staff on MR issues, new instructions, and quality assurance findings;
· PSC support services for PSCs that perform MR activities, not including the CERT contractor.
IOM Pub 100-8, Chapter 11, section 3.7.

New Policy Development (Activity Code 21208)

IOM Pub 100-8, Chapter 11, section 3.8.
Complex Probe Review (Activity Code 21220)

Report all costs associated with Prepay and Postpay Complex Probe Review in Activity Code 21220.  In the workload section of CAFM II, Activity Code 21220, report the number of claims reviewed in Workload 1.  Report the number of claims denied in whole or in part in Workload 2.  To the extent the intermediary can report providers subjected to complex review, they should report this number as Workload 3.

Note:  Refer to section IX " Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

Prepay Complex Review (Activity Code 21221)

Report all costs associated with Prepay Complex Review, other than probe reviews, in Activity Code 21221.  In the workload section of CAFM II, Activity Code 21221, report the number of claims reviewed in Workload 1.  Report the number of claims denied in whole or in part in Workload 2.  To the extent the intermediary can report providers subjected to complex review, they should report this number as Workload 3.

Note:  Refer to section IX " Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

Postpay Complex Review (Activity Code 21222)

Contractors must report all costs associated with Postpay Complex Review, other than probe reviews, in Activity Code 21222.  In the workload section of Activity Code 21222, contractors must report the total number of claims reviewed on a postpayment basis as Workload 1 and report the total number of claims denied in whole or in part as Workload 2.  To the extent contractors can report providers subjected to postpayment review, they should report this number as Workload 3.

Note:  Refer to section IX " Reporting Contractor Overpayment Costs" in the general instructions.  This section describes in more detail the development process of a potential Medicare overpayment and the costing of each part of the process.

MIP Comprehensive Error Rate Testing (CERT) Support

For FY 2005, CMS will provide funding earmarked for the AC to support the CERT contractor.  This funding will be a “reverse auction” funding system as is found in the prior portions of the MR BPRs.  The MIP CERT Support funding is over-and-above the level of funding provided to perform the MR activities listed earlier in this BPR.  Intermediaries are not required to develop a MIP CERT Support Strategy.  Intermediaries shall not include MIP CERT Support work in their MR Strategies.  Intermediaries shall not shift additional funds from MR/LPET activities to this line.

In addition to satisfying all requirements contained in the MIP CERT Support section of the MR BPRs, intermediaries shall carry out all MIP CERT Support activities identified in IOM Pub. 100-8, Chapter 12 and all relevant MIP CERT Support One Time Notifications.

MIP CERT Support (Activity Code 21901)

Report the costs associated with time spent on MIP CERT Support activities.  These activities include but are not limited to the following:  

· Providing review information to the CERT Contractor as described in IOM Pub. 100-8, Chapter 12, section 3.3.2.
· Providing feedback information to the CERT Contractor as described in IOM Pub 100-8. Chapter 12, section 3.3.3, including but not limited to:
· CMD discussions about CERT findings;

· Participation in biweekly CERT conference calls;

· Responding to inquiries from the CERT contractor;

· Preparing dispute cases.

· Preparing the Error Rate Reduction Plan (ERRP) as described in IOM Pub 100-8, Chapter 12, section 3.9  (Do not include the costs of developing the MR/LPET Strategy.  The cost of developing the MR/LPET Strategy should be captured in MR CAFM II Activity Code 21207).

· Educating the provider community about CERT as described in IOM Pub 100-8, Chapter 12, section 3.8.

· Contacting non-responders and referring recalcitrant non-responders to the Office of Inspector General, as described in IOM Pub. 100-8, Chapter 12, section 3.15.

Intermediaries shall not report costs associated with the following activities in this activity code:

· Providing sample information to the CERT Contractor as described in IOM Pub 100-8, Chapter 12, section 3.3.1A & B  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).

· Ensuring that the correct provider address is supplied to the CERT Contractor as described in IOM Pub 100-8, Chapter 12, section 3.3.1.C  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).

· Researching ‘no resolution’ cases as described in IOM Pub 100-8, Chapter 12, section 3.3.1.B.  (These costs should be allocated to the PM CERT Support code, Activity Code 12901, as described in the Appeals BPRs).

· Handling and tracking CERT-initiated overpayments/underpayments as described in IOM Pub. 100-8, Chapter 12, section 3.4 and 3.6.1  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).
· Handling and tracking appeals of CERT-initiated denials as described in IOM Pub 100-8, Chapter 12, sections 3.5 and 3.6.2  (These costs should be allocated to the PM CERT Support Code - Activity Code 12901, as described in the Appeals BPRs).










Attachment A

MEDICAL REVIEW DELIVERABLES

Report
Due date(s)
Submitted to

MR/LPET Strategy 

(Note: Contractors operating multiple MR/LPET sites are not required to submit separate reports.  However, consolidated reports must clearly identify the costs and workloads attributable to each site)
Submit with Budget Request
Regional Office 

Submit the final approved Strategy to CMS CO at MRSTRATEGIES

@cms.hhs.gov

(must be submitted via the VP of GovernmentOperations)

MR/LPET Quarterly Strategy Analysis
Submit 45 calendar days after the end of the quarter 
Regional Office and CMS CO at

MRSTRATEGIES

@cms.hhs.gov

(must be submitted via the VP of Government Operations)

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM
Medicare Secondary Payer - Prepayment (Intermediary)
The following Medicare Secondary Payer (MSP) Prepayment activities are listed by priority or program focus.  Contractors should develop their FY 2005 MSP Prepayment budget by using the focus items outlined below.  All remaining funds will be applied to ongoing MSP Prepayment workloads.

Instructions for workload reporting are included in the Activity Dictionary (Attachment 1 to these BPRs) and in Transmittal AB-03-082 (CR 2548).  In general, MSP Prepayment activity workload includes all activities specific to bills on which you take some manual MSP action before the bill is paid.

These MSP actions are described in the Medicare Claims Processing Manual, Pub. 100-05, Chapters 3, 5, and 6, as well as in the specific Program Memoranda (PM) identified below.  (Also reference the Activity Dictionary, Attachment 1).

Transmittal AB-02-089 (CR 1529), dated June 28, 2002; Transmittal AB-02-107 (CR 2240), dated July 31, 2002; Transmittal AB-03-016 (CR 2552), dated February 7, 2003; Transmittal AB-03-020 (CR 1558), dated February 14, 2003; Transmittal AB-03-024 (CR 2074), dated February 28, 2003; and Transmittal AB-03-082 (CR 2548), dated May 6, 2003.

MSP Bills/Claims Prepayment (Activity Code 22001)

1.
Resolve MSP edits occurring in the bill adjudication process including those from the Common Working File (CWF).  This does not include edits resulting from bill entry activities or incomplete bills that must be returned to the provider.
No workload or costs associated to initial bill entry should be charged to the MSP Activity Code 22001.  Bill payment activities include initial claim entry and must be reported in the Program Management, Bills/Claims Payment function.
B. Initial bill entry activities that should not be charged to MSP Activity Code 22001 are:

· Receipt, control of bills, and attached Explanation of Benefits (EOB)/Remittance Advice (RA).  Includes opening, sorting, date stamping, imaging, Control Number assignment, batching bills, and activation of batches;

· Prepare batches for keying.  Includes verification that all batches are accounted for and bills are in proper order within the batch;

· Key the entire MSP bill into the standard system to begin bills processing;

· Resolve all bill entry edits.

B.  Initial bill entry for a MSP bill is not complete until payment information from the primary payer’s EOB/RA is keyed as part of the hard copy bill, bringing the hard copy MSP bill to the same status as the receipt of an MSP Electronic Media Claim (EMC) and preparing the bill for adjudication.  Neither the hard copy bill nor the EMC should enter claim processing if the primary payment information is incomplete.  The primary payment information is crucial in determining the appropriate amount Medicare should pay as the secondary payer, an amount calculated within the MSPPAY module during bill adjudication.  The following list includes primary payer information that may be present on the EOB/RA or may need to be determined, then keyed, to complete entry of the hard copy bill into the standard system.  All costs associated to these functions should be charged to Bills/Claims Payment.

Note:  Individual EOB/RAs may use different, but similar terms.

Actual Charges




Deductible

Provider Discount 




Co-pay/Co-Insurance

Contract Write-off




Non-covered Services

Primary Payer Allowed Amount


Benefits Paid 

Primary Payer Paid Amount 



Covered Charges

Obligated to Accept as Payment in Full 

Withhold

2.
Perform bill determination activities necessary to process an MSP bill through to a final payment or non-payment decision.
Examples include: comparing EOB/RA bill data to HIMR/CWF data; overriding with conditional payment codes to pay primary; making primary, secondary or denial payment decisions; working suspended bills.

3.
Congressional Inquiries and Hearings related to MSP Prepayment activities.

This includes contacting the designated Coordination of Benefits (COB) contractor consortia congressional representative, and coordinating, as necessary, for a consolidated prepay response and follow-up with the COB contractor, if applicable, after five days.  This also includes contact with the COB contractor consortia for the collection of information and/or documentation to respond to a hearing pertinent to MSP Prepayment activities.

4.
Prepare “I” records and add termination dates to MSP CWF auxiliary records, as necessary, to complete the bill adjudication process.

Adding “I” auxiliary records to the CWF to process a bill would include those that are necessary to accommodate an override for primary conditional payment, and also, when sufficient bill information exists to add a new CWF MSP Aux File, record and process a bill as secondary.

Simple terminations should be performed when the CWF MSP Aux file was previously established on CWF with a “Y” validity indicator and no discrepancy exists with information on the active bill.

5.
Prepare Electronic Correspondence Referral System (ECRS) CWF Assistance Requests and ECRS MSP Inquiries necessary to process a bill through to a final payment or non-payment decision.

ECRS transmissions that are required to complete the processing of a bill should be reported here.  If the ECRS transmission is a result of an inquiry and there is no active bill in process, see requirements under Activity Code 42004, General Inquiries, for proper reporting.
MSP Hospital Audits/On-site Reviews (Activity Code 22005)

Conduct on-site hospital reviews, complete audit reports to providers and CMS Regional Offices, and follow up, as necessary, with the providers.  In FY 2005, funding will be designated for a minimum number of audits.

Desk audits performed at the Medicare contractor site are not included under this activity.

MSP Workload

MSP Prepayment workload is defined in CR 2548 and the ABC Activity Dictionary.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM

Benefit Integrity (Intermediary)

Contractor budget requests should ensure implementation of all program requirements in the Program Integrity Manual (PIM) and all applicable Program Memoranda (PM).  The PIM, the ABC Activity Dictionary (Attachment 1 to the BPRs) and applicable PMs should be referenced for instructions relating to the areas specified in these BPRs.

Contractors who have transitioned their Benefit Integrity (BI) work to a Program Safeguard Contractor (PSC) must only use PSC Support Services, Activity Code 23201, when providing support to the PSC.
PSC Support Services (Activity Code 23201)

Affiliated Contractors (ACs) must keep a record of support services rendered to a PSC, and report these services in the following workloads: report the total number of miscellaneous PSC support services (e.g., training and meetings to support the PSC) in Workload 1; report the total number of PSC requests (not law enforcement related) fulfilled by the AC to support the PSC in investigations in Workload 2; and report the total number of PSC requests for support from the AC with law enforcement requests in Workload 3.  Additional PSC support work that does not fall into Workload 1, 2, or 3 must be reported under this general activity code, but not counted in Workload 1, 2, or 3.

PSC Support Services - Miscellaneous PSC Support Services (Miscellaneous Code 23201/01)

ACs should report miscellaneous PSC support services (e.g., training and meetings to support the PSC) in Miscellaneous Code 23201/01.

PSC Support Services - Non-Law Enforcement Investigation Requests (Miscellaneous Code 23201/02)
ACs must keep a record of the number of requests (not law enforcement requests) they fulfill to support the PSC in investigations, and record the total costs in Miscellaneous Code 23201/02.

PSC Support Services - Law Enforcement Requests (Miscellaneous Code 23201/03)

ACs must keep a record of the number of PSC requests for support from the AC with law enforcement requests, and record the total costs in Miscellaneous Code 23201/03.

Note:  Claims processing activities including adjustments, sending overpayment demand letters, etc. are not to be charged to this activity code.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS
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Local Provider Education and Training (Intermediary)

The Local Provider Education and Training (LPET) program is designed to support medical review by educating those providers who demonstrate erroneous claims-submission behaviors.  All LPET activity supports the Medical Review (MR) program.  As such, all LPET activity is a response to program vulnerabilities identified through the analysis of the Comprehensive Error Rate Test (CERT), medical review findings, information from the various operational areas of the intermediaries, as well as data from various sources.  The ultimate goal of the LPET program is the continual reduction in the national claims payment error rate.  Intermediaries shall evaluate the data, develop and prioritize the identified program vulnerabilities, and design educational interventions that effectively address the identified problems.

Like Provider Communications (PCOM), the LPET program is intended to meet the needs of Medicare providers for timely, accurate, and understandable Medicare information.  Teaching providers how to submit claims accurately, assures correct payment for correct services rendered.  Unlike PCOM activities that address Medicare’s national issues, LPET education is always a response to the local provider’s claim submission patterns and information needs.  To meet this goal, contractors shall use various methods, such as print, Internet, telephone, and face-to-face contacts.  Simply sending a letter in response to the review of claims is not always the most effective mechanism in which to educate providers on coverage, coding, and billing errors identified by medical review.

Methodology

In FY 2005, CMS provides instructions for the MR and LPET programs through two Budget and Performance Requirements (BPRs) documents: the MR BPRs and the LPET BPRs.  Intermediaries shall design one MR/LPET Strategy document that will satisfy the MR/LPET Strategy requirements for both BPRs.  These BPRs provide instructions for the LPET program and MR/LPET Strategy.  The intermediary shall design the MR/LPET Strategy in accordance with Internet Only Manual (IOM) Pub. 100-8, Chapter 1.  Intermediaries that conduct LPET activities at multiple operational sites shall have a system in place that allows workload and costs to be tracked separately for each individual MR operational site.  These intermediaries may develop only one MR/LPET Strategy.  However, site-specific problem identification, prioritization, funding, and workload shall be addressed in the Strategy and reported with the Interim Expenditure Report (IER) in the remarks section of CAFM II for each activity code (IOM Pub. 100-8, Chapter 11, section 1.2).

The MR/LPET Strategy shall address identified medical review issues, educational activities, projected goals, and the evaluation of educational activities and goals.  It must be a fluid document that is revised as targeted issues are successfully resolved and other issues take precedence.  The intermediaries shall analyze data from a variety of sources in the initial step in designing the MR/LPET Strategy.  A primary source of data to be used in developing the problem list is the CERT findings data.  The intermediaries shall utilize the CERT findings as a starting point from which to focus additional data analysis.  In addition, it is important to utilize information from other operational areas that interact with MR and LPET in order to ensure effective evaluation of all available information.  

After information and data are gathered and analyzed, the intermediaries must develop and prioritize a problem list.  A problem list is a list of the program vulnerabilities that threaten the Medicare Trust Fund that can be addressed through MR and LPET activities.  The Strategy shall provide the metrics used to select problem prioritization.  Once a problem list is created, the intermediaries shall develop educational activities in accordance with the Progressive Corrective Action (PCA) process (IOM Pub. 100-8, Chapter 3, section 14) to address each problem.  Intermediaries shall consider resources and the scope of each identified medical review issue, when prioritizing their problem list.  The methods and resources used for the MR and LPET interventions depend on the scope and severity of the problems identified and the level of education needed to successfully address the problems.  For example, for the more aberrant provider, or the provider who continues to bill incorrectly, it will be more effective to perform a site visit as opposed to simply sending a letter.

The intermediaries shall develop multiple tools to effectively address the local Medicare providers' wide-ranging educational needs.  The intermediary shall include in their MR/LPET Strategy achievable goals and evaluation methods that test the effectiveness and efficiency of educational activities designed to resolve targeted medical review problems.  In doing such, the intermediary shall utilize a provider tracking system (PTS) that documents educational contacts, issues addressed, and types of intervention used.  As problems are addressed, the intermediary shall incorporate processes for follow-up that ensure appropriate resolution of the issue.  If aberrancies continue the intermediary shall use the information contained in the PTS to determine a more progressive course of action.  As issues are successfully resolved, the intermediaries shall continue to address other program vulnerabilities identified on the problem list.

The intermediary shall include in their MR/LPET Strategy, a section that describes the process used to monitor spending in each activity code.  The process shall ensure that spending is consistent with the allocated budget and include a process to revise or amend the Strategy when spending is over or under the budget allocation.  In addition, the Strategy shall describe how workload for each activity code is accurately and consistently reported.  The workload reporting process shall also assure the proper allocation of employee hours required for each activity.

Finally, the MR/LPET Strategy shall include a mechanism to monitor and improve the accuracy and consistency of the LPET staff’s responses to specific telephone or written inquiries regarding MR related coverage and coding issues.  This is to ensure that providers receive accurate and consistent answers to their Medicare claim questions.
Clinical expertise is required to educate providers concerning coverage, coding, and billing issues related to medical review.  Educational interventions shall be performed at the direction of the MR manager, clinicians, and by specially trained non-clinical staff working under the direction of the clinicians.

Budget Considerations

Intermediaries shall consider various elements when planning their LPET budget.  For example, contractors shall explain how they plan to allocate for provider educational activities between LPET and PCOM.  LPET subjects or issues include LCDs, and coverage, coding, and billing issues as identified by the medical review process.  PCOM issues include subjects of national scope or impact.  While there are fundamental differences between the LPET and PCOM programs, there may be circumstances when it would be feasible to provide educational events that encompass the scope of both of these programs.  For any function, such as seminars, conventions, or conferences that address LPET, as well as PCOM subjects, the proportional share of the cost of that function to be allocated to LPET, is equal to the percentage of time related to addressing LPET issues, multiplied by the cost of the function.  For example, the proportional share of the cost of a seminar to be allocated to LPET, is equal to the percentage of the seminar related to addressing issues other than PCOM subjects, multiplied by the cost of the seminar (e.g., if it costs $4,000 to arrange and conduct a seminar containing 75 percent MR and 25 percent national coverage information, then the LPET cost would be $4,000 multiplied by 0.75 or $3,000 and the remaining $1,000 would be charged to PCOM).  However, if the intent of the educational intervention is purely LPET, but PCOM issues arise, address the issues to the extent possible, but charge the cost of the intervention to LPET.  This methodology for allocating costs also applies to other general, all-purpose provider education tools or materials, such as regularly scheduled bulletins/newsletters.  The costs for developing, producing, and distributing bulletins, should be allocated proportionally according to the percentage of the time spent on each subject in the bulletin between LPET and PCOM.

Each intermediary will be given a specified maximum budget for LPET activities.  Intermediaries shall identify the appropriate budget and workload for each activity code within the constraints of their budgets.  Intermediaries are not permitted to charge providers/suppliers for planned educational activities and training materials.  However, intermediaries may assess fees of no more than the cost for educational activities delivered at a non-Medicare contractor sponsored event, specifically requested by specialty societies or associations.  In addition, although intermediaries are mandated to supply providers with a paper copy of their bulletin at no cost, upon request, intermediaries may assess a fee to cover costs if the provider requests additional copies.  All monies collected shall be reported as a credit in the applicable activity code accompanied by the rationale for charging the fee.  The fees must be fair and reasonable.  Revenues collected from discretionary activities must be used only to cover the cost of these activities and may not be used to supplement other contractor activities.

Activity Codes

Business processes are defined for each LPET activity code and are included in the Activity Based Costing (ABC) Activity Dictionary (Attachment 1 to the BPRs).  To accurately capture costs, the LPET ABC Activity Dictionary shall be utilized as a guide when reporting workloads.  Identify only those costs associated with each activity code definition, in order to assure the integrity of the ABC process.  Intermediaries will negotiate workload based upon a set funding amount.
Continuing LPET Activity Codes

24116 - One-on-One Provider Education

24117 - Education Delivered to a Group of Providers

24118 - Education Delivered via Electronic or Paper Media

Budget Approval Requirements

Negotiations with the Regional Office (RO) budget and MR staffs will center on the Strategy and the individual elements of the Strategy.  The CMS RO budget and MR staffs retain the authority to restrict contractor’s funding amounts for MR/LPET Strategies that are not approved based on the lack of detail in methodology, inappropriate use of resources, or inappropriate selection of activities for reducing the claims payment error rate.

Under the Government Performance and Results Act (GPRA), CMS has a goal to reduce the Medicare fee-for-service national paid claims error rate to 4.6 percent in FY 2005.  Intermediaries are not required to establish a baseline error rate or calculate an intermediaries-specific error rate to be judged against the GPRA goal.  The CERT Program will provide the measurements.

Budget requests must be accompanied by a MR/LPET Strategy that includes the following:

· A listing of information and data used to identify medical review problems;

· A listing of identified problems;

· Methodology and metrics for problem prioritization;

· An educational plan to address each problem on the list;

· Outcome goals;

· An evaluation process that assesses effectiveness and efficiency of educational activity and measures progress towards goals;

· A system that allows the follow-up of resolved issues once goals have been met and the concurrent shifting of focus and resources to the next issue on the list;

· A list of employees identified by job title and qualification (e.g., RN, LPN, specially trained staff);

· The number of FTEs for each activity code - include direct cost and qualification (e.g., RN, LPN, specially trained staff);

· A process to monitor spending in each activity code - include a process to revise or amend the plan when spending is over or under the budget allocation;

· A workload reporting process that assures accuracy and consistency;

· A mechanism utilized to monitor and improve the accuracy and consistency of LPET staff’s responses to written and telephone inquiries regarding coverage and coding issues; and

· The following chart (for budget planning purposes only; no entry needs to be made in shaded areas):

ACTIVITY

CODE
ACTIVITY


BUDGET
PROJECTED WORKLOAD


Workload 1
Workload 2
Workload 3

MEDICAL REVIEW (MR)

21001
Automated Review





21002
Routine Reviews





21007
Data Analysis





21010 
TPL or Demand Bills





21206
Policy Reconsideration/Revision





21207
MR Program Management





21208
New Policy Development





21220
Complex Probe Review





21221
Prepay Complex Review





21222
Postpay Complex Review





21901
MIP CERT Support





LOCAL PROVIDER EDUCATION AND TRAINING (LPET)

24116
One-on-One Provider Education





24117
Education Delivered to a Group of Providers





24118
Education Delivered via Electronic or Paper Media





Activity Code Definitions

One-on-One Provider Education (Activity Code 24116)

Intermediaries shall develop One-on-One Provider Education in response to medical review related coverage, coding, and billing problems, verified and prioritized through the review of claims and/or the analysis of information.  As these contacts are directly with the provider, clinical expertise is required to conduct this activity.  One-on-One Provider Education includes face-to-face meetings, telephone conferences, videoconferences, letters, and electronic communications (e-mail) directed to a single provider in response to specific medical review findings.  Include in this activity code the cost and workload for responding to provider questions concerning their specific medical review activities, or new or revised local policies.

Intermediaries choose the type of one-on-one educational activity based on the level of medical review related coverage, coding, and billing errors identified.  For a moderate problem, intermediaries may choose to educate a provider via telephone conference.  For more severe problems, or a problem that was not resolved through a telephone conference, a face-to-face meeting may be more appropriate.  All one-on-one contacts shall be recorded in the provider tracking system (PTS).  The information to include in the PTS should be an explanation of the problem, the type of educational intervention performed, and the directions given to correct the errors.  A written explanation of the problem and directions on how to correct the error might be appropriate for more severe problems, or upon provider request.  While One-on-One Provider Education is likely to correct most medical review coverage, coding, and billing errors, it may be necessary for intermediaries to provide additional remedial education if the provider’s billing pattern continues to demonstrate aberrancies.

Report the costs associated with One-on-One Provider Education in Activity Code 24116.  Include the costs of developing the written materials used in provider specific educational activities.  Written materials supplied, or electronic communications addressed to providers during a One-on-One Provider Education, should not be reported in Education Delivered via Electronic or Paper Media, Activity Code 24118.  One-on-One Provider Education, Activity Code 24116, must capture the one-on-one contact between intermediaries and the provider and the written materials or electronic communication used to facilitate the one-on-one education.  Included in this activity code would be letters sent to a provider that specifically addresses the medical review findings and instructions to correct the errors.  Any contacts to providers made solely by paper or computer, without specifically addressing an individual provider, should not be reported here.

For One-on-One Provider Education, Activity Code 24116, Workload 1 is the number of educational contacts.  Report the number of providers educated in Workload 2.  If a provider sends a representative(s) on his behalf to a one-on-one educational contact, count the number of providers, not representatives, to whom the educational activity was directed.

Education Delivered to a Group of Providers (Activity Code 24117)

To remedy wide spread service-specific aberrancies, intermediaries may elect to educate a group of providers, rather than provide one-on-one contacts.  Subjects more appropriately addressed in a group setting include, but are not limited to, proactive seminars regarding medical review topics, educational interventions related to a group of services that combine for a comprehensive benefit Partial Hospitalization Program (PHP), and local provider educational needs presented by new coverage policies.  This activity is not to be used to educate providers on issues of national scope.  Activity Code 24117, Education Delivered to a Group of Providers, is designed to educate groups of local providers only.
Education Delivered to a Group of Providers may include seminars, workshops, and teleconferences.  A differentiating factor between Education Delivered to a Group of Providers and Education Delivered via Electronic or Paper Media is that of live interaction between educator and providers.  For example, a computer module with the capacity to educate many providers simultaneously, would not be captured here, but would be captured under Education Delivered via Electronic or Paper Media.  The determining factor is that there are not spontaneous, live interactions between educator and providers, with the computer module.

Report the costs associated with Education Delivered to a Group of Providers in Activity Code 24117.  Report the number of group educational activities in Workload 1.  Report the number of providers educated in Workload 2.  If a provider sends a representative(s) on his behalf to a group education activity, count the number of providers, not representatives, to whom the educational activity was directed.

Education Delivered via Electronic or Paper Media (Activity Code 24118)

Intermediaries may elect to provide education via electronic or paper media.  Do not report under this activity code, an electronic tool or a paper document developed and utilized as an adjunct to Education Delivered One-on-One, Activity Code 24116, or Education Delivered to a Group of Providers, Activity Code 24117.  Education delivered solely by electronic or paper media that does not involve the facilitation or interpretation of a live educator would be reported under this activity code.  A comparative billing report issued to an individual provider during a one-on-one educational activity that included instructions on curing aberrant practices, is an example of a paper tool used by the educator and therefore would not be captured here.  It would be included in the One-on-One Provider Education, Activity Code 24116, because it was an adjunct paper tool.  A written letter composed by an educator containing specific instructions to an individual provider, would also be considered One-on-One Provider Education.  However, comparative billing reports issued to specialty groups upon request, or posted on the Web as a means to illustrate patterns, would be captured here.

Intermediaries are required to maintain a Web site.  Included in this category are the development and dissemination of medical review bulletin articles and answers to frequently asked questions (FAQs).  In addition, intermediaries are required to submit to CMS those articles/advisories/bulletins that address local coverage/coding and medical review related billing issues (IOM Pub. 100-8, Chapter 1, section 5.A.9).  FAQs are part of Education Delivered via Electronic or Paper Media as well.  Contractors are required to update them quarterly and post them to their Web sites.  Intermediaries are encouraged to develop a FAQ system that allows providers to search FAQ archives and subscribe to FAQ updates.  The CMS requires contractors to forward all articles and FAQs to CMS per the instructions in IOM Pub. 100-8, Chapter 1, section 5.A.9.  Another example of Education Delivered via Electronic or Paper Media includes, but is not limited to, scripted response documents to LCDs and coverage review questions to be utilized by the customer service staff.

Report the costs associated with Education Delivered via Electronic or Paper Media in Activity Code 24118.  Report the total number of educational documents developed for use in non-interactive educational documents in Workload 1.  Report the number of CBRs developed in Workload 2 (do not include CBRs developed for activities in 24116 and 24117).  Report the number of articles/advisories/bulletins developed in Workload 3.  Workloads 2 and 3 are subsets of Workload 1.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM

Provider Communications (Intermediary)

The aim of the Provider Communications (PCOM) program for FY 2005, continues to be based on CMS’ goal of giving those who provide service to beneficiaries, the information they need to: understand the Medicare program; be informed often and early about changes; and, in the end, bill correctly.  Provider Communications is driven by educating providers and their staffs, about fundamental Medicare programs, policies and procedures, new Medicare initiatives, significant changes to the Medicare program, and by analyses of provider inquiries and claim submission errors.

Provider Communications uses mass media, such as print, Internet, satellite networks, and other technologies, face-to-face instruction, and presentations in classrooms and other settings, to meet the needs of Medicare providers for timely, accurate, and understandable Medicare information.  Provider communications work using the Internet and electronic communications is funded through the Program Management (PM) budget.

The PCOM staff should also consult with the Medical Review staff and the Contractor Medical Director to determine if PCOM is needed to address national educational activities, including national policies and national coverage/coding issues.  Unlike Local Provider Education and Training (LPET), PCOM is generally not targeted to individual providers, but is instead designed to be broader in nature, plus have an additional focus on:

· New programs, policies and initiatives;

· Educating providers on significant changes to the Medicare program;

· Training and consulting for new Medicare providers; and

· Ongoing education of billing staff.

The Provider Communications instructions in the Contractor Beneficiary and Provider Communications Manual, Pub. 100-09, Chapter 4, section 20, represent the current requirements for intermediaries.  No new or incremental work is proposed under these BPRs for FY 2005.

Activity Based Costing will again be used in the budget process for Provider Communications.  The Provider Communications work components from the manual and both PCOM BPRs, are grouped within and under the ABC definitions.

FY 2005 Funding Approach

For FY 2005, CMS will fund each contractor’s level of effort to provide excellent educational services.  Each contractor will be given a specified maximum budget for PCOM activities.  Based on this budget, the contractor must develop a plan for conducting educational activities in their area.

Contractors should explain how they plan to allocate costs for provider education activities between PCOM, LPET, and Benefit Integrity (BI).  LPET subjects or issues include, but are not limited to, medical review, LMRPs, and local coverage and coding issues related to medical review.  BI subjects include fraud and abuse and benefit integrity.  For any functions such as general seminars, conventions, or conferences that address PCOM subjects, as well as LPET and/or BI issues, the proportional share of the cost of that function to be allocated to PCOM is equal to the percentage of time related to addressing PCOM Medicare issues multiplied by the cost of the function.  This methodology for allocating costs also applies to other general, all-purpose provider education tools or materials, such as regularly scheduled bulletins/newsletters.  The costs for developing, producing and distributing bulletins should be allocated proportionally according to the percentage of subject contents of the bulletin between PCOM, LPET, and BI.

Following are the FY 2005 activities, their activity code numbers, and accompanying manual references for the ongoing work requirements included under the activity.

Create/Produce and Maintain Educational Bulletins (Activity Code 25103)

Reference:  IOM, Pub.100-09, Chapter 4, section 20.1.5.

No new or incremental work proposed for FY 2005.

Workload 1 is the total number of bulletin editions published.  Workload 2 is the total number of bulletins mailed.

Partner with External Entities (Activity Code 25105)

Reference:  IOM, Pub.100-09, Chapter 4, section 20.1.12.

No new or incremental work proposed for FY 2005.

Workload 1 is the actual number of partnering activities or efforts with entities other than the PCOM Advisory Committee.

Administration and Management of PCOM Program (Activity Code 25201)

Reference:  IOM, Pub.100-09, Chapter 4, sections 20.1.1, 2, 3, 10, 11 and 20.2.1.

No new or incremental work proposed for FY 2005.

Workload 1 is the number of provider inquiries referred to the provider communications area requiring technical experience, knowledge or research to answer.

Develop Provider Education Materials and Information (Activity Code 25202)

Reference:  IOM, Pub.100-09, Chapter 4, section 20.1.14.

No new or incremental work proposed for FY 2005.

Workload 1 is the number of special media efforts developed.

Special Media Creation (Miscellaneous Code 25202/01)

Use Miscellaneous Code 25202/01 to report the costs associated with the preparation of special media.

Disseminate Provider Information (Activity Code 25203)

Reference:  IOM, Pub.100-09, Chapter 4, section 20.1.6, 8, 9, and 13.

No new or incremental work proposed for FY 2005.

Management and Operation of PCOM Advisory Group (Activity Code 25204)

Reference:  IOM, Pub.100-09, Chapter 4, section 20.1.4.

No new or incremental work proposed for FY 2005.
FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM
Audit (Intermediary)
Each intermediary’s budget is to furnish sufficient funding to complete all required activities in accordance with CMS instructions.  As funds permit, intermediaries are to budget based on CMS’ audit priorities identified below.  The Activity Based Costing (ABC) Activity Dictionary for Audit should be utilized to define the tasks that should be included in each activity.  (See Attachment 1 to the BPRs).

General Instructions

· Audit Quality - Intermediaries must continuously strive to comply with all audit standards and instructions, especially those regarding audit techniques, implementation of adjustments, and the expansion of audits based on preliminary findings and managerial review.  Each audit must address the issues identified for field review by properly performing all necessary audit steps and procedures, and documenting them in properly prepared and supervisory reviewed audit working papers.

· Auditor Training - In performing a Medicare audit, the intermediary shall comply with the standards outlined in Chapter 3 of the June 1994 Government Auditing Standards (GAS).  The general standards applicable to Medicare audits are; Qualifications, Independence, Due Professional Care and, Quality Control.  

(See Chapter 8, section 80, of the Financial Management Manual).

· Intermediaries must complete the Contractor Audit and Settlement Report (CASR), the Audit Selection Criteria Report (ASCR), and the Schedule of Providers Serviced (SPS), in accordance with the instructions contained in CMS Financial Management Manual.  Intermediaries must complete a supporting worksheet that shows the details of their calculation of all data shown on the CASR and the Provider Reimbursement Profile (PRP).  Intermediaries are to use available time records to support the hours indicated.  These data can be extracted from the System Tracking for Audit and Reimbursement (STAR) system, if necessary.  The supporting worksheets are to be maintained in the intermediary’s files for review or submission to CMS at a later date.

Provider Audit Priorities for FY 2005

The primary focus of audit is proper payment.  Intermediaries should attempt to optimize the audit budgets by ascertaining risk, in conjunction with the CMS stated goals.  Specific attention should be given to new providers, bad debts, organ procurement costs, indirect and direct medical education (IME/GME), disproportionate share (DSH), Transitional Outpatient Payments (TOPs), and excluded units.  This will allow intermediaries to optimize the funding available and impact more at risk program dollars.  Each contractor should consider the following priorities in determining workload and selecting providers for review/audit:

· Any intermediary that has not yet completed their Hospital Outlier Payment Audits should continue to do so in compliance with CR 2528, Instructions Regarding Hospital Outlier Payments.

· In accordance with guidance provided in the Financial Management Manual Pub 100-06 Chapter 8, section 90, all cost reports that do not require an audit should be settled within 12 months.  The time period to become current is September 2005.


Note:  Any intermediary that will not be current by the end of FY 2005 should submit a plan to the Regional Office (RO) with their budget submission identifying how and when they will become current.  The plan should utilize the updated Uniform Desk Review program.

· Concentrate on the largest teaching hospitals, multi-facility hospitals with subproviders excluded from PPS, and hospitals with significant organ acquisition costs.  Intermediaries should place special emphasis during field audits/reviews on the GME/IME intern and resident counts in teaching hospitals.  In addition, special emphasis must be placed on the audit of TOPs payments and Medicaid days for the DSH adjustment.

· Concentrate on Critical Access Hospitals (CAHs) to ensure that all costs claimed are reasonable and necessary, are related to patient care, and that the statistics used to allocate and apportion cost are appropriate and accurate.  Intermediaries with a significant number of CAHs should ensure that their audit activities include this type of audit.

· Concentrate on those hospitals with hospital-based Home Health Agencies (HHAs), for cost reporting periods prior to the implementation of Home Health Prospective Payment System (PPS) if the cost report is still open.  Intermediaries should give special attention to those hospitals that have management contracts for the administration of their HHAs.  HHA/PPS cost reports should not be an area of concentration unless they contain unusual pass-through costs.

· Reviews of Skilled Nursing Facility (SNF) cost reports covered by the SNF Prospective Payment System (PPS), should focus on non PPS costs, such as bad debts and utilization review.  However, for any SNF cost reports that are still open for pre-PPS years, the intermediaries should give them priority.  Focus those reviews on SNFs that have subproviders, respiratory therapy services, and the allocation of cost between Certified and Non-certified areas to ensure the provider has the proper documentation to properly reflect the separation of costs.  If the documentation does not exist, the areas are to be collapsed into one unit.

· Review Chain Home Office cost statements for chains with providers or subproviders that are receiving significant cost-based reimbursement.  The intermediaries are to ensure that the home offices are properly allocating costs to the providers in the chain in a manner approved by CMS.  Determine that you are able to account for all related organizations.  In addition, review the due to and due from accounts on the home office trial balance to ensure proper direct costing to the providers.  Home Office cost statement reviews are not needed, if the providers in the chain are not reimbursed based on cost.

· Consider reviewing Community Mental Health Centers if they receive significant TOPS payments.  Review the providers cost and charges related to outpatient services.

· End Stage Renal Disease (ESRD) facilities are to be audited in accordance with BBA requirements.  The intermediaries are to ensure that one-third of freestanding and hospital based ESRD facilities with cost reports ending between 1/01/01 and 12/31/01, are reviewed in FY 2005.  One-third of these facilities should have been reviewed in FY 2003, one third should have been reviewed in FY 2004, and the final one-third shall be reviewed in FY 2005.  The objective is to complete audits of all ESRDs by FY 2005.

Note:  The FY 2006 BPRs will change the schedule for auditing these facilities. Rather than auditing all ESRD cost reports for an entire cost reporting period, i.e. 2001, intermediaries will audit one-third of ESRD facilities with fiscal years ending between January 1, 2004 and December 31 , 2004.  In the subsequent year BPRs, you are to audit one-third of ESRD facilities with fiscal years ending between January 1, 2005 and December 31, 2005 and in the 2008 you will audit one-third of the 2006 calendar year cost reports.  After a three-year cycle BPRs cycle, all ESRD facilities will have been audited at which time a new cycle will begin.  We will send out revised instructions and desk review/audit program to use to accomplish this task.  Intermediaries should settle all ESRD cost reports that will not be audited based on this schedule. 

· Concentrate on Rural Health Clinics that share offices with physician offices, to ensure that the proper costs are allocated to the Medicare cost report and that Medicare is not being charged for costs that are not program related.

· Any audit initiatives that the contractors believe should be included, that differ from the above priorities, should be discussed with the RO.

As funds permit, an intermediary may perform a limited number of cyclical reviews on those providers whose cost reports have not recently been subjected to a field audit.  However, providers who only have PPS payments (i.e., Hospice, SNFs, HHAs) should be minimally selected.  This cyclical effect is used to maintain the sentinel effect of the audit process.

In scoping field audits, the intermediary may consider the review of a provider’s documentation to support Form CMS-838, Medicare Credit Balance Report.  The applicable hours to complete credit balance reviews are to be included in the total number of hours needed to perform an audit.

Reopenings

Reopenings should be initiated where appropriate, in accordance with CMS instructions in the Financial Management Manual, Chapter 8, section 100.  Intermediaries must ensure that all provider cost reports which still require Home Office Cost Statement finalization, have been reopened in accordance with program requirements.

Appeals

Intermediaries should focus its activities to assist in the reduction of backlog cases at the Provider Reimbursement Review Board (PRRB).  Intermediaries must process appeals in accordance with PRRB required time frames.

Supporting Documentation

Contractors are to submit the requested information in Attachment A.  Do not include low/no utilization cost reports in your Desk Review workload projections.

Contractors do not need to submit their detailed audit plan until after final budget approval has been received.  At that time, if necessary, contractors should submit to their RO a revised Attachment A and their detailed audit plan.  Through the course of the year, contractors are permitted to revise their audit plan based on changes in CMS and/or contractors priorities and due to other audit activities that affect the original audit plan.

Description of Activity Codes

Provider Desk Reviews (Activity Code 26001)

Include funding for activities related to the cost report acceptance, tentative settlement, desk review, and audit scoping.  (See Chapter 8, sections 10 and 20, of the Financial Management Manual).

Include in Workload 1, Activity Code 26001, the total number of cost report desk reviews completed (exclude desk reviews for low/no utilization cost reports).  This count is the same as line 2a of the CASR IER (CIER).  The CIER total number of units (line 2a) is the total of lines 3a (limited desk reviews) and 4a (full desk reviews).  Workload 2 is line 3a (limited desk reviews).  Workload 3 is line 4a (full desk reviews).  This does not include any count for provider-based facilities.  

Provider Audits (Activity Code 26002)

Include funding for all activities after the desk review, but prior to the settlement.  (See Chapter 8, sections 30-80, of the Financial Management Manual).

Report the total count for all audits as Workload 1, in Activity Code 26002.  An audit includes all work efforts subsequent to the completion of the desk review up to, but not including, the revising the cost report.  Include the total count for all audit types shown in line 6b of the CASR IER.

Provider Settlements (Activity Code 26003)

Include funding for all work performed after the desk review/field audit through issuance of the Notice of Program Reimbursement (NPR).  (See Chapter 8, section 90 of the Financial Management Manual).  Settlements include work performed on a cost report, after the completion of the desk review, field audit, and the final exit conference.  Do not include any appeal or hearing work.  Report the number of costs reports settled as Workload 1, in Activity Code 26003.  This is the amount reported in line 10a of the CASR IER, the number of cost reports settled.  A cost report is settled when the NPR is mailed or transmitted.

Cost Report Reopenings (Activity Code 26004)

Include funding for all work related to the reopening of a cost report.  (See Chapter 8, section 100 of the Financial Management Manual).

Report the number of reopenings as Workload 1, in Activity Code 26004.  This is the amount included in line 13b of the CASR IER, the number of reopenings completed.  Do not include a count for denials.

Wage Index Review (Activity Code 26005)

Include funding for all activities related to wage index reviews.  (See Chapter 8, section 20.4 of the Financial Management Manual).

Report the number of wage index reviews completed as Workload 1.

PRRB and Intermediary Hearings (Activity Code 26011)

Include funding for all work performed on cost reports related to a provider’s appeal.

Report the number of cases closed as Workload 1.  This count should include all cases that are closed through hearings, administrative resolutions, mediation, withdrawn, etc.  Group cases should be counted as one case only.

FY 2005 BUDGET AND PERFORMANCE REQUIREMENTS

MEDICARE INTEGRITY PROGRAM
Medicare Secondary Payer - Postpayment (Intermediary)
The BPRs for FY 2005 will detail specific workload focus items in addition to ongoing Medicare Secondary Payer (MSP) Postpayment activities.  Contractors should develop their FY 2005 MSP Postpayment budget by using the workload focus items outlined in the narrative below only.  MSP outreach will not be funded.

Medicare Secondary Payer activities are described in the ABC Activity Dictionary (Attachment 1 to the BPRs), the Internet Only Manual, Pub. 100-5, and the Financial Management Manual, Pub. 100-6, as well as the specific Program Memoranda (PMs) identified below:

Transmittal AB-00-11 (CR 899), Transmittal AB-00-129 (CR 1460), Transmittal AB-03-082 (CR 2548), CR 3274 Financial Management (awaiting publication), CR 2870 Financial Management (awaiting publication), Transmittal 86 (CR 3142) and CR 3163 Interest calculation (awaiting publication). Additionally, the 4/15/03, Joint Signature Memorandum titled “Clarification/ Reminder of Medicare Secondary Payer (MSP) Post Payment Activities for FY 2003 for Group Health Plan (GHP) Recoveries” and the 1/30/04, Joint Signature Memorandum titled “Expanded Aetna/CIGNA litigation Exclusions”.

General Reminder:  The BPRs will not override any postpayment instructions where contractors have specific instruction for pending litigation, bankruptcy, etc.

The following MSP Postpayment activity codes are listed in order of workload focus priority.  Contractors should only budget for these focus workloads.

Group Health Plan (Activity Code 42003)

1. Fully implement and become current on the identification and initial demand letter process involving all Data Match cycle tapes.  History search parameters should be from 10/1/01 forward.  If the history search identifies potential GHP mistaken primary payments that equal or exceed $1,000, the contractor must seek recovery.  Prior to the mailing of an initial demand, check the Common Working File (CWF) to determine the records validity to the proposed debt.  The initial demand letter for Data Match GHP should be sent by certified mail.  Upon issuance of the demand letter packages, the contractors should provide a copy of the demand letter packages to the insurer/Third Party Administrator (TPA) associated with this debtor (employer).  The copy to the insurer/TPA does not have to be sent by certified mail.  The contractor should also obtain authorization from the debtor to allow the insurer/TPA to act as their agent in resolving the debt.
2. Fully implement and become current with the Non-Data Match GHP mistaken payment identification and initial demand letter process.  History search parameters should be from 10/1/01 forward.  If the history search identifies potential GHP mistaken primary payments that equal or exceed $1,000, the contractor must seek recovery.  Prior to the mailing of an initial demand letter, check the CWF to determine the records validity to the proposed debt.  The initial demand letter for Non-Data Match GHP should be sent by certified mail.  Upon issuance of the demand letter packages the contractors should provide a copy of the demand letter packages to the insurer/TPA associated with this debtor (employer).  The copies do not have to be sent by certified mail.  The contractor should also obtain authorization from the debtor to allow the insurer/TPA to act as their agent in resolving the debt.
Note:  If the GHP on the original demand has a “union plan,” the lack of CWF information for the debt is not a sufficient reason to invalidate the debt.

3. Acknowledge and respond to 95% of all correspondence within 45 calendar days from the date of receipt in the corporate mailroom or any other mail center location, absent instructions to the contrary for a particular activity.  Correspondence sent to the contractor as a copy (cc) does not require any action.

Liability, No-Fault, Workers’ Compensation (Activity Code 42002)
1. Lead Recovery FI’s:  Respond to “Notice of Settlement” correspondence by obtaining updated amounts from the ReMAS system and make the demand.

2. Lead Recovery FI’s:  Enter all pre-settlement (no demand having been issued yet) liability, workers’ compensation cases into the ReMAS system on a beneficiary by beneficiary basis and initiate claims identification.

Note:  Contractor prior to ReMAS entry needs to converse with their Regional Office as to the feasibility of entering cases which are more than three years old for which there are no notice of settlement.

3. Lead Recovery FI’s:  Enter in all no fault cases not yet having a demand issued into the ReMAS system on a beneficiary by beneficiary basis and initiate claims identification.  Once Medicare’s claim is identified, make the demand.

4.
Lead Recovery FI’s: Within ReMAS, initiate the identification of Medicare’s claim specific to new liability, no fault or workers’ compensation leads.
Debt Collection/Referral (Activity Code 42021)

1. Adjudicate and post all checks to established debts within 20 days from receipt in the corporate mail center.  The goal is to post all checks to an established debt within the same quarterly reporting period.
2. Acknowledge and respond to 95% of all correspondence within 45 calendar days from the date of receipt in the corporate mailroom or any other mail center location, absent instructions to the contrary for a particular activity.  Correspondence sent to the contractor as a carbon copy (cc) does not require any action.

3. Refer all eligible debt to Treasury within required timeframes in compliance with CMS instructions.

4. Upon issuance of the intent to refer letter, the contractor should provide a copy of the entire intent to refer package with all attachments to the insurer/TPA of the debtor (employer).  The copies do not have to be sent by certified mail.

General Inquiries (Activity Code 42004)

1. Deposit checks and transmit ECRS MSP inquiries on all voluntary/unsolicited checks not associated with an existing case or debt, in order to begin the development process at the COBC, as defined in CR 3274.
2. Acknowledge and respond to 95% of all correspondence within 45 calendar days.  Correspondence sent to the contractor as a carbon copy (cc) does not require any action.

MSP Workload

MSP Postpayment workload is defined in CR 2548 and the ABC Activity Dictionary.

LEAD CONTRACTORS, BY STATE, FOR MSP LIABILITY RECOVERIES

Effective 6/02/2004
Note:  The list set forth below applies except where CMS has designated a specific intermediary or carrier as the lead contractor or recoveries for a particular class or group of cases.  See the end of this document for a current list of such designations.

Alabama   00010


Cahaba, GBA

MSP Division, PO Box 12647, Birmingham, AL 35202

Alaska   00430


Premera Blue Cross


MSP, PO Box 2847, Seattle, WA 98111-2847

American Samoa   00454


United Government Services


MSP, PO Box 9140, Oxnard, CA 93101-9140

Arizona   00030


Blue Cross and Blue Shield of Arizona


MSP, PO Box 37700, Phoenix, AZ 85069-7700

Arkansas   00020


Arkansas Blue Cross and Blue Shield


Medicare Services, PO Box 1418, Little Rock, AR 72203

California   00454


United Government Services 

MSP, PO Box 9140, Oxnard, CA 93101-9140
Colorado   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Connecticut   00308


Empire Medicare Services


Empire MCR Services, PO Box 4751, Syracuse, NY 13221-4751 

Delaware   00308


Empire Medicare Services


Empire MCR Services, PO Box 4751, Syracuse, NY 13221-4751 

District of Columbia   00190


Care First Blue Cross and Blue Shield of Maryland, Inc.


MSP, 1946 Greenspring Drive, Timonium, MD 21093-4141


Florida   00090


First Coast Service Options, Inc.


MSP, PO Box 44179, Jacksonville, FL 32231

Georgia   00101


Blue Cross Blue Shield of Georgia


MCR Division, PO Box 9048, Columbus, GA 31908-9048

Guam   00454


United Government Services 
MSP, PO Box 9140, Oxnard, CA 93101-9140 
Hawaii   00454


United Government Services 
MSP, PO Box 9140, Oxnard, CA 93101-9140
Idaho   00350


Medicare Northwest


MSP, PO Box 8110, Portland , OR  97207-8110

Illinois   00131


AdminaStar Federal

MSP, 225 N. Michigan Avenue, 22nd Floor, Chicago, IL 60601

Indiana   00130


AdminaStar Federal


MSP, 8115 Knue Road, PO Box 50408, Indianapolis, IN 46250

Iowa   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Kansas   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Kentucky   00160


AdminaStar Federal MSP


9901 Linn Station Road, PO Box 23711, Louisville, KY 40223

Louisiana   00230


Trispan Health Services


MSP, PO Box 23046, Jackson, MS 39225-3046

Maine   00180


Associated Hospital Service of Maine and Massachusetts


MSP, 2 Gannett Drive, South Portland, ME 04106

Maryland   00190


Care First of Maryland, Inc.

MSP, 1946 Greenspring Drive, Timonium, MD 21093-4141


Massachusetts   00181 (00180)


Associated Hospital Service of Maine and Massachusetts


MSP, 1515 Hancock Street, Quincy, MA 02169-5228

Michigan   00452

United Government Services 
MCR Division/401 N. Michigan, PO Box 2019, Milwaukee, WI 53203 

Minnesota   00320


Noridian Mutual Insurance Company


MSP, 4305 13th Avenue South, Fargo, ND 58103-3373

Mississippi   00230


Trispan Health Services


MSP, PO Box 23046, Jackson, MS 39225-3046

Missouri   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Montana   00250


Blue Cross and Blue Shield of Montana, Inc.


MSP, PO Box 5017, Great Falls, MT 59403

Nebraska   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Nevada    52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

New Hampshire   00270


Anthem Health Plans of New Hampshire


MSP, 3000 Goff Falls Road, Manchester, NH 03101

New Jersey   00390


Riverbend


MCR Division/730 Chestnut Street, Chattanooga, TN 37402

New Mexico   00400


TrailBlazer Health Enterprises, LLC


MSP, PO Box 9020, Denison, TX 75021

New York   00308


Empire Medicare Services


MSP, PO Box 4751, Syracuse, NY 13221-4751

North Carolina   00382


Palmetto GBA


MSP, PO Box 3824, Durham, NC 27702

North Dakota   00320


Noridian Mutual Insurance Company


MSP, 4305 13th Avenue South, Fargo ND, 58103-3373 

Northern Marianna Islands San Francisco   00454


United Government Services


MSP, PO Box 9140, Oxnard, CA 93101-9140
Ohio   00332

AdminaStar Federal


PO Box 145482, Cincinnati, OH 45250-5482  

Oklahoma   00340


Group Health Service of Oklahoma, Inc.


MCR Division/1215 S. Boulder, PO Box 3404, Tulsa, OK 74101

Oregon   00350


Medicare Northwest


MSP, PO Box 8110, Portland, OR 97207-8110

Pennsylvania   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Puerto Rico   57400, 00468


Cooperativa de Seguros de Vida de Puerto Rico


MCR Division/PO Box 363428, San Juan, PR 00936-3428  

Rhode Island   00021

Arkansas BS


Medicare Services, PO Box 249, Providence, RI 02901-0249
South Carolina   00380


Palmetto Government Benefits Administrators, LLC.


MCR Division/PO Box 100190, Columbia, SC 29202

South Dakota   52280


Mutual of Omaha Insurance Company


Medicare, PO Box 1602, Omaha, NE 68101

Tennessee   00390


Riverbend


MCR Division/730 Chestnut Street, Chattanooga, TN 37402

Texas   00400


TrailBlazer Health Enterprises, LLC.


MSP, PO Box 9020, Denison, TX 75021

U.S. Virgin Islands   57400,  00468


Cooperativa de Seguros de Vida de Puerto Rico


MCR Division, PO Box 363428, San Juan, PR 00936-3428
Utah   00350


Medicare Northwest


MSP, PO Box 8110, Portland, OR  97207-8110

Vermont   00270


Anthem Health Plans of New Hampshire


MSP, 3000 Goff Falls Road, Manchester, NH 03101 

Virginia   00453


United Government Services
MSP, PO Box 12201, Roanoke, VA 24023-2201 

Washington   00430


Premera Blue Cross


MSP, PO Box 2847, Seattle WA 98111-2847

West Virginia   00453

United Government Services
MSP, PO Box 12201, Roanoke, VA 24023-2201 

Wisconsin   00450


United Government Services 

MSP, PO Box 12201, Roanoke, VA 24023-2201 

Wyoming   00460


Blue Cross and Blue Shield of Wyoming


MCR Division, 4000 House Avenue, PO Box 908, Cheyenne, WY 82003 

CMS designated lead contractors for specific groups/classes recoveries:

· Gel Implant Recoveries:  TrailBlazers (Ms Chinika Polk, Director, MSP Recoveries: 903-463-0668) and Cahaba, GBA (Ms. Ward, Manager: MSP Recoveries 205-220-2633 / Ms. Spencer, MSP Insurance Specialist: 205-220-4812)  (See below list for state by state responsibilities).

Trailblazers - AL, AR, AS, AK, AZ, CA, CO, ID, GA, GU, HI, KY, LA, MP, MS, MT, NC, ND, NM, NV, OK, OR, SC, SD, TN, TX, UT, WA, WY.

Cahaba - CT, DC, DE, FL, IA, IL, IN, KS, MA, MD, ME, MI, MN, MO, NE, NH, NJ, NY, OH, PA, PR, RI, VA, VI, VT, WI, WV.

· Bone Screw recoveries:  United Government Services, MSP, PO Box 9140, Oxnard, CA 93031-9140 (formally known as BCC was originally the lead contractor for AcroMed settlement recoveries; now the lead for all bone screw recoveries).

· Diet Drug recoveries:  Cahaba GBA, MSP Division, PO Box 12647, Birmingham, AL 35202 (If FedEx, use the following address: 450 Riverchase Parkway E, Birmingham, AL 35298).

· Sulzer Inter-Op Acetabular Shells for Hip Implants recoveries:  Chisholm Administrative Services, MSP Department, 1215 South Boulder, Tulsa, Oklahoma 74101

· Sulzer Orthopedic & defective knee replacements recoveries:  Chisholm Administrative Services, MSP Department, 1215 South Boulder, Tulsa, Oklahoma 74101

· Rhode Island Receivership recoveries:  Associated Hospital Service of Maine and Massachusetts, MSP, 2 Gannett Drive, South Portland, ME 04106
CAFM

 Code
Activity Name
Definition
Tasks
Workload

11201
Perform EDI Oversight
The costs related to the establishment of EDI authorizations, monitoring of performance, and support of EDI trading partners to assure effective operation of EDI processes for electronic billing, remittance advice, eligibility query, claims status query, and other purposes; and/or between Medicare and a bank for electronic funds transfer or remittance advice.

Reference:  

· Internet Only Manual – Medicare Claims Processing Manual Chapters 22, 24, 25, 26 and 31

· CRs amending the IOM:

       CR 2819-Ch. 24/Section 

       40.7 

      CR 2966-Ch. 24/Section 90

      CR 3017-Ch. 31/Section

       20.7

       CR 3050-Ch. 24/Section   

       40.7.2

· Joint Signature Memo (RO-2323, 10-19-03)


a. Obtain valid EDI and EFT agreements, provider authorizations for third party representation for EDI, and network service agreements.  Enter the data into the appropriate provider-specific and security files, and process reported changes involving those agreements and authorizations.

b. Issue/control/update/monitor passwords and EDI billing/inquiry account numbers  

c. Sponsor providers and vendors to establish IVANS, other private network, and LU 6.2 connections where supported

d. Systems test with electronic providers/agents to assure compatibility for the successful exchange of data  

e. Submit EDI data, HIPAA implementation status, and submitter HIPAA testing status reports  

f. Monitor and analyze recurring EDI submission and receipt errors, and coordinate with the submitters and receivers when necessary to eliminate errors

g. Investigate high provider eligibility query to claim ratios and initiate corrective action as needed

h. Maintain a list on your web page of software vendors whose EDI software has successfully tested for submission of transactions to Medicare

i. Furnish support to providers on the use of the free/low cost billing software

j. Furnish basic support to providers on interpretation of transactions issued by Medicare 


 

11202
Manage Paper Bills/Claims
All costs related to the receipt, control, and entry of paper claims and for maintenance of the standard paper remittance advice format. This activity encompasses tasks prior to and following the shared system process.

Reference:
· Medicare Claims Processing Manual, Chap 1, Section 40.4.1, 50, 50.1.1, 50.1.8, 50.2, 80, 80.1, 80.2.1, 130, 130.1.  Chap. 22, Sections 10, 20, 30, 50, 50.2, Chap. 24, Sections 40.3.2, 40.4, Chap. 25, Section 50.1


a. Receive, open, sort and distribute incoming claims

b. Image paper claims and attachments

c. Assign control numbers and date of receipt

d. Perform data entry (whether manual or electronic scanning)

e. Identify claims that cannot be processed due to incomplete information

f. Resolve field edit errors

g. Return incomplete paper claims or paper claims that failed pre-shared system edits to providers for correction and resubmission

h. Re-enter corrected/developed paper claims.  Manage paper bills.

i. Update the standard paper remittance advice format annually, if directed by CMS


Workload 1 is the difference between the total claims reported on the HCFA-1565, Page 9, Line 38, Column 1 minus the EMC claims reported in Line 38, Column 6.                     

11203
Manage EDI Bills/Claims
Establish, maintain, and operate the infrastructure for EDI and DDE, as supported, for claims, remittance advice, status query, eligibility query, and EFT.  Requires 1 upgrade per year in each of the EDI formats supported, free billing software, and related tasks.

Reference:

· Internet Only Manual- Medicare Claims Processing Manual Chapters 22, 24, 25, 26 and 31

· Activity related CRs:
       CR 2840/Ch. 24

       CR 2900/837P CD 

       Modification

       CR 2947/835 CD/FF

       Modification

      CR  2948/835 CD  

       Modification

       CR 2964/Ch. 24

       CR 3065/Ch. 31

       CR 3095/Ch. 24/Section

       40.73

      Ch. 3101/Ch. 24/Section

      70.1 & 70.2


a. Provide free billing software, PC-Print software (for pre-HIPAA versions/formats), and update once per year                           

b. Alpha test and validate the free billing software

c. Assist with resolution of problems with telecomm protocols and lines, and your software and hardware to maintain connectivity with partners

d. Maintain capability for receipt and issuance of transactions via DDE, where supported, and in EDI batches

e. Maintain EDI access, syntax, and semantic edits at the front-end, prior to shared system processing

f. Route edit and exception messages, claim acknowledgements, claim development messages, and electronic remittance advice and query response transactions to providers/agents via direct transmission or via deposit to an electronic mailbox for downloading by the trading partners and route EFTs                                                                      

g. Maintain back-end edits to assure remittance advices 835 and 277 query responses comply with the implementation guide requirements, and EFTs comply with the ACH or 835 requirements          

h. Create a copy of EDI claims as received and have the ability to recreate outgoing remittance advice and COB transactions

i. Maintain audit trails to document processing of EDI transactions

j. Translate transaction data between pre-HIPAA and HIPAA standard formats and the corresponding shared system flat files

k. Update claim status and category codes, claim adjustment reason codes, and remittance advice remark codes

l. Bill third parties for electronic access to beneficiary eligibility data, maintain receivables for those accounts, and terminate third parties for non-payment
Workload 1 is reported on the HCFA-1565, Page 9, Line 38, Column 6.                    

11204
Bills/Claims Determination
Most of the costs related to the determination of whether or not to pay a claim after claim entry and initial field edits are automated and captured under the Run Systems activity.  However, operational support staff is required to support claims pricing and payment in conjunction with the programming activities included under Run Systems.  Costs of these support activities, which include the creation, maintenance, and oversight of reasonable charge screens, fee schedules, and other pricing determination mechanisms that support claims processing systems, are reported under the Bills/Claims Determination activity.  Also, the cost of any staff intervention in the adjudication of claims resulting from automated claims payment edits should be assigned to this activity.

Reference:
· MCM, Part 2, Section 5240

· MCM, Part 3, Section 3000-4000

· MCM, Part 3, Section 4630

· PM B-01-60
a. Maintain fee schedule (local variations)

b. Check for duplicates                                                

c. Identify claims that have to be resolved manually                                                                          d. Re-enter corrected/developed claims that suspend from the standard system                                                                               e. Resolve edits on claims that cannot be processed (if possible)                                                        

f. Maintain pricing software modules 

g. Update HCPCS, diagnostic codes, and other code sets that impact pricing as needed
Workload 1 for adjudicated claims is the difference between the cumulative numbers of claims processed reported on the HCFA-1565, Page 1, Line 15, Column 1 minus Line 16, Column 1 (replicates).

11205
Run Systems
The costs of procurements and the programmer/management staff time associated with the systems support of claims processing outside those provided by the standard system maintainer under direct contract to CMS.  It also includes, but is not limited to: data center costs for Bills/Claims Payment; local CPU costs for claims processing;  validating new software releases; maintaining interfaces and testing data exchanges with standard systems, CWF, HDC, State Medicaid Agencies; maintaining the Print Mail function, on-line systems, telecommunications systems, and mainframe hardware; providing LAN/WAN support; and ongoing costs of transmitting claims data to and from the CWF host, as well as other telecommunications costs.

Reference:
· MCM, Part 2, Section 5240

· MCM, Part 3, Sections 3000-4000


a. Test releases                                              

b. Assign Data Center costs                                       

c. Purchase software/hardware.                                  

d. Generate data for MSNs/EOMBs/NOUs, paper remittance advices, and paper checks (Note:  any associated printing and mailing costs will be included in the "Manage Outgoing Mail" activity)                                                         

e. Manage change requests


11206
Manage IS Security Program
The costs necessary to adhere to the CMS information systems security policies, procedures and core security requirements, re: the CMS Business Partner Systems Security Manual (BPSSM). 

Reference: 

· BPSSM Section 2.2 

· BPSSM Section 3.1

· BPSSM Section 3.2 

· BPSSM Section 3.3

· BPSSM Section 3.4

· BPSSM Section 3.5.1

· BPSSM Section 3.5.2

· BPSSM Section 3.6

· BPSSM Section 3.7
· BPSSM Section 3.8
a. Principal Systems Security Officer (PSSO) staffing (including support staff), and training and supporting PSSO functions and responsibilities (Section 2 of the BPSSM) 

b.  Conduct an annual self-assessment using CAST (A-2 of the BPSSM)

c. Develop, review and update the systems security plans (Section 3.1 of the BPSSM) 

d. Conduct, review and update the Information System Risk Assessment (Section 3.2 of the BPSSM) 

e. Prepare the annual systems security component of internal control certification (Section 3.3 of the BPSSM)   

f.  Prepare, review, update and test the information technology systems contingency plan (Section 3.4 of the BPSSM)

g.  Conduct an Annual Compliance Audit and implement Corrective Action Plans to resolve resultant findings (Section 3.5 of the BPSSM)  

h.  Develop Computer Incident Reporting and Response Procedures (Section 3.6 of the BPSSM) 

i. Develop and maintain a system security profile (Section 3.7 of the BPSSM) 




11207
Perform Coordination of Benefits Activities with the Coordination of Benefits Contractor (COBC), Supplemental Payers, and States
The costs associated with the continuation of activities related to the crossing over of Medicare processed claims data to existing trading partners and costs associated with the transmission of Medicare processed claims to the COBC. 

Reference:
· Pub. 100-04, Section 70.6, Chapter 28 


 a.  Maintain and support your existing Trading Partner Agreements (TPAs) during transition to the COBA process, including providing assistance to the trading partner as it cancels its TPA and coordinates its COBA implementation to avoid loss of crossed claims. 

b. Coordinate with the COBC to ensure that 837 flat file transmission issues, including transmission problems, data quality problems, and other technical difficulties, are resolved timely.

c. Upon issuance of a CMS program transmittal, coordinate with the COBC to ensure that COBA trading partner requests for retrospective claims (COBA recovery process) are processed timely.

d. Continue claim-based Medigap and/or Medicaid crossover processes until CMS issues a program transmittal that provides direction to cease such activities


 Workload 1 is the number of claims transferred as designated in the MCM Pub. 100-06 (IER and FACP reporting).

Workload 2 is the number of claims crossed to the COBC. (IER and FACP reporting).   

11208


Conduct Quality Assurance
The costs related to routine quality control techniques used to measure the competency and performance of claims processing personnel; quality assurance reviews of fee schedules, HCPCS and ICD-9 updates and maintenance; and review of contractor systems.

Misc. Code:  11208/01 – Part B Quality Assurance Reviews – Identify the amount included in Activity Code 11208 that is being requested for the new 

Part B Quality Assurance Process for completing the 1,000 case sample review.

Reference:
· MCM, Part 1, Section 4213

· MCM, Part 2, Chapter 3, Section 5240

· MCM, Part 3, Sections 7032.3

· MCM, Part 3; Section 13360.1

· MCM, Part 3, Section 14002
· MCM, Part 3, Section 15023
a. Review suspended/reopened claims for correct processing                                              b. Review processed paper/EMC claims for accuracy                                                                                     c. Perform other QC sampling techniques for claims processing

d. Perform QA on fee schedules maintenance and contractor systems


11209
Manage Outgoing Mail
The costs to manage the outgoing mail operations for the bills/claims processing function (e.g., costs for postage, printing NOUs/MSNs/EOMBs, remittance advices and checks, and paper stock).

Reference:

· Medicare Claims Processing Manual, Chap 1, Section 20

· Medicare Claims Processing Manual Chap. 22, Section 10.
a. Mail NOUs/MSNs/ EOMBs, paper remittance advices, and checks

b. Mail requests for information (other than medical records or MSP) to complete claims adjudication

c. Return unprocessable claims to providers

d. Return misdirected claims

e. Forward misdirected mail


11210
Reopen Bills/Claims
The costs related to the post-adjudicative reevaluation of an initial or revised claim determination in response to (e.g.) the addition of new and material evidence not readily available at the time of determination; the determination of fraud; the identification of a math or computational error, inaccurate coding, input error, misapplication of reasonable charge profiles and screens, etc.

(Note:  Include the cost of processing an adjustment, but only if the adjustment is specifically related to a reopening.  Do not include the cost of an adjustment to a claim that results from an appeal decision).
Reference:

Internet Only Manual-Publication 100-4, Chapter 29, Section 60.27
a. Receive written inquiry or referral for reopening

b. Control and image claim

c. Research validity of issues related to the reopening

d. Adjust claim as appropriate

e. Issue response related to claims determination if necessary (e.g., a revised NOU or EOMB)

f. Refer to other areas if appropriate to the circumstances

g. Document and maintain files for appropriate retrieval


11211
Non-MSP Carrier Debt Collection/ Referral
The costs incurred in the recovery of all Part B Program Management overpayments by carriers in accordance with applicable laws and regulations. (Note:  the costs of developing an overpayment should be captured in the respective budget area from which it was generated).

Reference:

· Medicare Financial Management Manual, Chapter 3 & 4


a. Initiate the prompt suspension of payments to providers to assure proper recovery of program overpayment and reduce the risk of uncollectible accounts

b. Verify bankruptcy information for accuracy and timeliness

c. Coordinate with CMS/OGC and update the PSOR to ensure proper treatment and collection of overpayments 

d. Refer eligible debt to Treasury

e. Review all extended repayment plan requests (ERPs)

f. Coordinate with CMS on ERPs

g. Documented attempts to collect overpayments timely.  This includes attempting to locate providers and telephoning delinquent providers when necessary

h. Assess systematic and manual interest on overpayments and underpayments correctly


CAFM

 Code
Activity Name
Definition
Tasks
Workload

12090
Part B Quality Improvement/

Data Analysis 
All costs associated with appeals quality improvement and data analysis.

Reference:

· PM AB-03-139

· Medicare Claims Processing Manual, Chapter 29, §60.25
a. Identify reasons for full or partial reversals and dismissals

b. Identify denials due to medical review edits

c. Identify providers/suppliers with high review rates and

    high reversals

d. Identify problems/issues that have the highest rate of appeal or reversal

e. Identify percentage of each level of appeal that result in full reversals, partial reversals, and affirmations

f. Report on claims processing system errors, provider errors, and delayed documentation submission that result in denials and the potential affect on appeals requests

g. Forward the results of data analysis and any recommendations to appropriate components (e.g. Medical Review, Provider Education, etc.)

h. Take corrective action as needed

i. Perform Quality Control Checks as instructed in the PM

j. Create and maintain an effective system for internal 

    feedback loops

k. Submit reports to CMS as specified in official

    instructions


12141
Telephone Reviews/

Redeterminations
All costs and workloads associated with conducting telephone reviews/redeterminations.  Telephone reviews/redeterminations are those reviews/redeterminations that are requested by telephone and subsequently completed over the telephone.  

Misc. Code: 12141/01 – Dismissals/Withdrawals of Telephone Reviews/Re-determinations – All costs associated with processing telephone reviews/redeterminations that are dismissed or withdrawn.

Reference:
· Medicare Claims Processing Manual, Chapter 29, Sections  60.11,  60.12
· CR 2620
a. Take all pertinent information for review/redetermination

     request over the telephone

b. Determine if the review/redetermination can be handled

    over the telephone

c. Log Request into system and assign control number

d. Enter data as necessary into system/database

e. Conduct the review/redetermination over the telephone

    and evaluate evidence/case history

f. Make a review/redetermination determination

g. Write a review/redetermination determination letter (if 

    wholly or partially  unfavorable), if beneficiary initiated  

    write a decision letter at appropriate reading level, issue an 

    EOMB/MSN/RA (if wholly or partially favorable)    

h. Mail a review/redetermination decision letter to parties

i. If decisions partially or wholly reversed, effectuate decision 

j.  Enter case status information throughout the process of 

     this activity and update as necessary
Workload 1  Ttelephone Review/ Redetermination Requests Cleared (claims) (CMS-2590, Line 7, Column 2)

Workload 2  Telephone Review/ Redetermination Requests Cleared (cases) (CMS-2590, Line 6, Column 2)

Workload 3  Telephone Review/ Redetermination Reversals (cases) (CMS-

2590, Line 11, Column 2)

Misc. Code

Telephone Review/Redetermination Requests Dismissed or Withdrawn (Cases) (CMS-2590, Line 10, Column 2)

12142
Written Reviews/

Redeterminations 
All costs and workloads associated with completing a written review/re-determination.  Written reviews/re-determinations are those reviews/redeterminations that are requested by telephone or in writing and subsequently completed in writing.

Misc. Code: 12142/01 – Dismissals/Withdrawals of Written Reviews/Redeterminations – All cost and workloads associated with processing written reviews/redeterminations that are dismissed or withdrawn.

Reference:
· §1869 and §1842(b)(2)(B)(i) of the Social Security Act

· 42 CFR 405.807 – 405.812 

· Medicare Claims Processing Manual, Chapter 29, Section 60.11,
· AB-03-133
· Section 521 of the Medicare.  Medicaid and SCHIP Benefits Improvement and Protection Act of 2000
· Section 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act of 2003
· CR 2620
a. Receive written review/redetermination request in 

    corporate mailroom and date stamp request

b. Assign contractor control number (CCN) to 

    review/redertermination  request  

c. Scan review/redetermination request and any other

    documentation, if applicable

d. Forward review/redetermination request to appropriate

    department 

e. Begin review/redetermination case preparation and

    validate request

f.  Enter data as necessary into system/database

g. Evaluate evidence and case history of 

     review/redetermination request

h. Obtain consultant/RN/specialist opinion for

     review/redetermination request, if necessary

i.  Write or call appellant to request additional 

     documentation for the review/redetermination, if 

     necessary

j.  Receive, scan and control additional documentation for 

    review/redetermination, if necessary

k. Make a determination about the review/redetermination

     request

l.  Write a review/redetermination determination letter (if

     wholly or partially unfavorable), if beneficiary initiated, 

     write a decision letter at appropriate reading level, issue 

     an EOMB/MSN/RA (if wholly or partially favorable)

m.  Mail review/redetermination determination letter to

      parties, if applicable

n.  If decision is partially or wholly reversed, effectuate 

    decision and update records 

o. Enter case status information throughout the process of 

    this activity and update as necessary, maintain/story case 
    file for possible HO Hearing Request
Workload 1  Written Review/ Redetermination Requests Cleared (claims) (CMS-2590, Line 7, Column 1 minus Line 7, Column 2)

Workload 2  Written Review/ Redetermination Requests Cleared (cases) (CMS-2590 Line 6, Column 1 minus Line 6, Column 2)

Workload 3 Written Requests Dismissed or Withdrawn (cases) (CMS-2590, Line 11, Column 1 minus Line 11, column 2)

Misc. Code  Written Review/Redetermination Redetermination Requests Dismissed or Withdrawn (cases) (CMS-2590, Line 10, Column 1 minus Line 10, column 2)

12143
Incomplete Review/

Redetermination Requests
All costs and workloads associated

with handling incomplete or unclear

review/redetermination requests.

Reference:
· Medicare Claims Processing Manual, Chap. 29, Section 60.11.1B
· CR 2620
a. Receive unclear or incomplete request from provider or  

    state

b. Return it with clarification of what is required for a

    review/redetermination request

c. Maintain a count of all review/redetermination requests

    that are returned and enter this count into CAFMII
Workload 2 Incomplete Review/Redetermination Requests Received (cases) (not currently captured on the CMS-2590)



12150
Part B Hearing Officer Hearings 
All costs and workloads associated with processing, and conducting on-the-record, telephone, and in-person Hearing Officer (HO) Hearings.  

All costs and workloads associated with processing a dismissal/withdrawal of a Hearing Officer Hearing request.

Reference:

· § 1869 and §1842(b)(2)(B)(ii) of the Social Security Act
· 42 CFR 405.821 - 405.836
· Medicare Claims Processing Manual, Chap. 29, Section 60.13, 60.14, 60.15, 60.16, 60.17,  60.18, 
· AB-03-133
a. Receive HO hearing request in mailroom 

b. Assign contractor control number (CCN) to HO hearing 

    request  

c. Scan HO hearing request and any other documentation, if 

   applicable

d. Forward HO hearing request to appropriate department 

e. Begin HO hearing case preparation and validate request 

f.  Enter data as necessary into system/database

g. Write and send a HO hearing acknowledgement letter

h. Prepare the HO hearing case file

i. Schedule the hearing

j. Provide written notice of the hearing

k. Pre-examine the HO hearing evidence

l. Enter data as necessary into systems/database

m. Examine the applicable sections of the statues, 

    regulations, rulings, policy statements, general instructions 

    and formal guidelines to prepare for the HO hearing

n. Travel

o. Conduct the HO Hearing

p. Receive medical review for the HO hearing, if necessary

q. Make a determination about HO hearing request

r. Write and mail a HO hearing decision letter to appellant

s. Effectuate the decision if whole or partial reversal

t. Enter case status information throughout the process of this       

    activity and update as necessary, maintain/store case file 

    for possible ALJ request
Workload 1  HO Hearing Requests Cleared (claims) (CMS-2590, Line 7, Column 3)

Workload 2  HO Hearing Requests Cleared (cases) (CMS-2590, Line 6, Column 3)

Workload 3  HO Hearings Reversed (cases) (CMS-2590, Line 11, Column 3)



12160
Part B ALJ Hearings
All costs and workloads associated

with the processing of ALJ hearing

and effectuations.  

All costs associated with processing DAB referrals, DAB requests and DAB effectuations

Reference:
· 42 CFR 405.855 and 42 CFR 405.856

· Medicare Claims Processing Manual, Chap. 29, Section 60.19,  601.19.4, 60.20, 60.21, 60.22AB-03-133

Misc. Code: 12160/01 – Courier Service Fee – All costs of using a courier service to forward requests for Part B ALJ hearing and case files.

For Part B ALJ requests and effectuations

a. Receive written ALJ hearing requests 

b. Assign contractor control number (CCN)

c. Scan requests, referrals, and any other documentation, if 

    applicable

d. Forward ALJ hearing request to appropriate department 

e. Enter data as necessary into system/database 

f. Prepare and send an acknowledgement letter

g. Assemble case file and make and maintain an exact copy 

    of the file

h. Forward case file to OHA 

i.  Enter case status information throughout the process of 

    this activity and update as necessary, maintain/store case      

    file for potential future appeals

j. Receive and control case file and decision

k. Compute the amount due to the appellant/party based on 

    the decision (if whole or partial reversal)

l. Enter data as necessary into system/database

m. Effectuate decision if whole or partial reversal 

n. Place documentation confirming payment has been made 

    in the case file, if applicable

For Part B DAB referrals, requests for case files and effectuations:

a.  Prepare draft Agency Referral memo and case file, and           

     forward with original ALJ case file to lead RO within 30

     days of the date of the ALJ decision

b.  Receive and control the appellant’s DAB review request

     or the DAB’s request for a case file

c.  Retrieve case file

d.  Copy any additional correspondence and make a copy of 

     the original case file and maintain

e.  Send original case file to the DAB

f.  Effectuate DAB’s decision

g.  Enter case status information throughout the process of 

     this activity and update as necessary
Workload 1  ALJ Hearing Requests Forwarded (claims) (CMS-2590, Line 45, Column 1)

Workload 2  ALJ Hearing Requests Forwarded (cases) (CMS-2590, Line 44, Column 1)

Workload 3  ALJ Hearings Effectuated (cases) (CMS-2590, Line 58, Column 3)

12901
PM CERT Support
All PM costs and workloads associated with supporting the Comprehensive Error Rate Testing (CERT) contractor.

Reference:
· Program Integrity Manual (PIM) Chapter 12, Section 3.3.1

· PIM Chapter 12, Section 3.4

· PIM Chapter 12, Section 3.5

· PIM Chapter 12, Section 3.6.1

· PIM Chapter 12, Section 3.6.2
a.  Provide sample information to the CERT Contractor as

     described in Pub 100-8 Ch. 12 § 3.3.1A&B 

b.  Ensure that the correct provider address is supplied 

      to the CERT Contractor as described in Pub 100-8 Ch 12

      § 3.3.1.C

c.   Research ‘no resolution’ cases as described in Pub 100-8

      Ch 12 § 3.3.1.B

d.   Handle and track CERT-initiated

      overpayments/underpayments as described in Pub 100-8

      Ch 12. § 3.4 and 3.6.1

e.   Handle and track appeals of CERT-initiated denials as

      described in Pub 100-8 Ch 12. § 3.5 and 3.6.2 


CAFM

 Code
Activity Name
Definition
Tasks
Workload

13002


Beneficiary Written Inquiries
All costs associated with answering beneficiary/Congressional questions through correspondence.

All Costs associated with answering questions from beneficiaries visiting the Medicare Contractor facility.

Reference: 

· Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2 Section 20.2.1
a. Log/Control and stamp all written inquiries with receipt date in mailroom 

b. Answer Inquiry in writing, via telephone, or e-mail

c. Send Response

d. Maintain Quality Control Program for written policies and procedures

e. Transfer misrouted correspondence

f. Establish a correspondence Quality Control Program

g. Perform continuous quality reviews of outgoing letters

h. Answer visitors’ questions courteously and responsively (formerly walk-in inquiries)
Workload 1 is the cumulative inquiries as reported on the CMS-1565, Line 27, Beneficiary Column.

13004
Customer Service Plans
All costs associated with providing beneficiary outreach and educational seminars, conferences, and meetings for contractor’s entire geographic area and not limited to the local RO.

Reference:
· Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2, Section 20.5
a. Establish partnerships and collaborate with local and national coalitions and beneficiary counseling and assistance groups

b. Provide service to areas with high concentrations of non-English speaking populations and for special populations such as: blind, deaf, disabled and any other vulnerable population of Medicare beneficiaries

c. Conduct Medicare awareness training/education with appropriate Congressional staffs to resolve beneficiary issues with Medicare


13005
Beneficiary Telephone Inquiries
All costs associated with answering beneficiary/Congressional questions over the telephone.

All costs associated with the monitoring of a Customer Service Representative's (CSRs) telephone skills and the accuracy of the response.

All costs associated with planning/conducting training; and inputting/reviewing performance data.

Reference:
· Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2, Section 20.1  
a. Answer telephones

b. Completing internal paperwork

c. Inputting data into the system

d. Analyzing reports and data

e. Mailing information requested

f. Making follow-up calls

g. Monitoring Call

h. Completing Scorecard

i. Inputting Scorecard

j. Reviewing Scorecard with CSR

k. Planning/conducting training for CSRs

i. Planning and deployment of NGD
Workload 1 is the cumulative inquiries as reported on the CMS-1565, Line 25, Beneficiary Column.

13201
Second Level Screening of Complaints Alleging Fraud and Abuse
Costs associated with screening second level beneficiary inquiries of potential fraud and abuse that are closed, ordering medical records for beneficiary inquiries that are closed and sending the referral package to the PSC or Medicare fee-for-service contractor BIU.  This also includes the costs associated with the referral package for provider inquiries of potential fraud and abuse.

Workload associated only with beneficiary.

Misc. Code: 13201/01 - Second Level of Complaints Alleging Fraud and Abuse by Providers – Costs associated with the referral package for provider inquiries of potential fraud and abuse.
a. Calls the beneficiary (CR 2719 & PIM Chapter

    4, §4.6-4.6.2)

b. Reviews claims history (CR 2719 & PIM

    Chapter 4, §4.6-4.6.2)

c. Reviews provider correspondence files for

    educational/warning letters or contact reports 

    that relate to similar complaints (CR 2719 &

    PIM Chapter 4, §4.6-4.6.2)

d. Requests itemized billing statements, when

    necessary (CR 2719 & PIM Chapter 4, §4.6-

   4.6.2)

e. Requests medical records, when necessary (CR

    2719 & PIM Chapter 4, §4.6-4.6.2)

f. Resolves complaints, whenever possible (CR

   2719 & PIM Chapter 4, §4.6-4.6.2)

g. Refers complaints that are not fraud and abuse

    to the appropriate staff within the contractor or

    PSC, if appropriate (CR 2719 & PIM Chapter 4,

  §4.6-4.6.2)

h. Screens all Harkin Grantee complaints for fraud

    and abuse and maintains the Harkin Grantee

    Database (CR 2719 & PIM Chapter 4, §4.6-

    4.6.2, §4.12.3-4.2.4)

i. Compiles information in the Database into an

   aggregate report (PIM Chapter 4, §4.12.4)

j. Distributes the aggregate report to the Harkin

   Grantee state project coordinator every 6 months

   and send copies of the report to CMS CO (PIM

   Chapter 4, §4.12.4)

k. Screens all OIG Hotline complaints for fraud

    and abuse (CR 2719 & PIM Chapter 4, §4.6-

    4.6.2)

l. Develops the referral package for the PSC or

   Medicare fee-for-service contractor BIU on

   fraud and abuse complaints (CR 2719 & PIM

   Chapter 4, §4.6-4.6.2)

m. Refers the referral package to the PSC or

     Medicare fee-for-service contractor BIU


Workload 1 The total number of second level screening inquiries that were open or closed for beneficiaries.

Workload 2 The total number of medical records ordered for beneficiary inquiries that were open or closed.

Workload 3 The total number of potential fraud and abuse beneficiary complaints identified and referred to the PSC or Medicare BI unit.

CAFM

 Code
Activity Name
Definition
Tasks
Workload

14101
Provider/Supplier Information and Education Website


All costs associated with maintaining an Internet web site that is dedicated to furnishing providers and suppliers with timely, accessible and understandable Medicare program information.  This includes the costs associated with the development and maintenance of an internet web site. 

Reference:

· IOM, Pub.100-09, Chapter 4, Section 30.1.7


a. Develop a website that is consistent with CMS requirements and website functionality

b. Periodically review the Web site standards Guidelines for compliance
Workload 1 is the number of page views per month at the URL (root) level for your provider education web site.



14102
Electronic Mailing Lists/List-servs
All costs associated with the development and maintenance of electronic list-servs.

Reference:

· IOM, Pub.100-09, Chapter 4, Section 30.1.7
a. Provide registrants via e-mail of important and time sensitive Medicare program information

b. Notify registrants of the availability of contractor bulletins

c. Ensure that list-serv accommodates all providers/suppliers
Workload 1 is the total number of contractor provider/supplier PCOM electronic mailing lists.

Workload 2 is the total number of registrants on all the PCOM electronic mailing lists.

Workload 3 is the number of times contractors have used their list-

serv(s) to communicate with providers/suppliers.

CAFM

 Code
Activity Name
Definition
Tasks
Workload

15001
Participating Physicians 
Funding for the continuation of the Annual Participating Enrollment, Limiting Charge Monitoring Activities and Dissemination of Participation Information remains a priority for CMS for the 2005 fiscal year. All of these activities remain vital functions to the operating efficiency of this agency.
Reference:
· IOM Pub. 100-4, Chapter 1, Section 30.3.12.1 Transmittal 11, CR 2889

· IOM Pub. 100-6, Chapter 6, Section 390, 2005 BPR

· IOM Pub. 100-4, Chapter 1 Section 30.3.12.3, 2005 BPR

· Transmittal 11, CR 2889, 2005 BPR
Annual Participation Enrollment

a. For FY 2005, carriers will be instructed to furnish the participation enrollment material via a CD-ROM. Carriers that choose not to participate in the CD-ROM initiative must provide a written justification. The justification must provide a rationale for why the CD-ROM is not cost effective, why it is not efficient (e.g. printing in-house vs. out sourcing) and why it is not a better service for the providers. Carriers will also be instructed to prepare hardcopy disclosure material for at least two percent of their total number of providers.  

b. Produce and mail calendar year 2005 participation enrollment packages (consisting of the “Dear Doctor” Announcement, Blank Par Agreement, Fact Sheet and physician fee schedule disclosure report) via first class or equivalent mail delivery service.

c. CMS is pursuing making available, via electronic access, CD-ROM development material created by one of the carriers that participated in the FY 2004 CD-ROM pilot.

d. Process participation enrollments and withdrawals. 

e. Furnish participation data to RRB. 

f. Furnish participation data to CMS.

Limiting Charge Monitoring Activities

a. Investigate/develop beneficiary-initiated limiting charge violation complaints.

b. Investigate/develop beneficiary-initiated limiting charge violation complaints.

c. Respond to limiting charge inquiries from non-participating physicians.
Workload 1 is the number of participation enrollment packages mailed to providers at a national level.

Workload 2 is the number of enrollments and withdrawals processed.

Workload 3 is the number of limiting charge reports, violations and complaints processed.




d. Internally produce and store limiting charge reports (e.g., LCERs/LCMRs)

e. Submit quarterly reports for internally produced limiting charge reports. (IOM Pub. 100-4, Chapter 1, Section 30.3).

Disseminate Participation Information

a. Furnish customized participation information (either by phone or in writing) in response to requests for such information. 
b. Discontinue the production and mass distribution of hardcopy MEDPARD directories.
c. Load MEDPARD information on your Internet website and inform physicians, practitioners, suppliers, hospitals, Social Security Offices, Congressional Offices, QIOs, senior citizens groups and State area agencies of the Administration on Aging how to access this website information.



CAFM

 Code
Activity Name
Definition
Tasks*
Workload

31001
Provider Enrollment
Provider/supplier enrollment is a critical function to ensure only qualified and eligible individuals and entities are enrolled in the Medicare program. Physicians, non-physician practitioners and other healthcare suppliers must enroll with the Medicare Carriers, with whom they will do business, before receiving payment for services furnished to beneficiaries. Each applicant will use the appropriate enrollment form and undergo the entire enrollment process, including verification of their information. 

Reference: 

· PIM, Chapter 10*


a. Distribute all enrollment applications or refer the applicant to the CMS web site (§2.2)

b. Process initial applications (CMS 855I and CMS 855B) from receipt to final decision, including verification and meeting the CMS timeliness standards

 (§1 - 5, 8, 9, 15 - 21, 25)

c. Process, verify and acknowledge changes of information within the CMS timeliness standards (§3, 13)

d. Process and verify reassignment of benefits requests,  (CMS 855R) within the CMS timeliness standards (§7)

e. Verify and document provider enrollment information using the FID, Qualifier.Net, etc. (§2.2)

f.  Image applications (i.e., for authorized representative and delegated official signatures) or maintain a hardcopy file to compare the signatures of the authorized representative and delegated official for changes to “pay-to” addresses (§2.2)

g. Enter all new application information into the Provider Enrollment, Chain and Ownership System (PECOS) (§2.2)
h. Ensure staff is trained on enrollment requirements, procedures and techniques (§2)

i.  Respond to all phone calls and miscellaneous letters concerning enrollment in the Medicare program. Provider enrollment-initiated educational projects should be charged to provider enrollment. Activities done in conjunction with the Provider Communications (PCOMM) group should be charged to the PCOMM line  (§22)

j. Provide a link to the CMS web site from your contractor web site (§23) 

k.  Communicate with the UPIN Registry, to include review, update and corrections of records (§2)

l. Initiate special projects as necessary or as requested by CMS 

m.  Coordinate with other internal components (e.g., appeals, fraud unit, EFT processor, provider education/professional relations, ROs etc.).  For EFTs, only charge provider enrollment for including the EFT form in the mailing of the new provider packet and the verification of the bank account (§2)

n.  Coordinate with other external components (e.g., OIG, Medicaid, FBI, Payment Safeguard Contractors (PSCs),  etc.). When working with PSCs, the carrier will charge their assistance to a PSC under one of the three designated workloads (see activity code 23201). Work not associated with one of these workloads is charged to provider enrollment (§2)

o.  Perform site visits for IDTFs and other problematic suppliers, as needed (§18)

p.  Carriers will use the transitory database to move supplier information into PECOS when changes of information or reassignments occur.

q. Carriers will budget for a full year of their current appeals process

r. The RMC shall report monthly IER workloads where they are required to add their flag (or billing number) to PECOS to pay RMC claims.

s. The RMC will add their flag (or billing number) to RECOS for payment of RMC claims.
Workload 1 is the number of initial application requests (CMS 855B, CMS 855I) completed in a month that is available in Pecos.  The RMC workload will be the number of PECOS enrollment records flagged in a month.

Workload 2 is the number of change of information requests (CMS 855I, CMS 855B) received in a month.

Workload 3 is the number of Reassignment of Benefit requests (CMS 855R) received in a month.  

In order to capture processed and pending applications, carriers shall continue to report provider enrollment information on a weekly basis to their applicable consortia through the National Workload Summary Provider Enrollment Inventory (see example).

CAFM

 Code
Activity Name
Definition
Tasks
Workload

33001


Answering Provider Telephone Inquiries
All costs associated with answering provider questions over the telephone.                                                                                  

Reference:

· IOM Pub 100-9 Chapter 3 §20.1.1-20.1.5

· IOM Pub 100-9 Chapter 3 §20.1.8-20.1.12
a. Answering the phones timely

b. Completing internal paperwork

c. Inputting data into the system

d. Analyzing reports and data

e. Sending requested information

f. Making follow-up calls

g. Implementing a provider satisfaction survey

h. Developing a contingency plan

i. Developing an IVR quality assurance plan

j. All costs associated with purchasing and

    maintaining telephone systems and equipment


Workload 1 is the cumulative inquiries as reported on the HCFA-1565, Line 25, Provider Column

33014
Provider Quality Call Monitoring 
All costs associated with the monitoring of a Customer Service Representative's (CSRs) telephone skills and the accuracy of the response.     

Reference:

· IOM Pub 100-9 Chapter 3 §20.1.7
a. Monitoring Calls

b. Completing Scorecard

c. Inputting Scorecard

d. Reviewing Scorecard with CSR 




33020
Staff Development and Training
All costs associated with the training and development of provider inquiries staff.

Reference:

· IOM Pub 100-9 Chapter 3 §20.1.6
a. Planning/conducting training for CSRs

b. Attending CMS sponsored meetings, 

conferences and train-the-trainer sessions 

related to provider customer service




33002
Provider Written Inquiries
All costs associated with answering provider questions through written correspondence.

Reference:

· IOM Pub 100-9 Chapter 3 §20.2


a. Logging/Controlling and date stamping all 

    written inquiries in the mail room

b. Responding to a written inquiry in writing, 

    via telephone, or via e-mail

c. Mailing the response (if applicable) 

d. Maintaining a Quality Control Program for 

    written policies and procedures

e. Transferring misrouted correspondence

f. Maintaining a correspondence Quality

   Control Program

g. Performing continuous quality reviews of 

    outgoing letters


Workload 1 is the number of provider written inquiries received by the contractor as reported on the CMS-1565, Line 27, Provider Column.



33003
Provider Walk-In Inquiries
All costs associated with answering questions from providers visiting the Medicare Contractor facility.

Reference:

· IOM Pub 100-9 Chapter 3 §20.3
      a. Maintain sign–in sheets for walk-in

          individuals

      b. Keep records of contact by recording facts,     

          questions, and responses given to individuals

      c. Conduct inquiry interview

      d. Provide Medicare publications, as required


Workload 1 is the cumulative inquiries as reported on the CMS-1565, Line 26, Provider Column.

CAFM

 Code
Activity Name
Definition
Tasks
Workload

21001
Automated Review
When medical review is automated, review decisions are made at the system level, using available electronic information, without the intervention of contractor personnel. See IOM Pub. 100-8 Ch. 3 section 5.1 for further discussion of automated review.

Reference: 

· IOM Pub. 100-8 Chapter 3, Section 3.4.5 (A)

· IOM Pub. 100-8 Chapter 3, Section 3.5.1
· IOM Pub. 100-8 Chapter 11, Section 11.1.3.1
a. Develop edits  

   b. Implement edits

   c. Generate denial letters if appropriate, this does not include collecting the over payment
Workload 1 is the number of claims denied in whole or in part. 

Workload 2 to the extent that contractors can report claims subject to automated medical review.

21002
Routine Reviews
Routine review requires the intervention of specially trained non-clinical MR staff and is restricted to determinations which can be made by review of the claim, attachments which do not require clinical judgment, and review of claims history.

NOTE: Report post pay routine review workload denied due to lack of documentation on the remarks section of 21002.  Do not include these denials in any other workload of this activity code.

Reference:

· IOM Pub. 100-8 Chapter 3, Section 3.4.5 (B)

· IOM Pub. 100-8 Chapter 11, Section 11.1.3.2
a. Develop edits

b. Implement edits

c. Perform quality assurance on edits 

d. Review claim     

e. Make determination        

f. Generate denial letter if           appropriate, this does not include collecting the over payment 
Workload 1 is number of claims reviewed.

Workload 2 is number claims denied in whole or in part.

Workload 3 is the number of  providers subjected to routine review, to the extent a contractor can report this.

21007
Data Analysis
Data Analysis is the integrated and on-going comparison of CERT findings, claim information, claims data deviations from standard practice, and other related data to identify potential provider or service billing practices that may pose a threat to the Medicare Trust fund.  This analysis can be a comparison of individual claim characteristics or in the aggregate of claims submissions.   Analysis of data will lead to the generation of a list of program vulnerabilities that the contractor will use to focus their education and review resources.

Reference:
· IOM Pub. 100-8 Chapter 2, Section 2.2

· IOM Pub. 100-8 Chapter 11, Section 11.1.4
a. Collect data 

b. Analyze and compare data  

c. Identify potential program vulnerabilities  

d. Institute ongoing monitoring and modification of data analysis program components

e. Develop and maintain trend reports over at least an 18-month period


21206
Policy Reconsiderations and Revision Activities
Contractors are to update Local Coverage Determinations (LCDs).  Costs accrued for transitioning Local Medical Review Policy (LMRPs) to the LCD format should be captured here. 

Reference:  

· IOM Pub. 100-8 Chapter 13, Section 13.4 

· IOM Pub. 100-8 Chapter 11, Section 1.5.2
a. Determine need (See IOM Pub. 100-8, CH. 13, §4)                                                                 

   b. Develop draft LCD change     

c. Solicit comments 

d. Compile and respond to comments 

e. Develop final coverage determinations 

f. Distribute coverage determinations

g. Post LCD on the database 
Workload 1 reports the total number of policies/coverage determinations revised. 

Workload 2 reports the total number of policies/coverage determinations that required notice and comment. 

Workload 3 reports total number of polices/coverage determinations revised due to outside request (e.g., beneficiary or provider request).

21207
MR Program Management
MR Program Management encompasses managerial responsibilities inherent in managing the Medical Review (MR) and Local Provider Education & Training (LPET) Programs, including development, modification and periodic reports of MR/LPET Strategies and Quarterly Strategy Analysis (QSA); and quality assurance activities; planning, monitoring and adjusting workload performance; budget-related monitoring and reporting; and implementation of CMS instructions.  Any MR activity required for support of a MR PSC should also be included in this code (this does not include MR to support the CERT contractor).

Reference: 

· IOM Pub. 100-8 Chapter 11, Section 11.1.9
a. Review data from data analysis

b. Develop and prioritize a problem list from the data analysis

c. Determine the educational and review activities that will be used to address the problems on the problem list

d. Develop and periodically modify Medical Review/LPET Strategy

e. Track and modify problem list activities by using the QSA

f. Develop and modify quality assurance activities, including special studies, Inter-Reviewer Reliability testing, Committee meetings, and periodic reports

g. Evaluate edit effectiveness

h. Plan, monitor, and oversee budget, including interactions with contractor budget staff and RO budget and MR program staff

i. Manage workload, including monitoring of monthly workload reports, reallocation of staff resources, and shift in workload focus when indicated

j. Implement Medical Review instruction from CMS
k. Educate staff on Medical Review issues, new instructions, and quality assurance findings

l. Support services for contractors that work with a PSC that performs MR activities


21208
New Policy Development Activities
Contractors are to create Local Coverage Determinations (LCDs) in accordance with IOM 100-8 Chapter 13, Section 13.4.. 

Reference:  

· IOM Pub.  100-8 Chapter 13, Section 13.4

· IOM Pub. 100-8 Chapter 11, Section 11.1.5.1
a. Determine need (See IOM Pub. 100-8, Ch. 13, § 4 (A) for circumstances requiring a need for LCD development)                                                           

b. Develop draft LCD     

c. Solicit comments 

d. Compile and respond to comments 

e. Develop final LCD 

f.  Distribute LCD

g. Post LCD on to the database 
Workload 1 is the number of new LCDs that were presented for notice and comment. 

Workload 2 is the number of LCDs that became effective. 



21220
Complex Probe Review
Report all costs associated with prepay and postpay Complex Probe Review.  Prepay and postpay probe reviews are done to verify that the program vulnerability identified through data analysis actually exists and will require additional education and possible review.

Reference:

· IOM Pub. 100-8, Chapter 3, Section 2 (A)

· IOM Pub. 100-8, Chapter 11, Section 11.1.7.4
a. Select sample

b. Request medical records/additional information

c. Review claim

d. Make determination

e. Generate denial/demand letters, if appropriate, this does not include the collection of the overpayment
Workload 1 is the number of claims reviewed.

Workload 2 is the number of claims denied in whole or in part.

Workload 3 is the number of providers subjected to complex probe review.

21221
Prepay Complex Review
Report all costs associated with Prepay Complex Review.  Prepay medical review of claims requires that a benefit category review, statutory exclusion review, reasonable and necessary review, and/or coding review be made BEFORE claim payment.  Complex medical review involves using clinical judgment by a licensed medical professional to evaluate medical records.  Only claims reviewed based on a medical review edit and were addressed in the MR/LPET strategy shall be allocated to this activity line.

Misc. Code: 21221/01 (DMERCs Only) – Advance Determinations of Medicare Coverage (ADMC) – DMERCs are to report all costs associated with performing Advance Determinations of Medicare Coverage. 

DMERCs are to report the number of ADMC requests accepted.

Reference:

· IOM Pub. 100-8 Chapter 3, Section 3.4

· IOM Pub. 100-8 Chapter 3, Section 3.4.5

· IOM Pub. 100-8 Chapter 5, Section 7

· IOM Pub. 100-8 Chapter 11, Section 11.1.3.3


a. Develop edits

b. Implement edits

c.  Perform quality assurance of edits

d. Request medical records and additional documents

e. Review claim and 

   documentation 

f. Make determination

g. Generate denial letters, if appropriate, this does not include the collection of the overpayment
Workload 1 is the number of claims reviewed.

Workload 2 is the number of claims denied in whole or in part.

Workload 3 is the number of providers subjected to complex review.

21222
Postpay Complex Review
Contractors must report all costs associated with Postpay Complex Review.  Prepay medical review of claims requires that a benefit category review, statutory exclusion review, reasonable and necessary review, and/or coding review be made AFTER claim payment.  These types of review give the contractor the opportunity to make a determination to pay a claim (in full or in part), deny payment or assess an overpayment.  Complex medical review involves using clinical judgment by a licensed medical professional to evaluate medical records.  Only claims reviewed based on a medical review edit and were addressed in the MR/LPET strategy shall be allocated to this activity line.

Reference:

· IOM Pub. 100-8 Chapter 3, Section 3.4

· IOM Pub. 100-8 Chapter 3, Section 3.4.5

· IOM Pub. 100-8 Chapter 11, Section 11.1.7.2
· IOM Pub. 100-8 Chapter 11, Section 11.1.7.3
· IOM Pub. 100-8 Chapter 11, Section 11.1.7.4
a. Select claims

b. Request medical records and additional documents

c. Review claim and documentation 

d. Make determination

e. Generate overpayment demand letters, if appropriate, this does not include the collection of the overpayment
Workload 1 is the total number of claims reviewed on a postpayment basis.

Workload 2 is the total number of claims denied in whole or in part.

Workload 3 is the number of providers subjected to postpayment review.

21901
MIP Comprehensive Error Rate (CERT) Support
Report the costs associated with the time spent on activities to support the CERT contractor that are performed by the Medicare Integrity Program functional areas.

Reference:

· IOM Pub. 100-8 Chapter 12
a. Providing review information 

    to  the CERT Contractor as 

   described in IOM Pub. 100-8 Ch. 12, § 3.3.2

b. Providing feedback information to the CERT Contractor as described in IOM Pub. 100-8 Ch. 12, § 3.3.3, including but not limited to:

· CMD discussions about CERT findings

· Participation in biweekly CERT conference calls

· Responding to inquiries from the CERT contractor

· Preparing dispute cases

c. Preparing the Error Rate Reduction Plan (ERRP) as described in IOM Pub. 100-8 Ch. 12, §3.9

d. Educating the provider community about CERT as described in IOM Pub. 100-8 Ch. 12, §3.8

e. Contacting non-responders and referring recalcitrant non-responders to the OIG as described in IOM Pub. 100-8 Ch. 12, § 3.15


CAFM Code 
Activity Name
Definition
Tasks
Workload

22001
MSP Bills/Claims Prepayment 
All costs of activities associated to continue processing of a MSP claim after it enters the claims processing system, subsequent to initial claim entry, and activities necessary to aid in the processing of MSP Prepay-related Congressional and hearings.

Reference:

· Medicare Secondary Payer Manual, Chapters: 3, 5, 6 & 7


a. Resolve MSP claim edits occurring in the claim adjudication process within the standard systems and in response to CWF verification and validation

b. Compare EOB/RA data attached to the MSP claim to HIMR/CWF data to identify the presence/absence of a CWF MSP Aux File record and to continue claim processing

c. Contact the provider (for clarification- not development) if necessary, to avoid suspending the claim 

d. Add termination dates to MSP auxiliary records previously established on CWF with a “Y” validity indicator when no discrepancy exists in the validity of the CWF information and an active claim (simple terminations)

e. Prepare a CWF Assistance Request to terminate a record only when a system problem exists or it fits existing CWF error codes/subject to the 6-month rule 

f. Work MSP suspended claims that have not processed through to final payment decision including:  

g.Override a claim using conditional payment codes to process 

the claim as primary

      -Prepare an “I” record to accommodate an override  

      -Determine to pay as primary or secondary or deny

      -Follow up on COBC development/actions 

      -Address CWF Automatic Notices 

h. Complete MSP ECRS Inquiries and CWF Assistance Requests necessary to process the receipt of a claim through to payment or denial – Use C in the ECRS AC field. 

i. Follow up on prepay CWF Assistance Requests within designated timeframes

j. Create “I” records when enough claim information exists to add a new CWF MSP Aux File record  

k. Process Congressional inquiries and hearings related to MSP Prepay functions and follow up with COBC within designated timeframes  


Workload 1 is the

number of MSP claim edits resolved in the claim adjudication and CWF verification and validation processes and the “I” records manually prepared, necessary to complete the processing of a claim.  

Workload 2 is the

number of ECRS MSP Inquiries and CWF Assistance Requests transmitted to the COBC. 

Workload 3 is the number of MSP prepays Congressional and hearing requests processed, including follow up with the COBC.  

CAFM Code 
Activity Name
Definition
Tasks
Workload

42002
Liability, No-Fault, Workers’ Compensation, Federal Tort Claim Act (FTCA)
All costs of activities associated with the identification and establishment of a MSP Recovery claim specific to the named activity.

Reference:

· Medicare Secondary Payer Manual, Chapters: 2, 4, 5, 6 & 7
 


42003
Group Health Plan
All costs of activities associated with identification and demand of all Medicare mistaken payments specific to the named activity.

Reference:

· Internet Only Manual Pub. 100-5 Medicare Secondary Payer Manual, Chapters: 3 & 6


a. Install/run Data Match tapes

b. Perform all Data Match and Non-Data Match history searches

c. Develop & issue recovery demand letters (Data Match, Non-Data Match and DPP demands, as well as, demands resulting from 42 CFR 411.25 notices) taking into account existing search parameters and tolerances, if any

d. Check CWF prior to mailing of recovery demands, if contractors’ systems will not recognize an existing termination date on an MSP record, to ensure valid MSP periods

e. Respond to any pre-demand Data Match & Non-Data Match incoming CORR related to a case

f.  Send copies of initial demand letters to the insurer/TPA of that employer (debtor)

g. Perform all MPARTS status code updates related to actions up to and through the issuance of a recovery demand

h. Perform appropriate case related ECRS transactions. Use G in the ECRS AC field 
Workload 1 is the number of GHP recovery demand letters issued to the debtor (do not count the copy)  

Workload 2 is the number of MSP post payment case related ECRS transactions performed.



42004 
MSP 

General Inquires
All costs of activities associated to MSP CORR that is not case or active claim specific.

Reference:

· Internet Only Manual Pub. 100-5 Medicare Secondary Payer Manual, Chapters 3, 5 & 6


a. Perform appropriate general (non-case related and non-active claim related) ECRS transactions, including those that may be necessary for voluntary refunds/unsolicited refunds.  Use I in the ECRS AC field 

b. Take action on non-active claim and non-case related letters (including voluntary refunds/unsolicited refunds), faxes, e-mails, or telephone inquiries 

c. Respond to one time inquiries for outreach materials which may include the reproduction of these materials (those not counted in 42006)

d. Enter non-case related and non-active claim related CWF termination dates

e. Respond to OBRA 93 requests not related to an existing debt

f. Perform only necessary clerical support for Appeals staff to make determinations
Workload 1 is the number of general MSP inquiries resolved. This includes OBRA 93 requests.

Workload 2 is the number of non-case related & non-active claim related ECRS transactions performed specific to voluntary/unsolicited refunds 

Workload 3 is the number of one-time inquiries requesting outreach materials.

42006
Outreach
All cost of activities associated to the development and presentation of MSP material to or for target audiences
a. Develop and /or revise/update audience appropriate outreach materials of recovery and presentation, e.g. beneficiary/insurer/provider handout materials (booklets and brochures) and internet Web sites

b. Develop training materials and perform outreach presentations

c. Maintain and reproduce outreach materials as necessary

d. Respond to written and phone request for outreach materials (Note: a onetime inquiry requesting outreach materials (which may /may not include reproduction of these materials should be reported under AC 42004-General Inquiries)


Workload 1 is the number of educational seminars, workshops, educational classes and /or face to face meetings.

Workload 2 is the number of videos or brochures created and /or revised.

Workload 2 is the number of changes/ updates or any new modules related to the WEB page and /or web based training modules.

CAFM Code 
Activity Name
Definition
Tasks
Workload

42021
Debt Collection/

Referral
All costs of activities associated with the collection of all MSP debts and the referral of eligible delinquent MSP debt under the Debt Collection Act of 1996.

Reference:

· Internet Only Manual Pub. 100-5 Medicare Secondary Payer Manual, Chapters:  3, 5, 6 & 7
a. Ensure proper recovery of MSP debts

b. Respond and resolve all Corr or other inquiries regarding a debt within timelines parameters

c. Adjudicate and post checks received timely

d. Review and respond timely to “Extended Repayment Plan” (ERP) requests and monitor ongoing ERPs

e. Resolve all post demand 1870 waiver requests

f. Validate debts using CWF and address all pending CORR specific to the debt prior to issuing the “Intent to Refer” (ITR) letter 

g. Issue ITRs to the appropriate individual or entity (includes the copy of initial demand package 

h. Resolve all Treasury Action form requests 

i. Perform appropriate recall actions and update all internal systems to reflect the progression of the debt resolution (e.g MPARTS, DCS)

j. Refer delinquent debts, as appropriate to Treasury

k. Update all systems to reflect actions detailed on the Collections, Reconciliation/Acknowledgement form (CRAF)

l. Perform appropriate debt related ECRS transactions (CWF assistance requests & ECRS inquiries).  Use D in the ECRS AC field. 

m. Take appropriate referral actions for all compromise or waiver of interest requests

n. Develop/complete write-off – closed recommendation reports 
o. Ensure all MSP report detail are available and complete and can support reported figures (i.e., MSP savings) 
Workload 1 is the number of responses to initial demand letters received from the debtor /agent (i.e. checks and/or CORR).

Workload 2 is the number of intent to refer to Treasury letters (ITRs) issued plus the number of responses received from ITRs (i.e., checks or CORR).

Workload 3 is the number of actual referrals to Treasury plus the number of Treasury action forms received.



CAFM Code
Activity Name
Definitions
Tasks
Workload

23001
Medicare Fraud Information Specialist

(MFIS)
Costs associated with MFIS activity

Reference:

· PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2

   For specific references see the task list.
a. Obtains and shares information on health care issues/fraud investigations (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

b. Serves as a reference point for law enforcement and other organizations/agencies (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

c. Coordinates and attends fraud related meetings/conferences (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

d. Distributes Fraud Alerts and shares contractor findings on them (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2 and Chapter 4, section 4.10.1 – 4.10.5)

e. Works with CMS RO to develop and organize external programs and perform training (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

f. Serves as a resource for CMS as necessary (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

g. Helps develop fraud related outreach material (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

h. Assists in preparation and development of fraud related articles for contractor newsletters/bulletins (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

i. Serves as a resource for contractor training (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)

j. Attends 32 hours of training sessions on training skills, presentation skills, and fraud related training (PIM Chapter 4, section 4.2.2.5 – 4.2.2.5.2)


Workload 1 is the number of fraud conferences/meetings coordinated by the MFIS.

Workload 2 is the number of fraud conferences/meetings attended by the MFIS.

Workload 3 is the number of presentations performed for law enforcement, ombudsmen, Harkin Grantees and other grantees, and other CMS health care partners.

23004
Outreach and Training Activities
All costs associated with fraud, waste, and abuse outreach and training activities for contractor staff and beneficiaries.  Include costs associated with establishing and maintaining fraud, waste, and abuse outreach and training activities for beneficiaries and providers (excluding MFIS activities)
a. Train non-BI staff on proper referral of complaints handled under BI (PIM Chapter 4, section 4.6.2)

b. Initiates and maintains outreach activities with internal and external components as well as outside groups (PIM Chapter 4, section 4.2.2, 4.2.2.3.1, 4.4.3)

c. Completion of required fraud training for BI staff (PIM Chapter 4, section 4.2.2.3)

d. Provide law enforcement with training as needed (PIM Chapter 4, section 4.2.2.3.1)
Workload 1 is the number of training sessions (internal and external) furnished only to the BI staff.

Workload 2 is the number of face-to-face 

presentations by BI unit staff made to beneficiaries

and providers.

Workload 3 is the number of training sessions furnished by the contractor BI unit to non-BI contractor staff.

23005
Fraud Investigation Activities
Any costs associated with fraud investigation used to substantiate a case.
a. Identify program vulnerabilities (PIM Chapter 4, section 4.2.2.) 

b. Control, verify and document all investigations (PIM Chapter 4, section 4.2.2.4.1)

c. Document all pertinent contacts, letters, decisions, discussions, etc.  Retain records in accordance with the PIM  (PIM Chapter 4, section 4.2.2.4.2)

d. Interview providers and beneficiaries (PIM Chapter 4, section 4.7.1)

e. Conduct onsite reviews (PIM Chapter 4, section 4.2.2.4). 

f. Determine patterns of fraud (PIM Chapter 4, section 4.2 and 4.2.2.4.1) 

g. Issue Fraud Alerts (PIM Chapter 4, section 4.10 – 4.10.5)

h. Coordinate with Medical Review and other internal sources on fraud activities (PIM Chapter 4, section 4.2 and 4.3).

i. Implement claim payment suspension (PIM Chapter 3, section 3.9 – 3.9.3.2)

j. Determine exclusion action (PIM Chapter 4, section 4.19.2.2) 

k. Prioritization of investigations (PIM Chapter 4, section 4.2.2.1 and 4.7)
Workload 1 is the number of investigations opened.

Workload 2 Of the investigations in workload column 1,  report how many were opened by the contractor self-initiated proactive data analysis.

Workload 3 is the total number of investigations closed (no longer requiring fraud investigation) and which did not become a case.

23006
Law Enforcement Support
All BI costs and related data analysis for work done to support law enforcement
a. Receive and respond to all law enforcement requests (PIM Chapter 4, section 4.4.1) 


Workload 1 is the number of law enforcement requests.

Workload 2 is the number of requests discussed with the RO.

Workload 3 is the number of BI law enforcement requests that require data analysis.



23007
Medical Review in Support of Benefit Integrity Activities
All costs associated with medical review (MR) in support of BI activities.  The main goal of medical review is to change provider-billing behavior through claims review and education; therefore, any BI initiated review activity that does not allow for provider education or feedback must also be charged to this activity.

Reference:
·  PIM Chapter 1, section 

3, 3.2.4 
a. Review of claims by MR and BI (PIM Chapter 4, section 4.3)

b. Perform Statistical Sampling for overpayment estimation (PIM Chapter 3, section 8 ff)


Workload 1 is the number of cases in which the MR unit assisted the BI unit.

Workload 2 is the number of claims reviewed by both the MR and BI unit for the BI unit.

Workload 3 is the number of statistical sampling  for overpayment estimation reviews performed by MR in support of BI.

23014
Fraud Investigation Database (FID) Entries
All costs associated with FID entries


a. Entering new investigations into the FID (PIM Chapter 4, section 4.11.2.2) 

b. Updating FID cases (PIM Chapter 4, section 4.11.2.5)

c. Entering new payment suspension information (PIM Chapter 4, section 4.11.2.5)

d. Updating payment suspension information (PIM Chapter 4, section 4.11.2.6)


Workload 1 is the total number of new cases entered and cases that were updated in the FID.

Workload 2 is the total number of cases updated in the FID.

Workload 3 is the total number of new payment suspensions entered into the FID.

23015
Referrals to Law Enforcement
All costs associated with referrals to law enforcement.

Reference:

· PIM
a. Developing the referral package to law enforcement (PIM Chapter 4, section 4.18.1.4)

b. Fulfilling requests for additional information from law enforcement on the referrals they received (PIM Chapter 4, section 4.18.1)
Workload 1 is the total number of referrals to law enforcement.

Workload 2 is the total number of law enforcement referrals requesting additional information by law enforcement.

Workload 3 is the number of law enforcement referrals declined.

23201
PSC Support Services
The services that the AC will provide to support the BI activities being performed by the PSC (PIM)

Misc. Codes:

23201/01 ACs record the total costs associated with miscellaneous PSC support services (e.g., training and meetings). 

23201/02 ACs record  the total costs associated with requests (not law enforcement requests) that they fulfill to support the PSC in investigations.

23201/03 ACs record the total costs associated with PSC requests for support from the AC with law enforcement requests. 
a. Perform training for the PSC (PIM Chapter 4, section 4.1)

b. Conduct meetings in support of the PSC (PIM Chapter 4, section 4.1)

c. Prepare/supply additional documentation at the request of the PSC (PIM Chapter 4, section 4.1)

d. Install edits at the request of the PSC (PIM Chapter 4, section 4.1)
Workload 1 is the number of Miscellaneous PSC support services.

Workload 2 is the number of requests (not law enforcement) to support the PSC in investigations.

Workload 3 is the number of PSC requests for support from the AC with law enforcement requests.

CAFMCode
Activity Name
Definition
Tasks
Workload

24116
One-on-One Provider Education. 
Contractors must initiate provider one-on-one education in response to medical review related coverage, coding billing problems identified, verified and prioritized through the analysis of information from various sources, including CERT and the medical review of claims. These educational contacts require clinical expertise and include face-to-face meetings, telephone conferences, or letters and electronic communications to a provider that address the provider’s specific coding, coverage and billing issue.  Included in this activity code are the costs and workload included in responding to provider questions concerning their specific medical review activities, or new or revised local policies.

Reference: 

· IOM 100-8 Chapter 1, Section 5.1.1

· IOM 100-8 Chapter 11, Section 3.3.1
a. Analyze problem-specific data 

b. Determine appropriate educational method based on scope of problem 

c. Develop/produce educational information

d. Deliver education
Workload 1 is the number of educational contacts.

Workload 2 is the number of providers educated.



24117
Education Delivered to a Group of Providers
To remedy wide spread service-specific aberrancies, intermediaries may elect to educate a group of providers, rather than provide one-on-one contacts.  Education delivered to a group of providers includes seminars, workshops, classes, and other face-to-face meetings to educate and train providers regarding Local Coverage Determinations (LCD), coverage, coding and billing considerations, and service or specialty specific issues.  Clinical staff must be used as a resource.  

Reference: 

· IOM 100-8 Chapter 1, Section 5.1.2

· IOM 100-8 Chapter 11, Section 3.3.2

a. Analyze Data

b  Determine appropriate educational method based on scope of problem

c. Gather resources, including clinical staff expertise, and develop/produce educational information

d. Select focus groups or site visits/meetings.  If feasible, collaborate with partner groups in holding events

e. Hold educational meeting with the presence of clinical staff
Workload 1 is the number of educational contacts.

Workload 2 is the number of providers educated. 



24118


Education Delivered via Electronic or Paper Media 


Education delivered solely via paper media or electronically, without any live interactions is included here.  Contractors are required to maintain a website and adhere to instruction regarding them (IOM 100-8 Chapter 1, Sec. 5.A.9).  Examples of this type of education include, but are not limited to, the development and dissemination of frequently asked questions (FAQs), scripted response documents, bulletin articles, LCD postings, comparative billing reports (CBRs) issued for other than one-on-one provider education.

Reference: 

· IOM 100-8 Chapter 1, Section 5.1.3

· IOM 100-8 Chapter 11, Section 3.3.3
a. Analyze problem-specific data

b. Develop and disseminate web-based searchable FAQs

c. Develop and disseminate bulletin articles

d. Develop and disseminate CBRs

e.  Develop and disseminate other types of electronic or paper media education


Workload 1 is the number of educational documents developed for use in non-interactive educational interventions.

Workload 2 is the number of CBRs developed (do not include CBRs developed for activities in 24116 and 24117).

Workload 3 is the number of articles/advisories/bulletins developed.



CAFM Code
Activity Name
Definition
Tasks
Workload

25103
Create/Produce and Maintain Educational Bulletins


All costs associated with the development, production and dissemination of provider bulletins/newsletters. 

Reference:
· IOM, Pub.100-09, Chapter 4, 

       Section 30.1.5


a. Gather resources and information to use in developing bulletin

b. Develop bulletin

c. Publish bulletin

d. Disseminate bulletin


Workload 1 is the total number of bulletin editions published.

Workload 2 is the total number of bulletins mailed.



25105
Partner with External Entities
All costs associated with the establishment and maintenance of collaborative provider education efforts with external entities. 

Reference:

· IOM, Pub.100-09, Chapter 4,

      Section 30.1.12 


a. Contact/communicate with external groups or organizations                                                                                                 

b. Work with external groups to foster and develop collaborative PET activities                                          

c. Obtain feedback on effectiveness and reach of partnering efforts 
Workload 1 is the actual number of partnering activities or efforts with entities other than the PCOM Advisory Committee.


25201
Administration and Management of PCOM Program 
All costs associated with administering and managing the provider communications program.  Includes: analysis and identification of provider educational needs; planning of educational strategies, approaches, or efforts; training of staff in support education initiatives; and reporting of provider education activities and efforts. 

All costs associated with developing plans to outline the strategies, projected activities, efforts, and approaches that will be used in the forthcoming year to support physician/supplier education and training.

Reference:
· IOM, Pub.100-09, Chapter 4,

      Sections 30.1.1,2,3,10,11

      & 20.2.1


a. Develop and submit PSP Report

b. Develop and submit Quarterly Activity Reports

c. Develop and maintain a provider inquiry analysis program

d. Tally and analyze claim   submission errors

e. Solicit and analyze provider feedback

f. Development and research responses to provider 
referrals of provider inquiries
g. Hold periodic meetings with other contractor staff to ensure that issues raised by providers are being addressed through education

h. Send at least one training representative to between 2-4 CMS-sponsored training events


Workload 1 is the number of provider inquires referred to the provider communications area requiring technical experience, knowledge or research to answer.

25202
Develop Provider Supplier Education Materials and Information
    All costs associated with the planning, design, research, writing and development of materials and information used to support provider education and training efforts. This includes work for new as well as substantially revised materials or information. (These materials do not include bulletins and newsletters.)

Misc. Code: 25202/01 - Special Media for costs associated with preparation of special media. 

Reference:

· IOM, Pub.100-09, Chapter 4, 

      Sections 30.1.14


a. Plan materials

b. Research needed information                                  

c. Design, layout materials                                                   

d. Write, illustrate or revise material

e. Duplicate materials 

f. Prepare special media educational presentations (discretionary)


Workload 1 is the number of special media efforts developed.

25203
Disseminate Provider Information
All costs associated with holding workshops seminars, classes and other provider education events or face-to-face meetings.  (Does NOT include activities related to creation of bulletins or newsletters.)

Reference:

· IOM, Pub.100-09, Chapter 4, Sections 30.1.6,.8,.9,.13.
a. Hold workshops, seminars, classes and other face-to-face meetings

b. Disseminate Medicare provider information or materials at other provider education events or opportunities


Workload 1 is the number of educational seminars, workshops, classes and face-to-face meetings held.

Workload 2 is the number of attendees at your educational seminars, workshops, classes and face-to-face training.

25204
Management and Operation of PCOM Advisory Group
All costs associated with the management and operation of the PCOM Advisory Group (formerly the PET Advisory Group).

Reference:
· IOM, Pub.100-09, Chapter 4, 
        Sections 30.1.4 

a. Arrange PCOM Advisory Group meetings

b. Solicit and maintain membership

c. Obtain materials, supplies and equipment for meetings                                         

d. Produce and distribute PCOM Advisory Group information (agenda, minutes, etc.)




CAFM

Code
Activity Name
Definition
Tasks
Workload

11201
Perform EDI Oversight
The costs related to the establishment of EDI authorizations, monitoring of performance, and support of EDI trading partners to assure effective operation of EDI processes for electronic billing, remittance advice, eligibility query, claims status query, and other purposes; and/or between Medicare and a bank for electronic funds transfer or remittance advice.

Reference:  

· Internet Only Manual – Medicare Claims Processing Manual

       Chapters 22, 24, 25, 26 and 31

(     CRs amending the IOM

       CR 2819-Ch. 24/Section 40.7

       CR 2879– Ch. 24/Section 40.1

       CR 2966-Ch. 24/Section 90

       CR 3001 – Ch/ 31/Section 20.7

       CR 3017 – Ch. 31/Section 20.7

       CR 3050 – Ch. 24/Section 40.7.2

       CR 3100 – Ch. 24/Section 70

 (    Joint Signature Memo

       (RO-2323, 10-19-03)  

 
a. Obtain valid EDI and EFT agreements, provider authorizations for third party representation for EDI, and network service agreements.  Enter that data into the appropriate provider-specific and security files, and process reported changes involving those agreements and authorizations                                        b. Issue/control/update/monitor passwords and EDI billing/inquiry account numbers

c. Sponsor providers and vendors to establish IVANS, other private network, and LU 6.2 connections                                                                                                                                  d. Systems test with electronic providers/agents to assure compatibility for the successful exchange of data                                                                      e. Submit EDI data, HIPAA implementation status, and submitter HIPAA testing status reports                                                                

f. Monitor and analyze recurring EDI submission and receipt errors, and coordinate with the submitters and receivers when necessary to eliminate errors

g. Investigate high provider eligibility query to claim ratios and initiate corrective action as needed

h. Maintain a list on your web page of software vendors whose EDI software has successfully tested for submission of transactions to Medicare

i. Provide support to providers on the use of the free/low cost billing software

j. Provide basic support to providers on interpretation of transactions issued by Medicare


11202
Manage Paper Bills/Claims
All costs related to the receipt, control, and entry of paper bills and for maintenance of the standard paper remittance advice format. This activity encompasses tasks prior to and following the shared system process.

Reference:
· Medicare Claims Processing Manual, Chap 1, Section 40.4.1, 50,  50.1.1, 50.1.8, 50.2,  80, 80.1, 80.2.1, 130, 130.1.,  Chap. 22, Sections 10, 20,30, 50, 50.2, Chap. 24, Sections 40.3.2, 40.4, Chap. 25, Section 50.1


a. Receive, open, sort and distribute incoming bills/claims, including paper adjustment bills 

b. Assign control numbers and date of receipt                                                                                                                                        

c. Image paper claims and attachments, including adjustment bills                                 d. Perform data entry (whether manual or electronic scanning)                                   

e. Identify claims that cannot be processed due to incomplete information (field or scrubber edits)                                                              

f. Resolve field edit errors                               

g. Return incomplete paper claims or paper claims that failed field edits to providers for correction and resubmission                                                      h. Re-enter corrected/developed paper claims adjustment actions.  Manage paper bills, including paper adjustment bills

i. Update the standard paper remittance advice format annually, if directed by CMS
Workload 1 is the difference between the total bills reported on the HCFA-1566, Page 11, Line 38, Column 1 minus the EMC bills reported in Line 38, Column 8. 

11203
Manage EDI Bills/Claims
Establish, maintain and operate the infrastructure for EDI and DDE for claims, remittance advice, status query, eligibility query and EFT.  Requires 1 upgrade per year in each of the EDI formats supported, free billing software, PC-Print software, and related tasks.

Reference:

· Internet Only Manual – Medicare Claims Processing Manual

       Chapters 22, 24, 25, 26 and 31

· Activity related CRs:
       CR 2840/Ch. 24

       CR 2900/837P CD Modification

       CR 2947/835 CD/FF Modification

       CR 2948/835 CD Modification

       CR 2964/Ch. 24

       CR 3065/Ch. 31

       CR 3095/Ch. 24/Section 40.73

       Ch. 3101/Ch. 24/Section 70.1 & 

       70.2

(    CDs and FFs for 837I, 835P, 835

      and 276/277
a. Provide free billing software, PC-Print software, and upgrade once per year 

b. Alpha test and validate free billing and PC-Print software

c. Assist with resolution of problems with

telecomm protocols and lines,  your software 

and hardware, and with the processing of 

magnetic tapes if supported to maintain

connectivity with partners

d. Maintain capability for receipt and issuance of transactions via DDE and in batches, for DDE and batch correction of edits, and submission of adjustments via DDE and batch                                                                                      
e. Maintain EDI access, syntax and semantic edits at the front-end, prior to shared system processing                            

f. Route edit and exception messages, claim

acknowledgements, claim development

messages, and electronic remittance advice and 

query response transactions to providers/agents

via direct transmission or via deposit to an

electronic mailbox for downloading by the

trading partners; route EFTs

g. Maintain back-end edits to assure remittance

advices 835 and 277 query responses comply with the implementation guide requirements, and EFTs comply with the ACH or 835 requirements                 

h. Create copy of EDI claims including adjustment claims as received from submitters and have the ability to recreate each outgoing remittance advice and COB transactions

i. Maintain audit trails to document processing

of EDI transactions

j. Translate transaction data between pre

HIPAA and the HIPAA standard formats and

the corresponding shared system flat files

k. Update claim status and category codes,

revenue codes, claim adjustment reason codes,

remittance advice remark codes

l. Bill third parties for electronic access to beneficiary eligibility data, maintain receivables for those accounts, and terminate third parties for non-payment
Workload 1 is reported on the HCFA-1566, Page 11, Line 38, Column 8.

11204
Bills/Claims Determination
Most of the costs related to the determination of whether or not to pay a claim after claim entry and initial field edits are automated and captured under the Run Systems activity.  However, operational support staff is required to support claims pricing and payment in conjunction with the programming activities included under Run Systems. Costs of these support activities, which include the creation, maintenance, and oversight of reasonable charge screens, fee schedules, and other pricing determination mechanisms that support claims payment processing systems, are reported under the Claims Determination activity.  Also, the cost of any staff intervention in the adjudication of claims resulting from automated claims payment edits should be assigned to this activity.
a. Maintain fee schedule (local variations)                                                                                                 b. Check for duplicates                                     c. Identify claims that have to be resolved manually                                                                          d.Re-enter corrected/developed claims (pending)                                                           e. Resolve edits on claims that cannot be processed (if possible)                                                         f. Maintain pricing software modules     

g. Update HCPCS, diagnostic codes and other code sets that impact pricing as needed 
Workload 1 for adjudicated bills is the cumulative number of bills processed reported on the HCFA-1566, Page 1, Line 12, Column 1. 

11205
Run Systems
The costs of procurements and the programmer/management staff time associated with the systems support of claims processing outside those provided by the standard system maintainer under direct contract to CMS.  It also includes, but is not limited to: CPU costs for claims processing (including those associated with the application of MIP edits); validating new software releases; maintaining interfaces and testing data exchanges with standard systems, CWF, HDC, State Medicaid Agencies; maintaining the Print Mail function, on-line systems, telecommunications systems, and mainframe hardware; providing LAN/WAN support; and ongoing costs of transmitting claims data to and from the CWF host, as well as other telecommunications costs.
a. Test releases                                         

b. Assign Data Center costs                                        c. Purchase software/hardware                                      d. Generate data for MSNs/EOMBs/NOUs, paper remittance advices, and paper checks (Note:  any associated printing and mailing costs will be included in the "Manage Outgoing Mail" activity)

e. Manage change requests


11206
Manage Information Systems Security Program
The costs necessary to adhere to the CMS information systems security policies, procedures and core security requirements, re: the CMS Business Partner Systems Security Manual (BPSSM). 

Reference:  

· BPSSM Section 2.2 
· BPSSM Section 3.1

· BPSSM Section 3.2 
· BPSSM Section 3.3
· BPSSM Section 3.4
· BPSSM Section 3.5.1
· BPSSM Section 3.5.2
· BPSSM Section 3.6
· BPSSM Section 3.7
· BPSSM Section 3.8
a. Principal Systems Security Officer (PSSO) staffing (including support staff), and training and supporting PSSO functions and responsibilities (Section 2 of the BPSSM)

b. Conduct an annual self-assessment using CAST (A-2 of the BPSSM)

c. Develop, review and update the systems security plans (Section 3.1 of the BPSSM)

d. Conduct, review and update the Information System Risk Assessment (Section 3.2 of the BPSSM)

e. Prepare the annual systems security component of internal control certification (Section 3.3 of the BPSSM)

f. Prepare, review, update and test the

information technology systems contingency

plan (Section 3.4 of the BPSSM)               

g. Conduct an Annual Compliance Audit and implement Corrective Action Plans to resolve resultant findings (Section 3.5 of the BPSSM)

h. Develop Computer Incident Reporting and Response Procedures (Section 3.6 of the BPSSM)

i. Develop and maintain a system security profile (Section 3.7 of the BPSSM) 


11207
Perform Coordination of Benefits Activities with the Coordination of Benefits Contractor (COBC), Supplemental Payers, and States
The costs associated with the continuation of activities related to the crossing over of Medicare processed claims data to existing trading partners and costs associated with the transmission of Medicare processed claims to the COBC. 

Reference:
· Pub. 100-04, Section 70.6, Chapter 28
a.  Maintain and support your existing Trading Partner Agreements (TPAs) during transition to the COBA process, including providing assistance to the trading partner as it cancels its TPA and coordinates its COBA implementation to avoid loss of crossed claims. 

b. Coordinate with the COBC to ensure that 837 flat file transmission issues, including transmission problems, data quality problems, and other technical difficulties, are resolved timely.

c.  Upon issuance of a CMS program transmittal, coordinate with the COBC to ensure that trading partner requests for retrospective claims (COBA recovery process) are processed timely.
Workload 1 is the number of claims transferred as designated in the Pub. 100-06 (IER and FACP reporting).

Workload 2 is the number of claims crossed to the COBC (IER and FACP reporting).    

11208
Conduct Quality Assurance
The costs related to routine quality control techniques used to measure the competency and performance of claims processing personnel; quality assurance reviews of fee schedules, HCPCS and ICD-9 updates and maintenance; and review of contractor systems.   


a. Review suspended/reopened claims for correct processing

b. Review processed paper/EMC claims for accuracy

c. Perform other QC sampling techniques for claims processing

d. Perform QA on fee schedules maintenance and contractor systems 


11209
Manage Outgoing Mail
The costs to manage the outgoing mail operations for the bills/claims processing function (e.g., costs for postage, printing NOUs/MSNs/EOMBs, remittance advices and checks, and paper stock).

Reference:  

· Medicare Claims Processing Manual, Chap 1, Section 20

· Medicare Claims Processing Manual Chap. 22, Section 10
a. Mail NOUs/MSNs/ EOMBs, paper remittance advices, and checks

b. Mail requests for information (other than medical records or MSP) to complete claims adjudication

c. Return unprocessable claims to providers

d. Return misdirected claims

e. Forward misdirected mail


11210
Reopen Bills/Claims
The costs related to the post-adjudicative reevaluation of an initial or revised claim determination in response to (e.g.) the addition of new and material evidence not readily available at the time of determination; the determination of fraud; the identification of a math or computational error, inaccurate coding, input error, or the misapplication of reasonable charge profiles and screens, etc.

(Note:  Include the cost of processing an adjustment, but only if the adjustment is specifically related to a reopening.  Do not include the cost of an adjustment to a claim that results from an appeal decision).

Reference:

Internet Only Manual-Publication 100-4, Chapter 29, Section 60.27
a. Receive written inquiry or referral for reopening

b. Control and image claim

c. Research validity of issues related to the reopening

d. Adjust claim as appropriate

e. Issue response related to claims determination if necessary (e.g., a revised NOU or EOMB) 

f. Refer to other areas if appropriate to the circumstances

g. Document and maintain files for appropriate retrieval


CAFM

 Code
Activity Name
Definition
Tasks
Workload

12090
Part B Quality Improvement/

Data Analysis
All costs and workload associated with appeal quality improvement and data analysis.

Reference:

· AB-03-139
a. Identify reasons for full or partial reversals and dismissals

b. Identify denials due to medical review edits

c. Identify providers/suppliers with high review rates and high reversals

d. Identify problems/issues that have the highest rate of appeal or reversal

e. Identify percentage of each level of appeal that result in full reversals, partial reversals, and affirmations

f. Report on claims processing system errors, provider errors, and delayed documentation submission that result in denials and the potential affect on appeals review requests

g. Forward the results of data analysis and any recommendations to appropriate components (e.g. Medical Review, Provider Education, etc.)

h. Take corrective action as needed

i. Perform Quality Control Checks as instructed in the PM

j. Create and maintain an effective system for internal

    feedback loops

k. Submit reports to CMS as specified in official instructions


12110
Part A Reconsiderations/

Redeterminations 
All costs and workloads associated with conducting the Reconsideration/Redetermination.

Reference: 

· §1869 and §1816(f)(2)(A)(i) of the Act

· 42 CFR §405.710-405.717

· Medicare Claims Processing Manual, Chap. 29, Section 40.2, 40.3, 40.4 
· AB-03-133
· Section 521 of the Medicare, Medicaid and SCHIP Benefits Improvement and Protection Act of 2000 

· Sections 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act of 2003

· CR 2620
a. Receive reconsideration/redetermination request in corporate mailroom and date stamp    

b. Assign contractor control number (CCN) to request 

c. Scan reconsideration/redetermination request and other documentation as necessary   

d. Forward request to appropriate department 

e. Begin reconsideration/redetermination case preparation, validate request

f. Enter data as necessary into system/database 

g. Write and mail a reconsideration/redetermination dismissal letter, if necessary, or    

h. Write and mail a reconsideration/redetermination acknowledgement letter 

i. Obtain consultant/RN/specialist opinion as necessary 

j. Write or call appellant to request additional 

documentation as necessary

k. Make a determination about the reconsideration/redetermination request

l. Write and mail a reconsideration/redetermination determination letter to appellant and cc: other parties

m. Request and receive written assurance from provider that 

payment has not been made prior to the decision

n. If decision is partially or wholly reversed, effectuate 

decision (make payment) and close case

o. Enter case status information throughout the process of 

this activity and update as necessary, maintain/store case 

file for possible ALJ request
Workload 1 Reconsideration/

Redetermination Requests Cleared (claims) (CMS-2591, Line 7, Column 1)

Workload 2 Reconsideration/

Redetermination Requests Cleared (cases) (CMS-2591, Line 6, Column 1)

Workload 3 Reconsideration/

Redetermination Requests Reversed  (cases) (CMS-2591, Line 11, Column 1)

12113
Incomplete Reconsideration/Redetermination  Requests
All costs and workloads associated with returning incomplete or unclear requests for Reconsideration/Redetermination.

Reference:

· Medicare Claims Processing Manual, Chap. 29, Section 40.2.1C
Reference: 
· Section 521 of the Medicare, Medicaid and SCHIP Benefits Improvement and Protection Act of 2000; 

· Sections 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act 2003 

· CR 2620
a. Receive unclear or incomplete request from provider or   

state

b. Return it with clarification of what is required for a

reconsideration/redetermination request

c. Maintain a count of returned reconsideration/redetermination requests and enter this count into CAFMII
Workload 2 Incomplete Reconsideration/ Redetermination Requests (cases) (not currently captured on the CMS-2591)



12120
Part A ALJ Hearing Requests and Effectuations, and DAB Referrals, Requests for Case Files, and Effectuations
All costs and workloads associated with processing ALJ hearings, including receiving requests, preparing case files, and implementing ALJ decisions.

All costs associated with processing DAB referrals, DAB requests and DAB effectuations. 

Reference: 

Part A ALJ requests and effectuations:
· §1869 and §1816(f)(2)(A)(ii) of the Social Security Act

· 42 CFR §405.720-405.722
· Medicare Claims Processing Manual, Chap. 29, Section 40.5, 40.6, 40.7, 50.7AB-03-133

· Part A DAB referrals, requests for case files, and effectuations:
· 42 CFR §405.724

· Medicare Claims Processing Manual, Chapter 29, Section 40.6, 40.7

Misc. Code: 12120/01 – Courier Service Fees – All costs of using a courier service to forward requests for Part A ALJ hearing and case files.

AB-03-144
For Part A ALJ requests and effectuations:
a. Receive ALJ hearing request in corporate mailroom and 

    date stamp it

b. Assign a contractor control number to ALJ hearing request

c. Scan ALJ hearing request and any other documentation, if   

    applicable

d. Forward ALJ hearing request to the appropriate  

    department

e. Enter data as necessary into system/database

f. Prepare and send ALJ hearing request acknowledgement 

    letter

g. Assemble ALJ hearing case file and make and maintain an 

    exact copy 

h. Forward ALJ hearing case file to OHA 

i. Receive and control ALJ hearing file and decision

j. Review ALJ decision

k. Request and receive written assurance from provider that 

    payment has not been made prior to ALJ decision (if 

   whole or partial reversal)

l. Compute the amount due to the appellant/party based on 

   the ALJ decision (if whole or partial reversal)

m. Enter data as necessary into system/database

n. If no referral, effectuate ALJ decision

o. Place documentation confirming payment has been made 

    in case file, if applicable

p. Enter case status information throughout the process of 

    this activity and update as necessary, maintain/store case 

    file for potential future appeals

For Part A DAB referrals, requests for case files, and effectuations:

a. Prepare draft Agency Referral memo and case file, and 

    forward to lead RO or

b. Receive and control the appellant’s DAB review request  

    or the DAB’s request for a case file

c. Retrieve case file

d. Copy any additional correspondence and make a copy of  

    the original case file and maintain

e. Send original case file to the DAB

f. Effectuate DAB’s decision

g. Enter case status information throughout the process of 

    this activity and update as necessary


Workload 1 ALJ Hearing Requests Forwarded  (claims) (CMS-2591, 

Line 57, Column 1)

Workload 2 ALJ Hearing Requests Forwarded (cases) (CMS-2591,

Line 56, Column 1)

Workload 3 ALJ Hearings Effectuated (cases) (CMS-2591,

Line 72, Column 1)

12141
Part B Telephone Reviews
All costs and workloads associated with conducting telephone reviews/redeterminations.  Telephone reviews/redeterminations are those reviews/redeterminations that are requested by telephone and subsequently completed over the telephone.  

Misc. Code: 12141/01 – Dismissals/Withdrawals of Part B Telephone Reviews/Redeterminations – All costs associated with processing telephone reviews/redeeterminations that are dismissed or withdrawn.
a. Take all pertinent information for review/redetermination request over the telephone

b. Determine if the review/redetermination can be handled over the telephone

c. Log Request into system and assign control number

d.  Enter data as necessary into system/database

e. Conduct the review/redetermination over the telephone and evaluate evidence/case history

f. Make a review/redetermination determination

g. Write a review/redetermination determination letter (if wholly or partially unfavorable), if beneficiary initiated write a decision letter     at appropriate reading level, issue an EOMB/MSN/RA (if wholly or partially favorable)    

h. Mail a review decision letter to parties

i. If decisions partially or wholly reversed, effectuate 

   decision 

j. Enter case status information throughout the process of 

     this activity and update as necessary

k. Maintain an accurate count of telephone reviews/redeterminations completed and reversed and enter this data into CAFMII
Workload 1 Telephone Review Requests Cleared (claims) (not included in the CMS-2591)

Workload 2 Telephone Review Requests Cleared (cases) (not included in the CMS-2591)

Workload 3 Telephone Review Reversals (not included in the CMS-2591)

Telephone Review Requests Dismissed or Withdrawn (not included in the CMS- 2591)

12142
Part B Written Reviews 
All costs and workloads associated with completing a written review/redetermination.  Written reviews/redeterminations are those reviews that are requested in writing and subsequently completed in writing.

Reference:

· §1869 and §1842(b)(2)(B)(i) of the Social Security Act
· 42 CFR 405.807 – 405.812
· Medicare Claims Processing Manual, Chap. 29, Section 50.3  
· AB-03-133

· Section 521 of the Medicare, Medicaid and SCHIP Benefits Improvement and Protection Act of 2000; 

· Sections 933 and 940 of the Medicare Prescription Drug, Improvement and Modernization Act 2003

· CR 2620

Misc. Code: 12142/01 – Dismissals/Withdrawals of Written Reviews – All costs associated with processing written reviews/redeterminations that are dismissed or withdrawn.

a. Receive written review/redetermination request in corporate mailroom and date stamp request

b. Assign contractor control number (CCN) to review  

    request  

c. Scan review/redetermination request and any other documentation, if applicable

d. Forward review/redetermination request to appropriate department 

e. Begin case preparation and validate request

f.  Enter data as necessary into system/database

g. Evaluate evidence and case history of review request

h.  Obtain consultant/RN/specialist opinion for review/redetermination request, if necessary

i.  Write or call appellant to request additional      

   documentation for the review/redetermination, if necessary

j. Receive, scan and control additional documentation for     

    review/redetermination, if necessary

k. Make a determination about the review/redetermination request

l. Write a review/redetermination determination letter (if wholly or partially unfavorable), if beneficiary initiated, write a decision letter   at appropriate reading level, issue an EOMB/MSN/RA (if wholly or partially favorable)

m.  Mail review/redetermination determination letter to parties, if applicable

n.  If decision is partially or wholly reversed, effectuate 

     decision 

o.  Enter case status information throughout the process of  

     this activity and update as necessary, maintain/story case    

     file for possible HO Hearing Request


Workload 1 Written Requests Cleared (claims) (CMS-2591, Line 7, Column 5)

Workload 2 Written Requests Cleared (cases) (CMS-2591, Line 6, Column 5)

Workload 3 Written Requests Reversals (cases) (CMS-2591, Line 11, Column 5)

Written Requests Dismissed or Withdrawn (cases) (CMS-2591 Line 10, Column 5)

12143
Part B Incomplete Review Requests
All costs and workloads associated with handling incomplete or unclear requests for reviews/redeterminations.
Reference: 

· Medicare Claims Processing Manual, Chap. 29, Section 50.3 .1B
· CR 2620
a. Receive unclear or incomplete request from provider or     

    state

b. Return it with clarification of what is required for a review/redetermination request 

c. Maintain a count of all returned review/redetermination requests and enter this count into CAFMII
Workload 2 Incomplete Review Requests Received (cases) (not currently captured on the CMS-2591)



12150
Part B Hearing Officer Hearings 
All costs and workloads associated with processing, and conducting on-the-record, telephone, and in-person Hearing Officer (HO) Hearings.

All costs and workloads associated with processing a dismissal/withdrawal of a Hearing request.  

Reference:

· §1869 and §1842(b)(2)(B)(ii) of the Social Security Act
· Medicare Claims Processing Manual, Chap. 29, Section 50.4, 
· AB-03-133
a. Receive HO hearing request in mailroom 

b. Assign contractor control number (CCN) to HO hearing 

    request  

c. Scan HO hearing request and any other documentation, if 

    applicable

d. Forward HO hearing request to appropriate department 

e. Begin HO hearing case preparation and validate request 

f.  Enter data as necessary into system/database

g. Write and send a HO hearing acknowledgement letter

h. Prepare the HO hearing case file

i. Schedule the hearing

j. Provide written notice of the hearing

k. Pre-examine the HO hearing evidence

l. Enter data as necessary into system/database

m. Examine the applicable sections of the statues, 

    regulations, rulings, policy statements, general instructions       

    and formal guidelines to prepare for the HO hearing

n. Travel

o. Conduct the HO hearing

p. Receive medical review for the HO hearing, if necessary

q. Make a determination about HO hearing request

r. Write and mail a HO hearing decision letter to appellant

s. Effectuate the decision if whole or partial reversal

t. Enter case status information throughout the process of this    

   activity and update as necessary, maintain/store case file 

   for possible ALJ request
Workload 1 HO Hearings Completed (claims) (CMS-2591, Line 7, Column 6)

Workload 2 HO Hearings Completed (cases) (CMS-2591, Line 6, Column 6)

Workload 3 HO Hearings Reversed (cases) (CMS-2591, Line 11, Column 6)

12160
Part B ALJ Hearing Requests and Effectuations, and DAB Referrals, Requests for Case Files, and Effectuations 
All costs and workloads associated with the processing of ALJ hearing requests and effectuations.  

All costs associated with processing DAB referrals, DAB requests and DAB effectuations.

Reference: 

· 42 CFR 405.855 and 42 CFR 405.856
· Medicare Claims Processing Manual, Chap. 29, Section 50.7 AB-03-133

· AB-03-144
       Misc. Code: 12160/01 – Courier

Service Fee – All costs of using a

courier service to forward requests for

Part B ALJ hearing and case files.


For Part B ALJ requests and effectuations:

a. Receive written ALJ hearing request

b. Assign CCN 

c. Scan requests, referrals, and any other documentation, if applicable

d. Forward ALJ hearing request to appropriate department 

e. Enter data as necessary into system/database 

f. Prepare and send an acknowledgement letter

g. Assemble case file and make and maintain an exact copy of the file

h. Forward case file to OHA 

i. Enter case status information throughout the process of this activity and update as necessary, maintain/store case file for potential future appeals

j. Receive and control case file and decision

k. Compute the amount due to the appellant/party based on the decision (if whole or partial reversal)

l. Enter data as necessary into system/database

m. Effectuate decision if whole or partial reversal 

n. Place documentation confirming payment has been made in the case file, if applicable
Workload 1 ALJ Hearing Requests Forwarded (claims) (CMS-2591, Line 57, Column 5)

Workload 2 ALJ Hearings Effectuated Forwarded (cases) (CMS-2591, Line 56, Column 5)

Workload 3 ALJ Hearings Effectuated (cases) (CMS-2591, Line 72, Column 5)






o.  Enter case status information throughout the process of this 

     activity and update as necessary, maintain/store case file for 

      potential future appeals

For Part B DAB referrals, requests for case files and effectuations:

a.  Prepare draft Agency Referral memo and case file, and  forward with the original ALJ case file to lead RO within 30 days of the date of the ALJ decision

b.  Receive and control the appellant’s DAB review request or the DAB’s request for a case file

c. Retrieve case file

d. Copy any additional correspondence and make a copy of the

     original case file and maintain

e. Send original case file to the DAB

f.  Effectuate DAB’s decision

g. Enter case status information throughout the process of this

   activity and update as necessary


12901
PM CERT Support
All PM costs associated with supporting the Comprehensive Error Rate Testing (CERT) contractor.

Reference:
· Program Integrity Manual (PIM) Chapter 12, Section 3.3.1

· PIM Chapter 12, Section 3.4

· PIM Chapter 12, Section 3.5

· PIM Chapter 12, Section 3.6.1

· PIM Chapter 12, Section 3.6.2
a. Provide sample information to the CERT Contractor as described in Pub 100-8 Ch. 12 § 3.3.1A&B 

b. Ensure that the correct provider address is supplied to the CERT Contractor as described in Pub 100-8 Ch 12 § 3.3.1.C 

c. Research ‘no resolution’ cases as described in Pub 100-8 Ch 12 § 3.3.1.B  

d. Handle and track CERT-initiated overpayments/underpayments as described in Pub 100-8 Ch 12. § 3.4 and 3.6.1 

e. Handle and track appeals of CERT-initiated denials as described in Pub 100-8 Ch 12. § 3.5 and 3.6.2 


CAFM

 Code
Activity Name
Definition
Tasks
Workload

13002
Beneficiary Written Inquiries
All costs associated with answering beneficiary/Congressional questions through correspondence.

All costs associated with answering questions from beneficiaries visiting the Medicare Contractor facility.

Reference:

· Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2, Section 20.2
a. Log/Control and stamp all written inquiries with

    receipt date in mailroom                                                               b. Answer Inquiry in writing,  via telephone, 

    or e-mail

c. Send Response

d. Maintain Quality Control Program for written

    policies and procedures

e. Transfer misrouted correspondence

f.  Establish a correspondence Quality Control 

    Program

g.  Perform continuous quality reviews of outgoing   

     letters

h. Answer visitors’ questions courteously and 

     responsively (formerly walk-in inquiries)
Workload 1 is the cumulative written inquiries as reported on the CMS-1566, Line 37, Beneficiary Column.

Workload 2 is the cumulative visitor inquiries (formerly walk-ins) as reported on the CMS-1566, Line 36, Beneficiary Column.

13004
Customer Service Plans
All costs associated providing beneficiary outreach and educational seminars, conferences and meetings for the contractor’s entire geographic area and not limited to the local RO.

Reference:
· Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2, Section 20.5
a. Establish partnerships and collaborate with local and national coalitions and beneficiary counseling and assistance groups

b. Provide service to areas with high concentrations of non-English speaking populations and for special populations such as: blind, deaf, disabled and any other vulnerable population of Medicare beneficiaries

c. Conduct Medicare awareness training/education with appropriate Congressional staffs to resolve beneficiary issues with Medicare


13005
Beneficiary Telephone Inquiries
All costs associated with answering beneficiary/Congressional questions over the telephone.                 

                                                                 All costs associated with the monitoring of a Customer Service Representative's (CSRs) telephone skills and the accuracy of the response.  

                                                              All costs associated with planning/conducting training; and inputting/reviewing performance data.

All costs associated with NGD deployment and operation.

Reference:

· Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 2, Section 20.1
a. Answer telephones

b. Completing internal paperwork                                                          c. Inputting data into the system                                                        d. Analyzing reports and data                                                           e. Mailing information requested                                                                                                                     f. Making follow-up calls                                         

g. Monitoring Call                                                  

h. Completing Scorecard                                                                 i. Inputting Scorecard                                                                       j. Reviewing Scorecard with CSR                                                           k. Planning/conducting training for CSRs

l. Planning and deployment of NGD
Workload 1 is the cumulative inquiries as reported on the CMS-1566, Line 35, Beneficiary Column.

13201
Second Level Screening of Complaints Alleging Fraud and Abuse
Costs associated with screening second level beneficiary inquiries of potential fraud and abuse that are closed, ordering medical records for beneficiary inquiries that are closed, and sending the referral package to the PSC or Medicare fee-for-service contractor BIU.  This also includes the costs associated with the referral package for provider inquiries of potential fraud and abuse. 

Workload associated only with beneficiaries.

13201/01 – Second Level of Complaints Alleging Fraud and Abuse by Providers – Costs associated with the referral package for provider inquiries of potential fraud and abuse.
Misc. Code: 13201/01 – Second Level of Complaints Alleging Fraud and Abuse by Providers – Costs and workload associated with all provider inquiries of potential fraud and abuse.
a. Calls the beneficiary (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

b. Reviews claims  

history (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

c. Reviews provider correspondence files for educational/warning letters or contact reports that relate to similar complaints (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

d. Requests itemized billing statements, when necessary (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

e. Requests medical records, when necessary (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

f. Resolves complaints, whenever possible (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

g. Refers complaints that are not fraud and abuse to the appropriate staff within the contractor or PSC, if appropriate (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

h. Screens all Harkin Grantee complaints for fraud and abuse and maintains the Harkin Grantee Database (CR 2719 & PIM Chapter 4, §4.6-4.6.2, §4.12.3-4.12.4)
i. Complies information in the Database into an aggregate report (PIM Chapter 4, §4.12.4)

j. Distributes the aggregate report to the Harkin Grantee state project coordinator every 6 months and send copies of the report to CMS CO (PIM Chapter 4, §4.12.4) 

k. Screens all OIG Hotline complaints for fraud and abuse (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

l. Develops the referral package for the PSC or Medicare fee-for-service contractor BIU on fraud and abuse complaints (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

m. Refers the referral package to the PSC or Medicare fee-for-service contractor BIU within 30 calendar days of receipt of the complaint in the AC mailroom, or within 30 calendar days of receiving medical records (CR 2719 & PIM Chapter 4, §4.6-4.6.2)

n. Maintains statistics and reports, as required (CR 2719 & PIM Chapter 4, §4.6-4.6.2)
Workload 1 The total number of second level screening inquiries that were closed for beneficiaries.

Workload 2 The total number of medical records ordered for beneficiary inquiries that were closed.

Workload 3 The total number of potential beneficiary fraud and abuse complaints identified and referred to the PSC or Medicare fee-for-service contractor BIU.

CAFM

 Code
Activity Name
Definition
Tasks
Workload

14101
Provider/Supplier Information and Education Website
All costs associated with maintaining an Internet web site that is dedicated to furnishing providers and suppliers with timely, accessible and understandable Medicare program information.  This includes the costs associated with the development and maintenance of an internet web site. 

Reference:

· IOM, Pub.100-09, Chapter 4,

Section 20.1.7


a. Develop a website that is consistent with CMS requirements and website functionality.

b. Periodically review the Web site standards Guidelines for compliance.
Workload 1 is the number of page views at the URL (root) level for your provider education web site.



14102
Electronic Mailing Lists/List-Servs
All costs associated with the development and maintenance of electronic list-servs.

Reference:

· IOM, Pub.100-09, Chapter 4, Section 20.1.7


a. Provide registrants via e-mail of important and time sensitive Medicare program information.

b. Notify registrants of the availability of contractor bulletins.

c. Ensure that list-serv accommodates all providers/suppliers.
Workload 1 is the total number of contractor provider/supplier PCOM electronic mailing lists.

Workload 2 is the total number of registrants on all the PCOM electronic mailing lists.

Workload 3 is the number of times contractors have used their list-serv(s) to communicate with providers/suppliers.

CAFM

 Code
Activity Name
Definition
Tasks
Workload

16002
Non-MSP Debt Collection/

Referral
Recover overpayments

Reference:

· 42 CFR 405.370

a. Promptly suspend payments to providers to help assure the proper recovery of program overpayments and to help reduce the risk of uncollectable accounts

b. Verify bankruptcy information for accuracy, timeliness, and coordinate with CMS/OGC to ensure proper treatment and collection of any overpayments to the Trust Funds

c. Record overpayments determined by functional areas timely

d. Refer all eligible delinquent debt to Treasury within 180 days of the debt becoming delinquent. (Do not include MSP debt referral on this line)

e. Promptly review all extended repayment plan requests.  Coordinate with regional and central office on Extended Repayment Plans (ERPs) that are over 12 months

f. Process overpayments recoupments

g. Documented attempts to collect overpayments timely.  This includes attempting to locate providers and telephoning delinquent providers when necessary

h. Assess systematic and manual interest on overpayments and underpayments correctly


16003
Interim Payment Control
Establish, review, and revise interim payments rates

Reference:

· 42 CFR 413.64 (h)

       Provider Reimbursement

· Manual 15 Part 1

       Intermediary Manual/

       Part I


a. Closely monitor provider compliance with interim payment requirements, especially those providers reimbursed under the periodic interim payment (PIP) method of reimbursement, and terminate providers from PIP, when necessary

b. Review/revise Graduate Medical Education (GME), Indirect Medical Education (IME), Disproportionate Share Hospital (DSH), bad debt, organ acquisition, interim rates, etc.  

c. Review documentation requests for special payment status such as sole community and Medicare dependent hospital 
Workload 1 is the number of provider interim rate reviews, including PIP reviews.

16004
Reimbursement Report and File Maintenance
Maintain data reports and files for provider reimbursement

Reference:

· 42 CFR Part 413

       Program Memorandum

       2197 under PM A-03-004

· Provider Reimbursement

       Manual 15 Part 1


a. Maintain accurate PPS Pricer Prov (provider specific) file

b. Ensure an accurate System for Tracking Audit and Reimbursement (STAR) database is maintained, including ensuring that all information is properly entered and reported

c. Maintain the Provider Statistical and Reimbursement (PS&R) system including testing all system updates and ensuring data is reliable for cost report settlements

d. Obtain cost reports from providers including issuance of cost report submission reminder letters, PS&R reports, and demand letters

e. Mass updates of cost to charge ratios




16005
Provider-Based Regulations
Carry out all functions related to making provider-based determinations.

Reference:

· 42 CFR 413.65

· CR 2411
a. Process all provider applications or attestations and review all applications or attestations for completeness and accuracy

b. Make any necessary on-site visits

c. Carry out random sample reviews of providers that have not submitted any attestations or applications

d. Take any necessary review or audit steps needed to allow CMS to make final provider-based determinations


Workload 1 is the number of recommendations for approval made to the regional office (RO).

Workload 2 is the number of recommendations for disapproval made to the RO.

Workload 3 is the number of attestations received, but for which recommendations have not yet been made to the RO.

CAFM

 Code
Activity Name
Definition
Tasks*
Workload

31001
Provider Enrollment
Provider/supplier enrollment is a critical function to ensure only qualified healthcare organizations and entities are enrolled in the Medicare program. Healthcare organizations and entities must enroll with Fiscal Intermediaries (FIs), with whom they will do business, before receiving reimbursement for services furnished to Medicare beneficiaries. Each applicant will use the appropriate enrollment form and undergo the entire enrollment process, including verification of all of their information. 

Reference: 

· PIM Chapter 10*


a. Distribute all enrollment applications or refer applicants to the CMS web site (§2.2 and 23)

b. Process initial applications (CMS 855A) from receipt to final recommendation to the State Agency and the Regional Office (RO), including verification of information and meeting CMS timeliness standards 

(§ 1, 2, 10 - 12, 14 - 21, 25)

c. Process and verify Changes of Ownership (CHOWs) within CMS timeliness standards (§10)

d. Process, verify and acknowledge changes of information via the CMS 855A within CMS timeliness standards. (§3,13)

e. Process voluntary termination of billing numbers via the CMS-855A (§10.1)

f. Verify and document provider enrollment information using the FID, Qualifier.Net, etc (§2.2)

g. Image applications (i.e., for authorized and delegated official representative signatures) or maintain a hardcopy file to compare the signatures of the authorized representative and delegated official for changes to “pay-to” address (§2.2)

h. Enter all application information into the Provider Enrollment, Chain, and Ownership System (PECOS) to include enrollment record information captured from in-house records when changes of information or tie-ins occur 

i. Monitor Community Mental Health Centers (CMHCs) and deactivate non-billing CMHCs (§11)

j. Ensure staff is trained on enrollment requirements, procedures and techniques (§2) 

k. Respond to all phone calls and miscellaneous letters concerning enrollment in the Medicare program Provider enrollment-initiated educational projects should be charged to provider enrollment. Activities done in conjunction with the Provider Communications (PCOMM) group should be charged to the PCOMM line (§22)

l. Provide a link to the CMS web site from your contractor web site (§23)

m. Initiate special projects as necessary or as requested by CMS 

n. Coordinate with other internal components (e.g., appeals, fraud unit, EFT processor, provider education/professional relations, ROs etc.). For EFTs, only charge provider enrollment for mailing the EFT form in the new provider packet and the verification of the bank account per CMS Pub 100-04, §30.2 (§2)

o. Coordinate with other external components (e.g., OIG, Medicaid, FBI, Payment Safeguard Contractors (PSCs), State survey and certification agencies, etc.). When working with PSCs, the FI will charge their assistance to a PSC under one of the three designated workloads (see activity code 23201). Work not associated with one of these workloads is charged to provider enrollment (§2)
Workload 1 is the number of initial applications (CMS 855A) and buyer CHOWs received in a month.

Workload 2 is the number of changes of information (including seller CHOWs) received in a month. This includes cases where an enrollment record can be made and those where only logging and tracking could be performed. You will get credit for a change whether you create an enrollment record or not.



CAFM

 Code
Activity Name
Definition
Tasks
Workload

33001


Answering Provider Telephone Inquiries
All costs associated with answering provider questions over the telephone.                                                                                  

Reference:

· IOM Pub 100-9 Chapter 3 §20.1.1-20.1.5

· IOM Pub 100-9 Chapter 3 §20.1.8-20.1.12
a. Answering the phones timely

b. Completing internal paperwork

c. Inputting data into the system

d. Analyzing reports and data

e. Sending requested information

f. Making follow-up calls

g. Implementing a provider satisfaction survey

h. Developing a contingency plan

i. Developing an IVR quality assurance plan

j. All costs associated with purchasing and maintaining telephone systems and equipment


Workload 1 is the cumulative inquiries as reported on the HCFA-1566, Line 35, Provider Column

33014
Provider Quality Call Monitoring
All costs associated with the monitoring of a Customer Service Representative's (CSRs) telephone skills and the accuracy of the response.     

Reference:

· IOM Pub 100-9 Chapter 3 §20.1.7 


a. Monitoring Calls

b. Completing Scorecard

c. Inputting Scorecard

d. Reviewing Scorecard with CSR 




33020
Staff Development and Training
All costs associated with the training and development of provider inquiries staff.

Reference:

· IOM Pub 100-9 Chapter 3 §20.1.6
a. Planning/conducting training for CSRs

b. Attending CMS sponsored meetings, 

conferences, and train-the-trainer sessions related to provider customer service




33002
Provider Written Inquiries
All costs associated with answering provider questions through written correspondence.

Reference:

· IOM Pub 100-9 Chapter 3 §20.2
a. Logging/Controlling and date stamping all written inquiries in the mail room

b. Responding to a written inquiry in writing, via telephone, or via e-mail

c. Mailing the response (if applicable) 

d. Maintaining a Quality Control Program for 

written policies and procedures

e. Transferring misrouted correspondence

f. Maintaining a correspondence Quality Control Program

g. Performing continuous quality reviews of outgoing letters


Workload 1 is the number of provider written inquiries received by the contractor as reported on the CMS-1566, Line 37, Provider Column.



33003
Provider Walk-In Inquiries
All costs associated with answering questions from providers visiting the Medicare Contractor facility.

Reference:

· IOM Pub 100-9 Chapter 3 §20.3
a. Maintain sign–in sheets for walk-in individuals b. Keep records of contact by recording facts, questions, and responses given to individual

c. Conduct inquiry interview

d. Provide Medicare publications, as required


Workload 1 is the cumulative inquiries as reported on the CMS-1566 Line 36, Provider Column.

CAFM

 Code
Activity Name
Definition
Tasks
Workload

21001
Automated Review



When medical review is automated, decisions are made at the system level, using available electronic information, without the intervention of contractor personnel. See IOM Pub. 100-8 Ch. 3 section 5.1 for further discussion of automated review.

Reference:

· IOM Pub. 100-8 Chapter 3, Section 3.4.5 (A)

· IOM Pub. 100-8 Chapter 3, Section 3.5.1
· IOM Pub. 100-8 Chapter 11, Section 11.1.3.1

a. Develop edits  

b. Implement edits

c. Generate denial letters if appropriate, this does not include collecting the over payment
Workload 1 is the number of claims denied in whole or in part. 

Workload 2 is the number of claims subjected to automated medical review, to the extent that contractors can report this.



21002
Routine Reviews
Routine review requires the intervention of specially trained non-clinical MR staff and is restricted to determination that can be made by review of the claim, attachments not requiring clinical judgment, and review of claims history.

NOTE: Report post pay routine review workload denied due to lack of documentation on the remarks section of 21002.  Do not include these denials in any other workload of this activity code. 

Reference:
· IOM Pub. 100-8 Chapter 3, Section 3.4.5 (B)

· IOM Pub. 100-8 Chapter 11, Section 11.1.3.2


a. Develop edits

b. Implement edits 

c. Review claim      

d. Make determination        

e. Generate denial letter if appropriate, this does not include collecting the over payment 
Workload 1 is number of claims reviewed.

Workload 2 is number claims denied in whole or in part.

Workload 3 is the number of providers subjected to routine review.

21007
Data Analysis 
Data Analysis is the integrated and on-going comparison of CERT findings, claim information, claims data deviations from standard practice, and other related data to identify potential provider service billing practices that may pose a threat to the Medicare Trust fund.  This analysis can be a comparison of individual claim characteristics or in the aggregate of claims submissions.  Analysis of data will lead to the generation of a list of program vulnerabilities that the contractor will use to focus their education and review resources.

Reference:

· IOM Pub. 100-8 Chapter 2, Section 2.2
· IOM Pub. 100-8 Chapter 11, Section 11.1.4
 a. Collect data 

 b. Analyze and compare data  

 c. Identify potential program vulnerabilities  

 d. Institute ongoing monitoring and modification of data analysis program components

e. Develop and maintain trend reports over

    at least an 18-month period


21010
Third Party Liability (TPL) or Demand Bills


Demand bills are bills submitted by the SNF or a RHHI at the beneficiary’s request because the beneficiary disputes the provider’s opinion that the bill will not be paid by Medicare and wishes the bill to be submitted for a payment determination. The demand bill is identified by the presence of a condition code 20. The SNF and RHHI must have a written request from the beneficiary to submit the bill, unless the beneficiary is deceased or incapable of signing. In this case, the beneficiary’s guardian, relative, or other authorized representative may make the request.

Reference:

· IOM Pub. 100-8 Chapter 6, Section 6.1.1

· IOM Pub. 100-8 Chapter 11, Section 11.1.6
a. Review claim

b. Request medical record and documentation 

c. Make determination

d. Generate denial if appropriate, this does not include collecting the over payment
Workload 1 report the number of claims (TPL and demand bills) reviewed.

Workload 2 report number of claims denied, in whole of in part.

Workload 3 report the number of demand bills. (IOM Pub. 100-8 Ch. 11)



21206
Policy Reconsideration/ Revision 
Contractors are to update Local Coverage Determinations (LCD).  Costs accrued for transitioning Local Medical Review Policy (LMRP) to the LCD format should be captured here.

Reference: 

· IOM Pub. 100-8 Chapter 11, Section 11.1.5.2 

· IOM Pub. 100-8 Chapter 13, Section 13.4
a. Determine need (IOM Pub. 100-8, Ch. 3, § 4)                                                             

b. Develop draft LCD change     

c. Solicit comments 

d. Compile and respond to comments 

e. Develop final policy 

f. Distribute policy

g. Post LCD on to the database 
Workload 1 report the total number of policies/coverage determinations revised. 

Workload 2 reports the total number of policies/coverage determinations that required notice and comment.

Workload 3 report total number of policies/coverage determinations revised due to outside request (e.g., beneficiary or provider request.)



21207
MR Program Management
MR Program Management encompasses managerial responsibilities inherent in managing the Medical Review (MR) and Local Provider Education & Training (LPET) Programs, including development, modification and periodic reports of MR/LPET Strategies and Quarterly Analysis (QSA); quality assurance activities; planning, monitoring and adjusting workload performance; budget-related monitoring and reporting; and implementation of CMS instructions.  Any MR activity required for support of a PSC that performs MR activities should also be included in this code (this does not include MR to support the CERT contractor).

Reference: 

· IOM Pub. 100-8 Chapter 11, Section 11.1.9
a. Review data from data analysis

b. Develop and prioritize a problem list from the data analysis

c. Determine the educational and review activities that will be used to address the problems on the problem list

d. Develop and periodically modify Medical Review/LPET Strategy

e. Track and modify problem list activities by using the QSA

f. Develop and modify quality assurance activities, including special studies, Inter-Reviewer Reliability testing, Committee meetings, and periodic reports

g. Evaluate edit effectiveness

h. Plan, monitor, and oversee budget, including interactions with contractor budget staff and RO budget and MR program staff
i. Manage workload, including monitoring of monthly workload reports, re-allocation of staff resources, and shift in workload focus when indicated
j. Implement Medical Review instruction from Regional and/or Central Office
k. Educate staff on Medical Review issues, new instruction, and quality assurance findings

l. MR PSC support activities



21208
New Policy Development Activities
Contractors are to create Local Coverage Determinations (LCD) IOM 100-8 Chapter 13, Section 13.4. 

Reference: 

· IOM Pub. 100-8 Chapter 13, Section 13.4

· IOM Pub. 100-8 Chapter 11, Section 11.1.5.1
a. a. Determine need (See IOM Pub. 100-8, Ch. 13, 

b.     § 4 (A) for circumstances requiring a

c.     need for LCD development)                                                              

b. Develop draft LCD     

c. Solicit comments 

d. Compile and respond to comments 

e. Develop final LCD 

f.  Distribute LCD

g. Post LCD on to the database 
Workload 1 is the number of new LCDs that were presented for notice and comment. 

Workload 2 is the number of LCDs that became effective. 



21220
Complex Probe Review
Reports all costs associated with prepay and postpay Complex Probe Review.  Prepay and postpay probe reviews are done to verify that the program vulnerability identified through data analysis actually exists and will require additional education and possible review.

Reference:

· IOM Pub. 100-8, Chapter 3, Section 3.2 (A)

· IOM Pub. 100-8, Chapter 11, Section 11.1.7.4
a. Select sample

b. Request medical records/additional information

c. Review claim

d. Make determination

e. Generate denial/demand letters, if appropriate, this does not include collecting the over payment
Workload 1 is the number of claims reviewed.

Workload 2 is the number of claims denied in whole or in part.

Workload 3 is the number of providers subjected to complex probe review.

21221
Prepay Complex Review
Reports all costs associated with Prepay Complex Review.  Prepay medical review of claims requires that a benefit category review, statutory exclusion review, reasonable and necessary review, and/or coding review be made BEFORE claim payment.  Complex medical review involves using clinical judgment by a licensed medical professional to evaluate medical records.  Only claims reviewed based on a medical review edit and were addressed in the MR/LPET strategy shall be allocated to this activity line.

Reference:

· 100-8 Chapter 3, Section 3.4

· 100-8 Chapter 3, Section 3.4.5

· 100-8 Chapter 11, Section 11.1.3.3
a. Develop edits

b. Implement edits

c. Perform quality assurance of edits

d. Request medical records and additional documents

e. Review claim and documentation 

f. Make determination

g. Generate denial letters, if appropriate, this does not include collecting the over payment
Workload 1 is the number of claims reviewed.

Workload 2 is the number of claims denied in whole or in part.

Workload 3 is the number of providers subjected to complex review.

21222
Postpay Complex Review
All costs associated with Postpay Complex Review.  Prepay medical review of claims requires that a benefit category review, statutory exclusion review, reasonable and necessary review, and/or coding review be made AFTER claim payment.  These types of review give the contractor the opportunity to make a determination to pay a claim (in full or in part), deny payment or assess an overpayment.  Complex medical review involves using clinical judgment by a licensed medical professional to evaluate medical records.  Only claims reviewed based on a medical review edit and were addressed in the MR/LPET strategy shall be allocated to this activity line.

Reference:

· IOM Pub. 100-8 Chapter 3, Section 3.4

· IOM Pub. 100-8 Chapter 3, Section 3.4.5

· IOM Pub. 100-8 Chapter 11, Section 11.1.7.2

· IOM Pub. 100-8 Chapter 11, Section 11.1.7.3

· IOM Pub. 100-8 Chapter 11, Section 11.1.7.4
a. Select claims

b. Claim review

c. Request medical records and additional documents

d. Claim and Documentation review

e. Make determination

f. Generate overpayment demand letters, if appropriate, this does not include collecting the over payment
Workload 1 is the total number of claims reviewed on a postpayment basis.

Workload 2 is the total number of claims denied in whole or in part.

Workload 3 is the number of providers subjected to postpayment review.

21901
MIP Comprehensive Error Rate (CERT) Support
Report the costs associated with time spent on activities to support the CERT contractor that are performed by the Medicare Integrity Program functional areas.

Reference:

· IOM Pub. 100-8 Chapter 12
a. Providing review information to the CERT Contractor as described in IOM Pub. 100-8 Ch. 12, § 3.3.2

b. Providing feedback information to the CERT Contractor as described in IOM Pub. 100-8 Ch. 12, § 3.3.3, including but not limited to:

· CMD discussions about CERT findings

· Participation in biweekly CERT conference calls

· Responding to inquiries from the CERT contractor

· Preparing dispute cases

c. Preparing the Error Rate Reduction Plan (ERRP) as described in IOM Pub. 100-8 Ch. 12, § 3.9

d. Educating the provider community 

       about CERT as described in

        IOM Pub. 100-8 Ch.12, § 3.8

e. Contacting non-responders and

        referring recalcitrant non-responders

        to the OIG as described in IOM Pub. 

       100-8 Ch. 12, § 3.15


CAFM Code 
Activity Name
Definition
Tasks
Workload

22001
MSP Bills/Claims Prepayment 
All costs of activities associated to continued processing of a MSP claim after it enters the claims processing system, subsequent to initial claim entry, and activities necessary to aid in the processing of MSP Prepay-related Congressional hearings and appeals

Reference:

· Medicare Secondary Payer Manual, Chapters: 3, 5, 6 & 7


a. Resolve MSP claim edits occurring in the claim adjudication process   within the standard systems and in response to CWF verification and 

validation  

b. Compare EOB/RA data attached to the MSP claim to HIMR/CWF data to identify the presence/absence of a CWF MSP Aux File record and to continue claim processing

c. Contact the provider (for clarification- not development) if necessary, to avoid suspending the claim 

d. Add termination dates to MSP auxiliary records previously established on CWF with a “Y” validity indicator when no discrepancy exists in the validity of the CWF information and an active claim (simple terminations)

e. Prepare a CWF Assistance Request to terminate a record only when a system problem exists or it fits existing CWF error codes/subject to the 6-month rule    

f. Work MSP suspended claims that have not processed through to final payment decision including:  -Override a claim using conditional payment codes to process the claim a

-Prepare an “I” record to accommodate an override  

-Determine to pay as primary or secondary or deny

-Follow up on COBC development/actions 

-Address CWF Automatic Notices 

g. Complete MSP ECRS Inquiries and CWF Assistance Requests necessary to process the receipt of a claim through to payment or denial – Use C in the ECRS AC field. 

h. Follow up on prepay CWF Assistance Requests within designated timeframes

i. Create “I” records when enough claim information exists to add a new CWF MSP Aux File record  

j. Process Congressional inquiries related to MSP 

Prepay  functions and follow up with COBC within

designated timeframes  


Workload 1 is the number of MSP claim edits resolved in the claim adjudication and CWF verification and validation processes and the “I” records prepared, necessary to complete the processing of a claim.  

Workload 2 is the number of ECRS MSP Inquiries and CWF Assistance Requests transmitted to the COBC. 

Workload 3 is the number of MSP prepays Congressional and hearing requests processed, including follow up with the COBC.  

22005
MSP Hospital Audits/On-site Reviews


All costs of activities associated with the onsite review of hospitals, completion of reports and follow-up.   

Reference:

· Medicare Secondary Payer Manual, Chapters: 3 & 5
a. Conduct on-site hospital reviews

b. Prepare review reports to providers

c. Conduct follow-up on corrective action plans with

providers
Workload 1 is the number of completed on-site reviews when a provider report has been submitted.

42002
Liability, No-Fault, Workers’ Compensation, Federal Tort Claim Act (FTCA)
All costs of activities associated with the identification and establishment of a MSP Recovery claim specific to the named activity.

Reference:

· Medicare Secondary Payer Manual, Chapters:  2, 4, 5, 6, & 7


a. Research Medicare paid claims to identify claims related to a pending settlement, judgment, or award

b. Identify Medicare’s conditional payment amount

c. Issue subsequent conditional payment amount notices (when appropriate)

d. Respond to all case related inquiries (includes congressional inquiries) prior to the demand.

e. Enter appropriate termination dates to CWF 

f. Calculate the Medicare recovery amount

g. Issue recovery demand to appropriate individual or entity 

h. Coordinate with RO all pre-demand compromise requests

i. Coordinate with CMS to effectuate FTCA recoveries 

j. Follow CMS directives for access to OSCAR, UPIN, & NSC data

m. Perform appropriate case related ECRS transactions.  Use R in the ECRS AC field 
Workload 1 is the number of recovery demand letters issued.

Workload 2 is the number of incoming correspondence. 

Workload 3 is the number of resultant ECRS transactions.



42003
Group Health Plan
All costs of activities associated with identification and demand of all Medicare mistaken payments specific to the named activity.

Reference:

· Internet Only Manual Pub 100-5

Medicare Secondary Payer

       Manual, Chapters: 3 & 6


a. Install/run Data Match tapes

b. Perform all Data Match and Non-Data Match history searches

c. Develop & issue recovery demand letters (Data Match, Non-Data Match and DPP demands, as well as, demands resulting from 42 CFR 411.25 notices) taking into account existing search parameters and tolerances, if any

d. Check CWF prior to mailing of recovery demands, if contractors’ systems will not recognize an existing termination date on an MSP record, to ensure valid MSP periods

e. Respond to any pre-demand Data Match & Non-Data Match incoming CORR related to a case

f. Send copies of initial demand letters to the insurer/TPA of that employer (debtor)

g. Perform all MPARTS status code updates related to actions up to and through the issuance of a recovery demand

h. Perform appropriate case related ECRS transactions.  Use G in the ECRS AC field 
Workload 1 is the number of GHP recovery demand letters issued to the debtor (do not count the copy). 

Workload 2  is the number of MSP post payment case related ECRS transactions performed.



42004 
MSP 

General Inquires
All costs of activities associated to MSP CORR that is not case or active claim specific.

Reference:

· Internet Only Manual Pub 100-5

Medicare Secondary Payer

       Manual, Chapters 3, 5, & 6


a. Perform appropriate general (non-case related and non-active claim related) ECRS transactions, including those that may be necessary for voluntary refunds/unsolicited refunds.  Use I in the ECRS AC field. Take action on non-active claim and non-case related letters (including voluntary refunds/unsolicited refunds), faxes, e-mails, or telephone inquiries 

b. Respond to one time inquiries for outreach materials which may include the reproduction of these materials (those not counted in 42006)

c. Enter non-case related and non-active claim related CWF termination dates

d. Respond to OBRA 93 requests not related to an existing debt
Workload 1 is the number of general MSP inquiries resolved. This includes OBRA 93 requests.

Workload 2 is the number of non-case related & non-active claim related ECRS transactions performed specific to voluntary/unsolicited refunds. 

Workload 3 is the number of one-time inquiries requesting outreach materials.

42006
Outreach
All cost of activities associated to the development and presentation of MSP material to or for target audiences
a. Develop and /or revise/update audience appropriate outreach materials of recovery and presentation, e.g. beneficiary/insurer/provider handout materials (booklets and brochures) and internet Web sites

b. Develop training materials and perform outreach presentations 

c. Maintain and reproduce outreach materials as necessary
d. Respond to written and phone request for outreach materials [Note: a onetime inquiry requesting outreach materials (which may/may not include reproduction of these materials should be reported under AC 42004- General Inquiries]
Workload 1 is the number of educational seminars, workshops, educational classes and/or face-to-face meetings.
Workload 2 is the number of videos or brochures created and /or revised.

Workload 3  is the number of changes/ updates or any new modules related to the WEB page and /or web based training modules.

42021
Debt Collection/

Referral
All costs of activities associated with the collection of all MSP debts and the referral of eligible delinquent MSP debt under the Debt Collection Act of 1996.

Reference:

· Internet Only Manual Pub 100-5

Medicare Secondary Payer

       Manual, Chapters:  3, 5, 6 & 7
a. Ensure proper recovery of MSP debts

b. Respond and resolve all Corr or other inquiries regarding a debt within timelines parameters 

c. Adjudicate and post checks received timely

d. Review and respond timely to “Extended Repayment Plan” (ERP) requests and monitor ongoing ERPs

e. Resolve all post demand 1870 waiver requests

f. Validate debts using CWF and address all pending CORR specific to the debt prior to issuing the “Intent to Refer” (ITR) letter

g. Issue ITRs to the appropriate individual or entity (includes the copy of initial demand package)

h. Resolve all Treasury Action form requests 

i. Perform appropriate recall actions and update all internal systems to reflect the progression of the debt resolution (e.g., MPARTS, DCS)

j. Refer delinquent debts, as appropriate to Treasury

k. Update all systems to reflect actions detailed on the Collections, Reconciliation/Acknowledgement form (CRAF)

l. Perform appropriate debt related ECRS transactions (CWF assistance requests & ECRS inquiries).  Use D in the ECRS AC field

m. Take appropriate referral actions for all compromise or waiver of interest requests 

n. Develop/complete write-off – closed recommendation reports

o. Ensure all MSP report detail are available and complete and can support reported figures (i.e., MSP savings)
Workload 1 is the number of responses to initial demand letters received from the debtor /agent.

Workload 2 is the number of intent to refer to Treasury letters (ITRs) issued plus the number of responses received from ITRs (i.e., checks or CORR)

Workload 3 is the number of actual referrals to Treasury plus the number of Treasury action forms received.



CAFM Code
Activity Name
Definitions
Tasks
Workload

23201
PSC Support Services
The services that the AC will provide to support the BI activities being performed by the PSC (PIM)

Misc. Codes:

23201/01 ACs record the total costs associated with miscellaneous PSC support services (e.g., training and meetings).

23201/02 ACs record  the total costs associated with requests (not law enforcement requests) that they fulfill to support the PSC in investigations.

23201/03 ACs record the total costs associated with PSC requests for support from the AC with law enforcement requests.


a. Perform training for the PSC (PIM chapter 4 

section 4.1)

b. Conduct meetings in support of the PSC (PIM 

chapter 4, section 4.1)

c. Prepare/supply additional documentation at the 

request of the PSC (PIM chapter 4, section 4.1)

d. Install edits at the request of the PSC (PIM chapter 

4, section 4.1)
Workload 1 is the number of Miscellaneous PSC support services.

Workload 2 is the number of requests (not law enforcement) to support the PSC in investigations.

Workload 3 is the number of PSC requests for support from the AC with law enforcement requests.

CAFMCode
Activity Name
Definition
Tasks
Workload

24116
One-on-One Provider Education. 
Contractors must initiate provider one-on-one education in response to medical review related coverage, coding and billing problems identified, verified and prioritized through the analysis of information from various sources, including CERT findings and the medical review of claims. These educational contacts require clinical expertise and include face-to-face meetings, telephone conferences, or letters and electronic communications to a provider that address the provider’s specific coding, coverage and billing issue.  Included in this activity code are the costs and workload included in responding to provider questions concerning their specific medical review activities, or new or revised local policies.

Reference: 

· IOM 100-8 Chapter 1, Section 5.1.1

· IOM 100-8 Chapter 11, Section 3.3.1
a. Analyze problem-specific data 

b. Determine appropriate educational method based on scope of problem 

c. Develop/produce educational information

d. Deliver education
Workload 1 is the number of educational contacts.

Workload 2 is the number of providers educated.



24117
Education Delivered to a Group of Providers
To remedy wide spread service-specific aberrancies, intermediaries may elect to educate a group of providers, rather than provide one-on-one contacts.  Education delivered to a group of providers includes seminars, workshops, classes, and other face-to-face meetings to educate and train providers regarding Local Coverage Determinations (LCD), coverage, coding and billing considerations, and service or specialty specific issues.  Clinical staff must be used as a resource.  

Reference: 

· IOM 100-8 Chapter 1, Section 5.1.2

· IOM 100-8 Chapter 11, Section 3.3.2
a. Analyze problem-specific data

b. Determine appropriate educational method based on scope of problem

c. Gather resources, including clinical staff expertise,   and develop/produce educational information

d. Select focus groups or site visits/meetings.  If feasible, collaborate with partner groups in holding events

e. Hold educational meeting with the presence of clinical staff
Workload 1 is the number of educational contacts.

Workload 2 is the number of providers educated. 

24118


Education Delivered via Electronic or Paper Media 


Education delivered solely via paper media or electronically, without any live interactions is included here.  Contractors are required to maintain a website and adhere to instruction regarding them (IOM 100-8 Chapter 1, Sec. 5.A.9).  Examples of this type of education include, but are not limited to, the development and dissemination of frequently asked questions (FAQs), scripted response documents, bulletin articles, LCD postings, comparative billing reports (CBRs) issued for other than one-on-one provider education.

Reference: 

· IOM 100-8 Chapter 1, Section 5.1.3

· IOM 100-8 Chapter 11, Section 3.3.3
a. Analyze problem-specific data

b. Develop and disseminate web-based searchable FAQs

c. Develop and disseminate bulletin articles

d. Develop and disseminate CBRs

e. Develop and disseminate other types of electronic or paper media education


Workload 1 is the number of educational documents developed for use in non-interactive educational interventions.

Workload 2 is the number of CBRs developed (do not include CBRs developed for activities in 24116 and 24117).

Workload 3 is the number of articles/ advisories/bulletins developed.



CAFM

 Code
Activity Name
Definition
Tasks
Workload

25103
Create/Produce and Maintain Educational Bulletins


All costs associated with the development, production and dissemination of provider bulletins/newsletters. 

Reference:

· IOM, Pub.100-9, Chapter 4, Section 20.1.5
a. Gather resources and information to use in developing bulletin 

b. Develop bulletin

c. Publish bulletin

d. Disseminate bulletin


Workload 1 is the total number of bulletin editions published.

Workload 2 is the total number of bulletins mailed.



25105
Partner with External Entities
All costs associated with the establishment and maintenance of collaborative provider education efforts with external entities. 

Reference: 

· IOM, Pub.100-09, Chapter 4, 

        Section 20.1.12
a. Contact/communicate with external groups or organizations                                                                                                 

b. Work with external groups to foster and develop collaborative PET activities 

c. Obtain feedback on effectiveness and reach of partnering efforts
Workload 1 is the actual number of partnering activities or efforts with entities other than the PCOM Advisory Committee.


25201
Administration and Management of PCOM Program 
All costs associated with administering and managing the provider communications program.  Includes: research analysis and identification of provider education needs; planning of educational strategies, approaches, or efforts; training of staff in support education initiatives; and reporting of provider education activities and efforts. 

All costs associated with developing plans to outline the strategies, projected activities, efforts, and approaches that will be used in the forthcoming year to support physician/supplier education and training.

Reference:
· IOM, Pub.100-09, Chapter 4, Sections 20.1.1,2,3,10,11 & 20.2.1


a. Develop and submit PSP Report

b. Develop and submit Quarterly Activity Reports

c. Develop and maintain a provider inquiry analysis program

d. Tally and analyze claim   submission errors

e. Solicit and analyze provider feedback

f.  Development and research responses to provider referrals of provider inquiries

g. Hold periodic meetings with other contractor staff to ensure that issues raised by providers are being addressed through education

h. Send at least one training   representative to between 2-4 CMS-sponsored training events


Workload 1 is the number of provider inquires referred to the provider communications area requiring technical experience, knowledge or research to answer.

25202


Develop Provider Education Material and Information


All costs associated with the planning, design, research, writing and development of materials and information used to support provider education and training efforts. This includes work for new as well as substantially revised materials or information. 

Misc. Code: 25202/01 - Special Media  -for costs associated with preparation of special media.

Reference: 

· IOM, Pub.100-09, Chapter 4, Sections 20.1.14
a. Plan materials

b. Research needed information                                  

c. Design, layout materials                                                   

d. Write, illustrate or revise material

e. Duplicate materials

f. Prepare special media educational presentations (discretionary)


Workload 1 is the number of special media efforts developed.

25203
Disseminate Provider Information
All costs associated with holding workshops seminars, classes and other provider education events or face-to-face meetings.  (Does NOT include activities related to creation of bulletins or newsletters.)

Reference:
· IOM, Pub.100-09, Chapter 4, 

       Sections 20.1.6,.8,.9,.13


a. Hold workshops, seminars, classes and other face to face meetings

b. Disseminate Medicare provider information or materials at other provider education events or opportunities
Workload 1 is the number of educational seminars, workshops, classes and face-to-face meetings held.

Workload 2 is the number of attendees at your educational seminar workshops, classes and face-to-face training

25204
Management and Operation of PCOM Advisory Group
All costs associated with the management and operation of the PCOM Advisory Group (formerly the PET Advisory Group).

Reference: 
· IOM, Pub.100-09, Chapter 4,

        Sections 20.1.4


a. Arrange PCOM Advisory Group meetings

b. Solicit and maintain membership

c. Obtain materials, supplies and equipment for meetings                                         

d. Produce and distribute PCOM Advisory Group information (agenda, minutes, etc.)




CAFM

 Code
Activity Name
Definition
Tasks
Workload

26001
Provider Desk Reviews
Includes activities related to the cost report acceptance, tentative settlement, desk review and audit scoring.

Reference:

· CMS Medicare Manual system Pub 100-06 Financial Management

· Chapter 8 Sections 10-20


a. Initial review to make sure the cost report is complete and acceptable

b. Complete the Automated Desk Review (ADR)

c. Cursory review and initial tentative settlement determination

d. Professional desk review including the resolution of issues via phone or letter

e. The determination of whether a field audit is to be performed and if so the scope

f. Review of updated PS&R if cost report is not subjected to a field audit.

g. Final review and approval of these procedures by a supervisor
Workload 1 is Line 2a of the CASR IER, the total number of units (cost reports) when the desk reviews are completed. Line 2a is the total of lines 3a and 4a.

Workload 2 is Line 3a, the number of limited desk reviews.

Workload 3 is Line 4a, the number of full desk reviews.

26002
Provider Audits
Include all activities after the desk review but prior to the settlement.

Reference:

· CMS Medicare Manual System Pub 100-06 Financial Management

· Chapter 8 Sections 30-80
a. Preliminary audit work including reviewing prior years workpapers

b. Review of updated PS&R if cost report is subjected to a field audit

c. All on-site audit work and proposed audit adjustments

d. The entrance and exit conference

f. The preparation of the final audit adjustment report

g. Final review of the results by the supervisor
Workload 1 is Line 6b of the CASR IER.  



26003
Provider Settlements
Includes all work performed after the desk review/focus review and field audit through the NPR issuance. Do not include any appeal or hearing work.

Reference:

· CMS Medicare Manual System Pub 100-06 Financial Management

· Chapter 8 Section 90
a. Reworking/review of the cost report after audit

b. Preparation and typing of all transmittal letters (NPR and Management Letter)

c. Final review by the supervisor for approval

d. Issuing the NPR
Workload 1 is Line 10a of the CASR IER, the number of cost reports settled.



CAFM

 Code
Activity Name
Definition
Tasks
Workload

26004
Cost Report 

Re-openings
Includes all work related to the reopening of a cost report.

Reference:

· CMS Medicare Manual System Pub 100-06 Financial Management

· Chapter 8 Section 100
a. Review of the request for reopening

b. Review documentation from the provider and determine  

if there is any change in the settlement

c. If necessary, re-settle the re-opened cost report


Workload 1 is Line 13b of the CASR IER, the number of re-openings completed. 

26005
Wage Index Review 
Includes all activities related to wage index reviews.

Reference:

· CMS Medicare Manual System Pub 100-06 Financial Management

· Chapter 8 Section 20.4
a. Follow the most recent transmittal/Change Request

containing detail procedures for wage index review tasks
Workload 1 is a manual count of the number of hospital wage index reviews completed.

26010
STAR Activities
NOTE:  This code is not included in the BPRs section for Audit because it is exclusively used by Mutual of Omaha to account for all work performed on the maintenance and enhancement of the STAR system 

Reference:

· MIM 13.4

· STAR Procedures Manual
a. CMS will review and approve a yearly plan


26011
PRRB and Intermediary Hearings
This code is now available to all FIs and includes all work performed on cost reports related to a provider’s appeal.

Reference:

· MIM 13.4

· PRM 15 Part 1

· CR 1468
a. Prepare position papers

b. Participate in meetings with providers including work performed relating to administrative resolutions

c. Participate in any mediations with PRRB staff and with 

           providers

d. Prepare for board hearing and interact with BCBS attorneys

e. Testify before PRRB

f. Prepare any evidence for CMS attorney advisor if 

        Administrator intervention to overturn board decision is    necessary


Workload 1 are cases closed – include all cases closed resulting from administrative resolutions, hearings, mediation, withdrawals, etc.
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