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10 Medicare Guidelines for Hospice Agencies

In this section, we will review the Medicare coverage criteria for hospice services. This information will help you
determine what services may be covered by the Medicare hospice benefit. For information about completing hos-
pice claims, please refer to the “Claims Filing” section of this guide.

10.5 Disclaimer

This educational material was prepared as a tool to assist Medicare providers and other interested parties and is
not intended to grant rights or impose obligations. Although every reasonable effort has been made to assure the
accuracy of the information within this module, the ultimate responsibility for the correct submission of claims lies
with the provider of services. Cahaba GBA, LLC employees, agents, and staff make no representation, warranty,
or guarantee that this compilation of Medicare information is error-free and will bear no responsibility or liabili-
ty for the results or consequences of the use of these materials. This publication is a general summary that explains
certain aspects of the Medicare Program, but is not a legal document. The official Medicare Program provisions
are contained in the relevant laws, regulations, and rulings.

We encourage users to review the specific statues, regulations and other interpretive materials for a full and accu-
rate statement of their contents. Although this material is not copyrighted, CMS prohibits reproduction for profit
making purposes.

American Medical Association Notice and Disclaimer
CPT codes, descriptors and other data only are copyright 2006 American Medical Association. All rights reserved.

ICD-9 Notice
The ICD-9-CM codes and descriptors used in this material are copyright 2006 under uniform copyright conven-
tion. All rights reserved.

10-10.5.10 Medicare Reference Guide 10 Medicare Guidelines for
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2(0 Local Coverage Determinations

Please note that information in finalized Local Coverage Determinations (LCDs), and our Medicare A
Newsline publications that occur after the MRG revision date supercedes information published in this guide.

Current LCDs and articles can be found on our Web site.

20.10 Local Coverage Determinations (LCDs)

LCDs, as established by §522 of the Benefits Improvement and Protection Act (BIPA), is a decision by a fiscal
intermediary or carrier whether to cover a particular service on an intermediary-wide or carrier-wide basis in accor-
dance with §1862(a)(1)(A) of the Social Security Act. The difference between LMRPs (Local Medical Review
Policies) and LCDs is that LCDs consist only of "reasonable and necessary" information, while LMRPs (now
retired) contained category or statutory provisions. Any nonreasonable and necessary language a contractor wish-
es to communicate to providers must be done by other means (e.g., Medicare A Newsline articles).

Current Hospice LCDs
For information about retired LMRPs and active or draft LCDs, please refer to our Web site, Attp.//www.cahabag-
ba.com wwwiamedieare-comnt, and Medicare A Newsline publications. Questions and comments about any hospice
LCDs and retired LMRPs posted on the Web site can be directed to RHHILCDComment@cahabagba.com

tetedteeatabashaeont or mailed to:

Cahaba Government Benefit Administrators, LLC
Medicare RHHI Services

Station 56

Attn: Medical Director, LCD Comment

400 E Court Ave.

Des Moines, IA 50309-2017

Mfedtteere—t P Commrems
OO Csprlves
Stetion—6
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Information about requesting a recon51derat10n of an active LCD can be found on the Pohcy page of our Web 51te
http SIWWW. cahabagba com http: 2 A

: - - Within thlrty days of the request we will notlfy the
requestor of the determination of whether the reconsideration request is valid. Questions and comments about hos-
pice LCD reconsideration can be directed to RHHILCDReconsideration@cahabagba.com or mailed to:

Cahaba Government Benefit Administrators, LLC
Medicare RHHI Services

Station 56

Attn: Medical Director, LCD Reconsideration
400 E Court Ave.

Des Moines, IA 50309-2017

20.15 National Coverage Determinations (NCDs)

An NCD sets forth the extent to which Medicare will cover specific services, procedures, or technologies on a
national basis. If an NCD does not specifically exclude/limit an indication or circumstance, or if the item or serv-
ice is not mentioned at all in an NCD or in a Medicare manual, then an LCD may be in place to offer guidance.
NCDs are published in the Medicare National Coverage Determinations Manual. An NCD becomes effective as of
the date listed in the transmittal that announces the manual revision.

20.10.5-20.15 Medicare Reference Guide 20 Local Coverage
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3( Definition

State Operations Manual (CMS Pub. 100-7, Ch. 2 §2080)
Hospice care became a Medicare Part A benefit (under the hospital insurance program) on November 1, 1983.

Medicare defines a hospice as a public agency, a private organization, or subdivision that:
+ provides care and support to terminally ill beneficiaries;
-+ meets the conditions of participation for hospice; and

- has a valid Medicare provider agreement.

Medicare Reference Guide
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40 Provider Requirements

State Operations Manual (CMS Pub. 100-7, Ch. 2 §2080A)

To provide care for terminally ill beneficiaries, each Medicare-certified hospice must meet certain conditions. In a
like manner, Medicare beneficiaries must meet certain conditions to qualify for the hospice benefit. The Social
Security Act, §1861, specifies which individual services are covered as hospice care and the conditions of partici-
pation a hospice must meet to participate in Medicare.

Each hospice is required by the Medicare hospice conditions of participation to furnish all services in accordance
with a plan of care. Federal regulations (42 CFR 481.2) limit Medicare coverage to those hospice services that are
consistent with the plan of care. If a beneficiary receives services related to his or her terminal illness that are not
included in the plan of care, regardless of whether the services are palliative or curative in nature, neither Medicare
nor the hospice is financially hable for the services. Ultlmately, the beneﬁc1ary retams the financial resp0n51b111ty
for such services. e : 7 : 1 7 re—fro —+

40.5 Acceptable Parameters for Some Contractual Agreements

State Operations Manual (CMS Pub. 100-7, Ch. 2 §2080A)

The law governing the provision of Medicare hospice services is found at §1861(dd) of the Social Security Act (the
Act). This law specifies the services covered as hospice care and the conditions a hospice program must meet in
order to participate in the Medicare program. One of the conditions is that it be "primarily engaged" in providing
hospice care and services to terminally ill individuals. The law further clarifies that "terminally ill individuals" are
individuals having a "medical prognosis that their life expectancy is six months or less if the illness runs its normal
course."

Although the law does not explicitly define its expectations for "primarily engaged", CMS has interpreted it to mean
exactly what it says; that a hospice provider must be primarily engaged in providing hospice care and services
(§1861(dd)(2)(A)(1)). "Primarily" does not mean "exclusively." This requirement does not preclude the provision
of nonhospice services to terminally ill individuals who are not hospice patients, or services to individuals who are
not terminally ill, so long as the primary activity of the hospice is the provision of hospice services to terminally ill
individuals.

CMS recognizes that there may be circumstances in which another health care entity may wish to "purchase" some
of the highly specialized staff time or services of a hospice to better meet the needs of their specific patient popu-
lation. In these cases, services are not "hospice" services in terms of Medicare payment, but become part of the
service package of the provider caring for the patient.

Contractual agreements between both parties must be on file and available for review by the state survey agency
responsible for conducting surveys on behalf of CMS. Surveys are conducted to assess compliance with the rele-
vant conditions of participation for the provider contracting the hospice services. When a PACE (Program for All-
Inclusive Care for the Elderly) organization contracts with a hospice organization, the contract, which is reviewed

Medicare Reference Guide
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by CMS, must meet the requirements specified in the 42 CFR 460.70. The agreement must state each of the serv-
ices to be provided, the credentials for any of the professionals providing the services, the billing method and pay-
ment amounts, and any required documentation.

It is expected that Medicare will not be billed separately for any of the contracted services.

Medicare Reference Guide
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50 Beneficiary Requirements

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §10)
To be eligible to elect the hospice benefit under Medicare, the beneficiary must be:

- entitled to Part A of the Medicare benefit; and

- certified by a physician as terminally ill. A beneficiary is considered to be terminally ill if the medical
prognosis for life expectancy is six months or less if the illness runs its normal course.

Medicare Reference Guide
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60 Skilled Nursing Facilities, Nursing Facilities, and Hospice

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.3)
A Medicare beneficiary who resides in a skilled nursing facility (SNF) or nursing facility (NF) may elect the hos-
pice benefit when:

- the residential care is paid for privately by the beneficiary; or
- the beneficiary is eligible for Medicaid and the facility is being reimbursed by Medicaid; and

- the hospice and the facility have a written agreement under which the hospice takes full responsibility
for the professional management of the beneficiary's hospice care for the terminal diagnosis, and the
facility agrees to provide room and board to the beneficiary.

Room and board services are never a covered Medicare hospice benefit. Room and board services include the per-
formance of personal care services, assistance in activities of daily living, socializing activities, administration of
medication, maintaining the cleanliness of resident's room, and supervising and assisting in the use of durable med-
ical equipment and prescribed therapies. When Medicaid pays for the room and board, the state Medicaid program
pays the hospice agency the amount determined as reimbursement for room and board, and then the hospice pays
this amount to the facility. In states that offer the hospice benefit under the Medicaid program, dually eligible ben-
eficiaries must elect the benefit under both programs.

Regular Medicare qualifying criteria for an admission to a SNF/NF does not apply to hospice beneficiaries who are
admitted to a skilled nursing facility for care related to the terminal illness.

However, when the hospice beneficiary revokes the hospice benefit and seeks admission to a skilled facility, regu-
lar Medicare SNF qualifying criteria applies. (For skilled admission to a SNF under regular Medicare, the benefi-
ciary must have a three-day acute hospital stay and the services must be medically necessary on a daily basis).
General inpatient care days under the hospice Medicare benefit may be used as the three-day qualifying stay for a
skilled nursing facility once the beneficiary revokes the hospice Medicare benefit.

60.5 Frequently-Asked Questions About Hospice Care in a SNF/NF

Question:
Can hospice general inpatient care days be used as the three-day qualifying stay for a SNF stay once the patient
revokes from a hospice?

Answer:

Yes. §1861 (1) of the Social Security Act specifies that SNF qualifying criteria includes a hospital stay of at least
three consecutive days, not including the day of discharge. The CFR 42 §409.3(a)(1) further specifies that the stay
must have been "in a participating or qualifying hospital, for medically necessary inpatient care."

Medicare Reference Guide
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Nothing in the law or the regulations prohibits a hospital stay (general inpatient care days) of at least three consec-
utive days, not including the day of discharge, from meeting the prior qualifying stay requirement for SNF cover-
age, unless evidence indicates that the stay represents a substantial departure from normal medical practice. CMS'
longstanding policy is that the qualifying hospital stay must be medically necessary, but that medical necessity will
generally be presumed to exist.

Question:
Does the patient need to first revoke hospice and then have three days in the hospital before admittance to the SNF
or can the patient be admitted directly to the SNF after revocation from hospice?

Answer:
The patient can be admitted to the SNF directly after the revocation as long as there has been three inpatient hos-
pital days.

Question:
Does it make a difference if the hospice general inpatient days occur in a hospital or a hospice inpatient care facil-

ity?

Answer:
Yes. The stay must be in a hospital, in accordance with CFR 42 §409.30(a).

Medicare Reference Guide
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70 Veterans Administration (VA) and Hospice

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §60)

A hospice may not arrange to provide inpatient services to a Medicare beneficiary in a VA or military hospital
because Medicare cannot pay for services that another government agency has paid or is obligated to pay
(including drugs). This is a statutory prohibition found at 1814 C of the Social Security Act.

It is the responsibility of the Medicare certified hospice agency to tell the patient at the time of admission that the
hospice does not have an arrangement for inpatient services with the VA facility, and to identify the hospitals that
will be used if a patient requires inpatient care for the terminal diagnosis. However, a Medicare beneficiary may
choose to use their VA or military benefits and seek general inpatient care in those hospitals for the terminal diag-
nosis. If the patient disregards the hospice's direction and is admitted to a VA or military facility for inpatient care
for a short period of time, we would expect the hospice to educate the patient about the nature of the benefit and
the services of the hospice. The hospice medical record documentation must clearly show that is was the benefi-
ciary's choice to receive care at the VA hospital and that the hospice provided clear and complete information about
the nature of the hospice Medicare benefit and the services of the hospice.

When the exception criteria above is met, we will permit the hospice to bill routine home care during the VA or mil-
itary facility stay for the terminal diagnosis, but only for a short acute care stay. The hospice provider must demon-
strate that it has continued to provide appropriate services to the patient during the VA inpatient stay. Although each
individual situation will be unique depending on the beneficiary's condition and the length of the inpatient stay, the
hospice's medical record documentation should show continued involvement with the beneficiary's care, e.g., tele-
phone calls to the caregiver, visits to provide counseling, etc.

The beneficiary may also choose to obtain outpatient services such as laboratory or radiology services from their
VA hospital. However, the hospice must clearly document in their medical record that this was the beneficiary's
choice. This documentation should include that the hospice provided clear and understandable education that the
hospice does not have an arrangement for outpatient services with the VA facility, and identification of the hospi-
tals that should be used if a patient requires outpatient care for the terminal diagnosis.

In addition, the beneficiary has the option to obtain his or her drugs from another sources (i.e., the beneficiary, not
the hospice, obtains the drugs). The hospice may defer to the beneficiary's preferences as long as the beneficiary
understands that drugs for the terminal illness are included in the Medicare hospice benefit and can be provided by
the hospice.

Medicare certified hospice agencies should use the above information as guidelines for the exception cases when
the beneficiary who has elected the Medicare Hospice benefit chooses to continue to seek care through the VA
health care system for services related to their terminal diagnosis. The VA, as any other health care provider, may
provide a full range of services for treatment of an illness or injury not related to the terminal diagnosis.

Medicare Reference Guide
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The only potential exception to these regulations would be arrangements that fall under the purview of the VA
Sharing Authority (see 38 U.S.C. 8153 (d)) and have been approved by CMS. The VA Sharing Authority encom-
passes formal arrangements made between the VA and another health care entity for provision of services or space.
For example, a VA hospital and a hospice enter into an agreement for the hospice to use a certain number of beds in
the VA hospital for the hospice's inpatient facility. Please remember, though, that both the VA Administration
and the CMS Regional Office must approve such an agreement.

Medicare Reference Guide
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8( Health Maintenance Organization (HMO) and Hospice

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.4)

42 CFR 417.531 and 417.585

An HMO enrollee may elect the Medicare hospice benefit. After the hospice election, Medicare pays the hospice
through the Medicare hospice benefit for the hospice services and pays the independent attending physician / nurse
practitioner services and services not related to the beneficiary's terminal illness through the Medicare HMO ben-

efit.

Medicare Reference Guide
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90 End-Stage Renal Disease (ESRD) Benefits and Hospice

A beneficiary with end-stage renal disease (ESRD) may be covered under the Medicare hospice benefit when the
terminal diagnosis is unrelated to the end-stage renal disease. In this situation, the dialysis facility would contin-
ue to bill under the ESRD benefit and the hospice would bill for the terminal illness under the hospice benefit.

When the terminal diagnosis is other than ESRD (e.g., cancer, AIDS, chronic obstructive pulmonary disease
[COPD]), but dialysis treatments are needed for palliation, the beneficiary may elect the hospice benefit and con-
tinue dialysis for the terminal condition. The hospice provider must be responsible for all dialysis and supplies as
part of the care for the terminal diagnosis and palliation. This must be reflected in the plan of care.

When the terminal diagnosis is ESRD and the beneficiary continues to receive health services under the ESRD ben-
efit, the beneficiary may not elect the hospice benefit. Two government benefits cannot pay for the same
illness/condition of the beneficiary.

Medicare Reference Guide
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100 Home Health Benefits and Hospice

A beneficiary may receive both hospice and home health services when the home health services are unrelated to
the terminal diagnosis for which hospice care is elected.

Documentation Tips
Documentation in both the home health and hospice medical records must clearly show that the terminal diagnosis

is not related to the illness/injury for which home health care is necessary (e.g., Terminal diagnosis is cancer of the
breast with no metastasis. The beneficiary fell and broke her hip. Home health is providing the beneficiary with
physical therapy for the fractured hip. The physician ordered the care under a home health plan of care).

Medicare Reference Guide
© June 2006



Coverage Guidelines for Hospice Agencies

Medicare Fiscal Intermediary, Cahaba Government Benefit Administrators® (GBA), LLC

110 Benefit Periods

Benefit Policy Manual (CMS Pub. 100-2, Ch. 9 §10)

State Operations Manual (CMS Pub. 100-7, Ch. 2 §2080)

Balanced Budget Act Of 1997 (P.L. 105-33, §4443)

The Medicare hospice benefit consists of two 90-day benefit periods and an unlimited number of sixty-day benefit
periods. The benefit periods must be used in that order. Hospice care is considered continuous from one benefit
period to another, unless the beneficiary revokes the hospice benefit, or the physician discharges or does not recer-
tify the beneficiary, or the provider discharges the beneficiary from the benefit. When any of these changes takes
place, the beneficiary must forfeit any remaining days in that benefit period. The beneficiary may re-elect the hos-
pice benefit and enter the next benefit period at any time in the future, once hospice coverage criteria has been met.

Medicare Reference Guide
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120 Certification and Recertification

Medicare cannot make appropriate payment without correct dates, signatures and identifying roles of the physi-
cian(s). The following list identifies the common types of missing and inadequate information:

- no effective date of election;

- predating physician's certification signatures or dates without signatures;

+ not having both the attending physician and medical director sign the initial certification as required;
- not having verbal certifications by both the attending physician and medical director (if applicable);
+ no physician(s) signature(s); and

- inability to read or locate a corresponding stamp received date by the physician's signature(s).

120.5 Initial Physician Certification and Recertification

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20)

Balanced Budget Act Of 1997, §4448

The specific statutory time frame for completing the physician's certification for admission was changed by the
Balance Budget Act of 1997.

Obtain the certification that a beneficiary is terminally ill, using the following procedures:

+ A written certification statement is required for every certification and subsequent period(s)
(recertification).

- Initial certification requires a signed written certification statement by the physicians. This includes the
medical director or physician member of the interdisciplinary group and the independent attending
physician (if the beneficiary has one), and must be signed and dated before the hospice services are billed
to the intermediary. The certification may be completed up to two weeks before hospice care is elected.

+ A written certification statement by the physician must be obtained within two days (by the end of the
third calendar day) after hospice care has begun. When the written certification is not obtained by both
physicians within two calendar days following the initiation of hospice care, a verbal certification must be
obtained within two days following the initiation of hospice care. A written certification must be signed
before services are billed. When these requirements are not met, no payment is made for the days prior to
the certification. Payment begins instead with the day of certification; i.e., the date verbal certification was
obtained and signed before services are billed.

- For subsequent period(s) (recertification), obtain the verbal recertification within the two-day time frame
(by the end of the third calendar day) from the medical director or the physician member of the
interdisciplinary group (IDG). The recertification must include the statement that the beneficiary's
medical prognosis is that his or her life expectancy is six months or less if the terminal illness runs its
normal course, and be signed and dated before the hospice services are billed to the intermediary. The
independent attending physician is not required to sign the subsequent period(s) (recertification).

Medicare Reference Guide
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+ CMS Pub. 100-2 does not address the time frame for obtaining recertifications prior to the date of
recertification. Quality of care may be questioned when a recertification is done two weeks prior to the
end of the period. A more appropriate time frame would be five days prior to the end of the
recertification period.

- Identify all physicians by name and title, (e.g., attending physician, medical director, consultant), not only
in the medical record documentation, but also on the certification information. Indicate if the medical
director is also the attending physician.

- When the physician(s) does not date his or her signature(s), the provider may use a stamp date to indicate
when the signed certification was received by the hospice, e.g., "received back in the office 1/1/YY, Sue
Nurse R.N." A hand written statement, signed and dated by hospice personnel, is also acceptable, e.g.,
"received in office 1/1/YY by Sue Nurse R.N." These requirements are to establish the timeliness of
when the certification was actually signed by the physician.

- Providers using alternative signature methods (e.g., a signature stamp) should recognize that there is a
potential for misuse or abuse with a signature stamp or other alternate signature methods.)

- Faxed signatures are acceptable. However, the original physician signature(s) must be obtainable upon
request. Retain all certification(s) in the beneficiary's medical record. Refer to the sample certification
later in the section.

120.10 Certification Statement

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20)

No standardized form exists for the initial certification and recertification; each hospice designs and prints its own
forms. However, each form must include:

- A statement which states: "I certify that (beneficiary's name) is terminally ill with a life expectancy of six
months or less if the terminal illness runs its normal course."

- The certification statement must be signed and dated by the physician(s) before services are billed.

+ The certification statement must be included in each certification period.

- The initial certification statement may be completed up to two weeks before hospice care is elected.

-+ A verbal certification is a physician's attestation that the individual's life expectancy is six months or less.
The verbal certification must include the diagnosis and/or reason(s) that support a prognosis of six months
or less. The verbal certification must be on file no later than two days after hospice care begins. The
hospice must make an appropriate entry in the clinical record as soon as it receives the verbal
certification. The verbal certification does not take the place of a written certification.

- The hospice determines who may accept verbal certification from the physician in compliance with state
and local law regulations.
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Hospice providers, newly certified in the Medicare program and already providing care to the beneficiary, need to
complete a new certification and election form using their Medicare certified date as the start of care. In addition,
this should be reflected in the plan of care. Medicare will begin reimbursing when the provider becomes Medicare

certified.
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PHYSICIAN’S CERTIFICATION FOR MEDICARE HOSPICE BENEFIT
Physician Certification of Terminal Illness
for Medicare Hospice Benefit

A. Certification Statement for first 90-day period

I certify that (Beneficiary’s Name) is terminally ill
with a life expectancy of six months or less if the terminal illness runs its normal
course.

(Hospice Medical Director signature) (date by physician)
(Independent attending physician signature) (date by physician)

Received verbal certification from Medical Director: Date
Received By:

Received verbal certification from independent attending physician: Date
Received By:

B. Recertification Statement for second 90-day period

I recertify that the above beneficiary is still considered terminally ill with a life
expectancy of six months or less.

(Hospice Medical Director signature) (date by physician)

Received verbal certification from Medical Director: Date
Received By:

C. Recertification Statement for 60-day period

I recertify that the above beneficiary is still considered terminally ill with a life
expectancy of six months or less.

(Hospice Medical Director signature) (date by physician)

Received verbal certification from Medical Director: Date
Received By:
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130 Election

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.2)

When a beneficiary decides to receive hospice care, an election statement must be filed with a particular hospice
provider. A representative authorized by state law to elect or revoke hospice care or terminate medical care on
behalf of a terminally ill beneficiary may file an election on behalf of a terminally ill beneficiary.

A beneficiary must waive all rights to regular Medicare benefits for the duration of the election of hospice care for
the following services:

- hospice care provided by a hospice other than the hospice agency designated by the beneficiary on the
election statement (unless provided under arrangements made by the designated hospice);

- any Medicare services related to the terminal condition for which hospice care was elected except:
—services provided (either directly or under arrangement) by the designated hospice;
—services provided by another hospice under arrangements made by the designated hospice, or

—services provided by the beneficiary's independent attending physician if that physician is not an
employee of the designated hospice or receiving compensation from the hospice for those
services. (The independent attending physician bills the Part B carrier for their professional
services.)

When the beneficiary either revokes the hospice benefit or is discharged from the hospice, and later meets the con-
ditions of the hospice benefit, he or she must complete a new notice of election.

130.5 Non-Hospice Services Provided on Day of Election

Nonhospice providers who provide covered services to the beneficiary on the day that he/she elects the hospice
benefit or the day the beneficiary is discharged (including revocation) from hospice care, may bill Medicare.
Payment to the hospice is also permitted on the day of election and the day of discharge for any services the hos-
pice may provide. The date and time of admission and discharge, by the nonhospice and hospice provider, should
be documented in the medical record. For example, a home health provider who provides skilled care to a benefi-
ciary can appropriately bill Medicare for home health services provided the same day but prior to the start of hos-
pice care.

130.10 Election Statement

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.2)

No standardized hospice election form exists; each hospice designs and prints its own forms. However, each form
must include the following information:

- identification of the particular hospice that must provide care to the beneficiary;

- the beneficiary's or representative's acknowledgement that he or she has been given a full
understanding of hospice care;
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- the beneficiary's or representative's acknowledgement that he or she understands that certain Medicare
benefits are waived by the election;

- effective date of the election; (a beneficiary may not designate a date earlier than the day the election is
made, e.g., cannot elect care to begin 3/1/YY if election is made 3/4/YY);

- signature of the beneficiary or representative.

The election statement must be kept on file by the hospice providing the care. A copy of the election statement may
also be left with the beneficiary/family/caregiver.

Medicare hospice coverage begins on the day the form is signed by the beneficiary or legal representative unless a
future day is indicated.

The Centers for Medicare & Medicaid Services (CMS) has clarified that a "verbal election" is never appropriate;
therefore, it is not appropriate for the legal representative to indicate by telephone that he/she desires to elect hos-
pice for the beneficiary, then sign the election form at a later date. If this happens, the Medicare hospice election
becomes effective the day the form was signed, not the day the legal representative gave the verbal request to elect
hospice care.

A hospice should have in place procedures regarding how they will handle situations where the legal representative
is not in the immediate area at the time the election is desired. These procedures may include faxing, overnight

mail services, etc. Fax signatures on the election statement are allowed.

Refer to the following page for an example of an election statement.
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INFORMED CONSENT AND MEDICARE BENEFIT ELECTION FORM

I, _ (Beneficiary’s Name)  have been informed that ___(Hospice Agency) offers hospice care
under a Medicare hospice benefit program to those who have a terminal illness.

I understand the following explanation of the Medicare hospice benefit:
1. (Hospice Agency) will receive payment for my care, relating to my terminal illness.

a. Medicare will continue to make payment to my independent attending physician for services if
my physician is not a hospice employee nor receiving payment from__ (Hospice Agency).

b. I waive my rights to Medicare benefits related to my terminal illness while enrolled in the
Medicare hospice program.

c. Imay be responsible for five percent of the reasonable cost up to a maximum of $5.00 for each
outpatient individual prescription for my terminal illness and can be charged up to five percent
of individual respite care.

d. Tam responsible for the cost of care for my terminal illness if I seek care beyond what is
considered medically necessary by the hospice interdisciplinary team and documented on my
plan of care.

2. I can change from one hospice to another, if [ wish to do so. To change programs, I will confirm
that I may be admitted to another hospice, and then I will inform _(Hospice Agency) of my
wishes so arrangements for transfer can be made. 1 will specify a date to discontinue care from

(Hospice Agency) , the name of the hospice from which I wish to receive care, and the date
care will start. In changing to another hospice program, L will not lose any.benefit days. I may
change hospices only once during each benefit period.

3. The Medicare hospice program consists of two 90-day periods, and unlimited 60-day periods if no
revocations or discharges occur. I will use the benefit periods in the.above order.

4. 1 may discontinue hospice care at any time by completing a revocation statement. If I revoke during
a benefit period, I lose the remaining days in that benefit period. (Example: If I revoke hospice care
on the tenth day of the first 90-day benefit period, I give up the remaining 80 days of coverage.) 1
may, however, re-elect at any time when I am eligible.

5. Hospice care may involve skilled nursing care, volunteer companions and caregivers, emotional and
spiritual care, physical or other therapies, social workers, and inpatient care.

6. All care is physician directed through my independent attending physician and the Medical Director
for (Hospice Agency).

Acknowledging and understanding the above, I authorize Hospice Medicare services from
(Hospice Agency).

Effective date for hospice care to begin (date)
(date) Signature of beneficiary or legal representative
(date) Signature of witness
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130.15 Revocation of Election

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.2)

A beneficiary or representative may revoke the election of hospice care at any time. No standardized form for hos-
pice revocation exists. The beneficiary must file a document with the hospice that includes the following:

- a signed statement in which the beneficiary revokes the election of Medicare coverage of hospice care
for the remainder of that election period and

- a designated effective date of the revocation.

A verbal revocation is not acceptable; the revocation must be in wrltlng The patlent or patient's representative
MUST 51gn the revocation. - 5 s ”

- p rert- The revocatlon
statement must include an effective date for the revocation, which cannot be earlier than the date the revocation is
made. Maintain all documentation in the medical record. When the hospice beneficiary revokes his/her benefits
while an inpatient of a hospital, the admission to the hospital would be subject to QIO review. Both providers are
able to bill for that day.

The beneficiary forfeits coverage for any remaining days in that election period. Regular coverage under Medicare
is reinstated at the time the beneficiary revokes the hospice benefit. The day of revocation is a payable day.

HOSPICE MEDICARE BENEFIT REVOCATION

Effective __ (date) , 1, (Beneficiary’s Name) , choose to revoke election of the Medicare
Hospice Benefit.

1. Tunderstand I am revoking the hospice Medicare benefit for the remainder.of the current
benefit period. I am forfeiting hospice Medicare coverage for the days remaining in the
current benefit period.

(insert inclusive dates here):

2. Tunderstand that the Medicare health care benefits I waived to receive Medicare hospice
coverage will automatically be resumed effective the date of this revocation.

(date) (Signature of beneficiary or legal representative)

(date) (Signature of witness)
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140 Change of Hospice Agency

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.2)
A beneficiary may change hospice agencies once in each benefit period. The beneficiary must file a transfer state-
ment with the hospice provider from whom he/she is currently receiving care and with the hospice he/she wishes
to receive care. No standardized form for changing hospice agencies exists. The statement must include the fol-
lowing:

- name of the hospice from which the beneficiary has received care;

- name of the hospice from which the beneficiary now plans to receive care;

- the date the change is to be effective.

When two hospice providers provide care on the day of transfer, both providers may bill for the level of care they
provided on the day of transfer. Please refer to the Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30) or
“Claims Filing” section of the Medicare Reference Guide for more information.

When the receiving (second) hospice accepts the beneficiary and continues care, the admission date is the date they
admitted the beneficiary to their agency. Hospice benefits are not payable when a beneficiary transfers more than
once in a benefit period. If this occurs, the second provider who accepts the beneficiary as a transfer for the sec-
ond time in the same benefit period will not receive payment from Medicare.

CHANGE OF HOSPICE

L (Beneficiary Name) wish to discontinue hospice care with
(Agency Name) on (date)

As of (date) ,/I wish to receive Medicare-hospice-care from

(Agency Name)

I understand that changingto another hospice program will not cause a loss of benefit
days. I may change hospices only once in each benefit period.

(date) (Signature of beneficiary or legal representative)

(date) (Signature of witness)
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140.5 Contracting for Core Hospice Services
Survey and Certification Group, S&C-04-21
When a beneficiary is traveling and seeks medical services for the terminal illness and is out of the service area,
the hosplce prov1der can ea-rmef contract with another hosplce prov1der in extraordinary, temporary circumstances.
Hess—iH orehin HOH : wistarees.  This would include temporary travel of a
patlent outside the hosplce S service area. The hosplce provider with whom the beneficiary elected hospice must
deliver the core services and the services must be stipulated in the plan of care. The beneficiary may choose to
revoke the hospice benefit or transfer. In addition, the provider may discharge the beneficiary because he/she is out
of the service area. The beneficiary could be held financially liable for services they received in a hospital/outpa-
tient department for the terminal diagnosis because they are out of the service area of the hospice provider and no
agreement/contract exists with the hospital/outpatient department.
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150 Change in Ownership

All changes in ownership/merger must be reported to Cahaba GBA, LLC. A change in ownership/merger does not
constitute a revocation of the beneficiary's hospice benefit. Neither does the change constitute a request by the ben-
eficiary to change/transfer to another hospice. The beneficiary's benefit period is not affected in any way. Refer to
the “Claims Filing” section of the Medicare Reference Guide for an example of a "Change of Ownership" notice.
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160 Discharging the Beneficiary from Hospice

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §20.2)
The hospice benefit is only available to beneficiaries who are terminally ill. A hospice may discharge a benefici-
ary if it discovers that:

- the beneficiary is not terminally ill, or

- the beneficiary moves out of the service area.

* the hospice determines, under hospice policy, that the patient'’s behavior is disruptive, abusive, or
uncooperative to the extent that delivery of care is seriously impaired (Final Rule—11/22/2005, Federal
Register)

When discharged from the Medicare hospice program, regular Medicare benefits are reinstated.
The day of discharge is a billable day.
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170 Plan of Care

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40)

For hospice care to be covered, in addition to the election of services and the written certification of terminal ill-
ness, a plan of care (POC) must be established before services are provided. Please note that the plan of care
does not play a role in Medicare reimbursement; for questions about the plan of care and who is authorized to sign
the plan of care, please contact your State Survey Agency.

The plan of care must be established the same day the assessment is done, if that assessment day is to be a covered
day of hospice care. Date the plan of care on the day it is first established.

Services must be consistent with the plan of care and be reasonable and necessary for the palliation or management
of the terminal illness and related conditions. The hospice is required to ensure that these services are covered
under the hospice benefit, and are not billed by an ancillary provider to the Medicare Part B carrier.

The member of the basic interdisciplinary group (IDG) who assesses the beneficiary must consult with one other
member of the IDG to establish the initial plan of care, either in person or by telephone. (The IDG is comprised of
a nurse, a physician or nurse practitioner, and a medical social worker or counselor.) At least one member of the
IDG establishing the initial plan of care must be either a nurse or a physician. (The hospice nurse or the physi-
cian, in consultation with the patient's independent attending physician (if they have one), must develop the initial
plan of care.) A nurse practitioner serving as an attending physician should participate as a member of the IDG
that establishes and/or updates the POC. The nurse practitioner may not serve or replace the medical director or
physician designee.

Two other members of the basic interdisciplinary group (the independent attending physician, the medical director
or the physician designee) must review and provide their input into the plan of care within two calendar days fol-
lowing the day of assessment. A meeting of the IDG is not required; their input may be by telephone.

The plan of care must be reviewed and updated at intervals specified in the plan of care. It should continually be
assessed to ensure that the care the beneficiary receives meets their conditions and needs. The plan of care should
be updated if the beneficiary's condition improves or deteriorates and when the level of care changes. The plan of
care will include an assessment of the individual's needs and identification of the services, including the manage-
ment of discomfort and symptom relief. It must state in detail the scope and frequency of services needed to meet
the patient's and family's needs.
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180 Covered Services

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.1)
All services must be performed by appropriately qualified personnel. The nature of the services, rather than the
qualifications of the person who provides that service, determines the coverage.

A.

B.

Nursing Care—Nursing care services provided by or under supervision of a registered nurse.

Medical Social Services—Medical social services provided by a social worker who has a bachelor's
degree from a school accredited or approved by the Council on Social Work Education, and who is
working under the direction of a physician.

Physician Services—Physician services performed by a physician (defined in 42 CFR405.232(a)), except
the services of the hospice medical director or the physician member of the interdisciplinary group, must
be performed by a doctor of medicine or osteopathy, or nurse practitioner.

. Counseling Services—Counseling services provided to the terminally ill beneficiary and family members

or other persons caring for the beneficiary at home. Counseling, including dietary counseling, may be
provided for the purpose of training the beneficiary's family or other caregivers to provide care, and for
the purpose of helping the beneficiary and those caring for him or her to adjust to the beneficiary's
approaching death.

Short-Term Inpatient Care—Short-term inpatient care may be provided in a participating hospice inpatient
unit, or a participating SNF or NF that meets the special hospice standards regarding patient and staffing
areas. A hospice may not arrange to provide inpatient services to a Medicare beneficiary in a VA or
military hospital, since Medicare cannot pay for services for which another government agency has paid
or is obligated to pay. Services provided in an inpatient setting must conform to the written plan of care.

Medicare covers two levels of inpatient care:
- Respite care for the relief of the beneficiary's caregiver(s).
+ General inpatient care for pain control and symptom management.

The level of care under general inpatient is not equivalent to the hospital level of care under the regular
Medicare benefits Diagnosis Related Group (DRG).

Medical Appliances and Supplies, Including Drugs and Biologicals—Only drugs as defined in §1861(t) of
the Act that are used primarily for relief of pain and symptom control related to the beneficiary's terminal
illness and included in the hospice written plan of care are covered.

Appliances include covered durable medical equipment as described in 42 CFR 410.38, as well as other
self-help and personal comfort items related to the palliation or management of the beneficiary's terminal
illness. Equipment is provided by the hospice for use in the beneficiary's home. Medical supplies include
those that are part of the written plan of care.
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G. Home Health Aide and Homemaker Services—Home health aide services may only be provided by
individuals who have successfully completed a home health aide training and competency evaluation
program as required in 42 CFR 484.36. Home health aides may provide personal care services. Aide
services must be provided under the general supervision of a registered nurse. Homemaker services may
include assistance in personal care and maintenance of a safe and healthy environment, including
changing the bed or light cleaning and laundering essential to the comfort and cleanliness of the
beneficiary.

H. Physical Therapy, Occupational Therapy, and Speech-Language Pathology Services—Therapy and speech
language pathology services may be provided for purposes of symptom control or to enable the
beneficiary to maintain activities of daily living and basic functional skills.

I.  Other Items and Services
Balanced Budget Act (BBA) of 1997, §4444
A new item was added to the list of covered services in §1861 (dd)(1) of the Act. This section explains
that any item or service specified in the beneficiary's plan of care and for which payment may be made is
a covered service.

Example: A hospice determines that a beneficiary's condition has worsened and has become medically
unstable. An inpatient stay will be necessary for proper palliation and management of the condition. The
hospice adds this inpatient stay to the plan of care and decides that due to the beneficiary's fragile
condition, the beneficiary must be transported to the hospital by ambulance. In this case, the ambulance
service becomes a covered hospice service. It is recommended you have agreements with the ambulance
services.

180.5 Waiver of Staffing Requirements

BBA of 1997, §4446

This section allows CMS to permit certain waivers that the hospice makes physical therapy, occupational therapy,
speech language pathology services, and dietary counseling available (as needed) on a 24-hour basis. These
waivers are available only to an agency or organization that is located in an area that is not an urbanized area (as
defined by the Bureau of Census) and that can demonstrate to CMS that it has been unable, despite diligent efforts,
to recruit appropriate personnel. The hospice must be required to submit evidence to establish, "diligent efforts".
CMS must apply the requirements for the nursing service waiver found at 42 CFR 418.83(a)(3) in determining that
a hospice has made diligent efforts.

A waiver request must be granted or denied within sixty days after receipt. Any hospice seeking a waiver must send
an application to the appropriate CMS regional office.
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180.10 Core Services
Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.4)

+ Nursing Care
+ Medical Social Services

- Counseling

The above are core hospice services that must routinely be provided directly by hospice employees.
Supplemental services and physician specialty services may be contracted by the hospice in order to meet unusual
staffing needs.

Note that Section 1861 (dd)(5) of theAct has been modified to permit a hospice to enter into arrangements with
another hospice for the provision of nursing, medical social services, and counseling services in extraordinary, exi-
gent, or other nonroutine circumstances. Examples of such circumstances might include unanticipated periods of
high patient loads, staffing shortages due to illness, or other temporary events. Hospices must maintain evidence
of the extraordinary events that required them to contract for the core services and must comply with the follow-

ing:

a) hospice must assure contracted staff is providing care that is consistent and the hospice philosophy and the
patient’s POC.

b) hospices may not routinely contract for a specific level of care (e.g., continuous care) or during specific hours
(e.g., weekends).

When contracting services are used, the hospice maintains professional, financial and administrative responsibili-
ties for the services and ensures that staff meets regulatory qualification requirements.

180.15 Physician Services

BBA of 1997, §4445

Hospices are now allowed to employ or contract with physicians for their services. This includes medical directors
and physician members of the interdisciplinary group (IDG). This provision removes the core service requirement
to allow hospices to employ or contract for physician services.
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190 Levels of Care

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30.1)
Medicare hospice reimbursement is made at one of four predetermined rates based on the level of care billed. Only
one level of care is billable per day.

+ Routine care (revenue code 0651)
+ Continuous home care (revenue code 0652)
- Inpatient respite care (revenue code 0655)

+ General inpatient care (revenue code 0656)

190.5 Routine Home Care

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30.1)
The hospice is paid the routine home care rate for each day the beneficiary is not receiving care under one of the
other categories of hospice care.

When a client is receiving treatment on an outpatient basis, in an observation room, or in the emergency room, and
the client is admitted and discharged the same day, your agency is to bill that day as a routine home care day. This
may include such care as emergency treatment, medications, and blood products. These services are included in
the per diem rate.

Documentation Tips
'Paint a picture' of the beneficiary.

+ Clinical findings (e.g., weight loss/gain, blood pressures, fevers, wounds, eating habits, etc.)
+ Test/treatments, if pertinent

- Interventions and responses from beneficiary/caregiver(s)

- Hospitalization discharge summary, if pertinent

+ The plan of care

For more guidance, see the “Hospice Documentation Tool” on our Web site, www.cahabagba.com

190.10 Continuous Home Care (CHC)

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.2.1)

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30.1)

Continuous care is to be provided only during periods of crisis to maintain the beneficiary at home. A period of
crisis is a period of time when the beneficiary requires continuous care for at least 8 hours in a 24-hour period to

achieve palliation or management of acute medical symptoms. erswhenthereis—a-breakdowninthefamityr-care-
sivingsystem-thatnecessitates-thistevel-of-eare- Primarily, nursing care is to be used during continuous home care.
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Additionally, if a patient's caregiver has been providing skilled level care and is now unwilling or unable to con-
tinue to provide this care, this may precipitate a period of crisis because the skills of a nurse may be needed to
replace the skills of the caregiver.

Chapter 9, §40.2.1 of the Benefit Policy Manual (CMS Pub. 100-2) states that care provided at CHC level must be
for at least 8 hours in a 24-hour period, and at least half of the hours must be nursing care, provided by either a RN
or LPN. Home health aides and homemakers may be used to supplement the nursing care. Either a registered nurse
or a licensed practical nurse must provide one-half (50 percent or greater) of the care given in a 24-hour period. If
a patient requires skilled interventions for palliation or symptom management, which can be accomplished in less
than 8 aggregate hours within a 24 hours period, or if the majority of the care can be accomplished by a home health
aide or homemaker, the care rendered would be covered as a routine home care day.

Please note that all nursing, home health aide/homemaker services provided must be counted into the con-
tinuous care time. A hospice cannot choose to count fewer nursing and home health aide or homemaker hours
than were actually provided to get the percentage of nurse hours up to 50 percent. To do so may be interpreted to
say the hospice is attempting to manipulate information to obtain higher payment, which could be viewed as a vio-
lation of the False Claims Act.

A minimum of 8 hours of care must be given in a 24-hour period, which begins and ends at midnight. When hours
are totaled for each day, any partial hour after the first 8 hours of continuous care will be reimbursed at the hourly
rate. The care does not have to be provided in consecutive hours (e.g., 4 hours of care can be provided in the morn-
ing and 4 hours of care can be provided in the evening of the same day). When fewer than 8 hours of primarily
nursing care are provided, the services are covered at the routine rate.

Examples of counting continuous care hours are as follow:

- In the majority of medical situations, one individual would provide continuous care during any given
hour. However, there may be circumstances where the patient's needs require direct interventions by
more than one covered discipline, resulting in an overlapping of hours between nurse and home health
aide. When reasonable and necessary, the overlapping hours would be counted separately.

- If less than 8 hours of care was given or if death occurs before 8 hours, do not count the hours as
continuous care; bill the day as a routine home care day.

-+ Medical social workers, counselors, pastoral care, and bereavement counseling by any staff member
certainly may be appropriate and valuable in the home during a crisis; however, those hours may not be
counted in the continuous care hours.

When a level of care changes, the medical record must show the date, time and reason why the level of care changed
(e.g., Beneficiary in severe pain, caregiver unable to control. Continuous care began 1/1/YY at 8 a.m., Mary Nurse
R.N.). A later entry may read, "beneficiary's pain is controlled and caregiver is able to care for beneficiary, rou-
tine care to begin 1/3/YY at 7 a.m." The 1/3/YY day must be billed as a routine care day, because the minimum of
8 hours is not met. Document the interventions and observations to support the need for each hour of continuous
care billed.
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The following examples illustrate how to evaluate whether circumstances qualify as CHC. This list is not all-inclu-
sive, nor does it indicate that patients with similar situations would constitute CHC.

(1) Frequent medication adjustment to control symptoms/collapse of family support system.

Situation A: The patient has had a central venous catheter inserted to provide access for continuous
Fentanyl drip for pain control and for the administration of antiemetic medication to
control continuous nausea and vomiting. The nurse spends 2 hours teaching the family
members how to administer IV medications. She returns in the evening for one hour. The
home health aide provides 3 hours of care. The nurse spends 2 hours phoning physicians,
ordering medications, documenting and revising the plan of care.

Determination: Despite 8 hours of service, this does not constitute CHC since 2 of the 8 hours were not
activities related to direct patient care.

Situation B: The patient experiences new onset seizures. He continues to have episodes of vomiting.
The nurse remains with the patient for 4 hours (10 a.m.—2 p.m.) until the seizures cease.
During that time she provides skilled care and family teaching. The patient's wife states
she is unable to provide any more care for her husband. A home health aide is assigned to
the patient for monitoring for 24 hours, beginning at 2 p.m., with a total of 8 hours of
direct care in the first day. The nurse returns intermittently for a total of an additional 4
hours to administer medications, assess the patient and to relieve the aide for breaks. The
social worker provides 3 hours of services to work with the patient's wife in identifying
alternative methods to care for the patient.

Determination: This qualifies as a continuous home care day. This constitutes a medical crisis, including
collapse of family structure. The caregiver has been providing care, but the change in the
patient's condition requires the nurse's interventions. Since there is no overlap in nursing
care, 16 hours of care would be computed as CHC. The social worker hours would
not be incorporated.

(2) Symptom management/rapid deterioration/imminent death.

Situation A: 77-year-old patient with lung cancer whose caregiver is 80 years old. The caregiver has
been caring for this patient for 4 months and is now exhausted and scared. The care
provided consists of assisting with bathing, assisting the patient to ambulate, preparing
meals, housekeeping and administering oral medications. Since the patient is dyspneic at
rest, she requires assistance in all ADLs, which equates 9 hours of assistance within a
24-hour period.

Determination: This would not qualify as CHC, since there is little care that requires a nurse. The patient
would however be a candidate for an inpatient respite level of care.
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Situation B: The patient's condition deteriorates. The patient now has circumoral cyanosis, respiratory

Determination:

rate of 44 and labored with intermittent episodes of apnea. The nurse performs a complete
assessment and teaches the caregiver methods to make the patient comfortable. The nurse
returns twice within the 24-hour period to assess the patient. She revises the plan of care
after conferring with the patient's attending physician and hospice physician. The
homemaker and home health aide are sent to assist the caregiver. Within the 24-hour
period, the direct care provided by the nurse equates 3 hours; homemaker with 2 hours and
home health aide with 6 hours.

Since only 3 of the 11 hours were skilled care requiring the services of a nurse, this would
not constitute CHC. In this situation, the care required is not predominantly nursing but
are comprised of services provided by a home health aide. In addition, it would not be
correct to discount any portion of the home health aide's hours or to provide these services
gratis in order to qualify for the CHC benefit.

Situation C: The next day, the patient's condition deteriorates further. She has increased periods of

Determination:

apnea and air hunger. In addition, she is experiencing continuous vomiting and increasing
pain. Her blood pressure is beginning to decrease and her respirations are increasing. The
nurse remains at the patient's bedside for 4 hours while attempting to control her pain and
symptoms. The home health aide provides care during one hour of this period. The nurse
leaves and the home health aide remain at the bedside for 3 hours. The social worker
comes and talks with the caregiver and remains for 1 hour. The nurse returns while the
aide leaves. The nurse remains with the patient for 2 hours until she dies. The social
worker returns and stays with the caregiver for 1 hour until the mortuary arrives.

The nurse provided 6 hours of direct skilled nursing care; the aide provided 4 hours of
direct care, resulting in a total of 10 hours of registered nurse and home health aide care.
Since at least 6 of the 10 hours were direct nursing care, and since nursing care was the
predominant service provided during the 10 hours, the care meets the criteria for CHC. In
addition, because the nurse and the aide provided direct care for the patient simultaneously,
it would be appropriate to bill for each, resulting in total of 10 billable hours. The patient
received 12 hours of care. The 2 hours for the social worker are not counted towards the
CHC hours.
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Documentation Tips
During the period of a crisis, the medical record should contain the following:

- Interventions with beneficiary/family/caregiver

- Response of beneficiary/family/caregiver to interventions

+ Any adjustments in medications/ treatments

+ The goals for the beneficiary/caregiver

+ Teaching and response to teaching

+ Psycho-social behaviors exhibited by beneficiary/family/caregiver

- Pertinent conversations (e.g., I am waiting for my grandson to come home from the service)

- Each entry in the medical record signed and dated with appropriate title (e.g., Mary Nurse R.N.
1/1/CCYY)

For more guidance, see the “Hospice Documentation Tool” on our Web site, www.cahabagba.com

190.15 Inpatient Care

Medicare covers two levels of inpatient care: respite care for the relief of the beneficiary's caregivers and general
inpatient care for pain control or symptom management. The hospice must have a written agreement with the inpa-
tient facility.

190.20 Inpatient Respite Care

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.2.2)

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §§30.1 and 50.1)

Inpatient respite care is provided to the beneficiary only when necessary to relieve the family members or other
caregivers that are caring for the beneficiary at home. Coverage for respite care does not require that a worsening
of the beneficiary's condition precede the respite stay. Respite care is short-term inpatient care and reimbursed for
no more than five consecutive days at a time. This care is provided on an occasional basis. Any number of situa-
tions may necessitate respite care.

Examples of appropriate use of respite care:

- Caregiver feels if he/she had relief of caregiving responsibilities for a short time, that the caregiver
could resume or continue caring for the beneficiary at home again.

- Caregiver is temporarily unable to provide care to beneficiary because of personal illness.

- Caregiver needs to go out of town overnight.
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Examples in which respite care is not appropriate:

- The patient did not have a caregiver providing care in the home on a regular basis.

- The patient was already in 24-hour care at a care facility and the desire for respite care is not related to
a patient caregiver need.

+ The plan of care clearly states this is a permanent placement to a residential facility.

- The respite care was not provided in a participating hospice inpatient unit, or a participating skilled
nursing facility (SNF) or nursing facility (NF) that additionally meets the special hospice standards.

The date of admission of respite care is paid at the respite rate. The day of discharge is paid at the routine home
care rate when the beneficiary is discharged alive. If the beneficiary dies under inpatient respite care, the day of
death is paid at the inpatient respite care rate.

Beneficiaries who elect the hospice benefit may be charged for a coinsurance equal to 5 percent of the payment for
a respite care day.

Documentation Tips

The medical record must show when the level of care was changed to respite care and the reason (e.g., caregiver
needs relief because beneficiary is keeping caregiver up all night; transfer to appropriate facility. Begin respite care
10 a.m. on 1/1/YY. Mary Nurse, R.N. Caregiver is able to care for beneficiary at home; transfer beneficiary to home
on 1/4/YY at 12 noon. Mary Nurse, R.N.).

190.25 General Inpatient Care

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.1.5)

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §§30.1 and 50.1)

The above manuals offer clarification regarding general inpatient care. They address that hospice patients may be
admitted for short-term general inpatient care when the physician or hospice interdisciplinary group (IDG) believes
the patient needs pain control, or acute or chronic symptom management that cannot feasibly be provided in other
settings. Skilled nursing care may be needed by a patient whose home support has broken down, if this breakdown
makes it no longer feasible to furnish needed care in the home setting.

The hospice may provide this care itself or contract with a participating hospital, critical access hospital (CAH),
skilled nursing facility (SNF), or hospice inpatient unit. These facilities must agree to provide 24-hour registered
nursing services. The hospice maintains professional responsibility for its patient and works with the facility in the
development of the patient's plan of care. The hospice is paid a set rate by Medicare and in turn, the hospice con-
tracts with the hospital, SNF, or CAH under a contractual arrangement and pays the facility.

General inpatient care under the hospice benefit is not equivalent to a hospital level of care under the Medicare hos-
pital benefit. For example, a brief period of general inpatient care may be needed in some cases when a patient
elects the hospice benefit at the end of a covered hospital stay. The length of stay for a short-term general inpa-
tient level of care is based on the patient's condition and acute need, not any specific number of days. In deter-
mining whether an inpatient stay is needed, focus on the needs of the patient and the event or events that initiated
the admission.
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A patient may be admitted to short-term general inpatient hospice care from any setting when the need for skilled
level of care is appropriate. Examples include:

- A patient elects the hospice benefit at the end of a covered hospital stay because the patient remains in
need of pain control or symptom management, which cannot feasibly be provided in another setting.

A transfer to general inpatient care facility from a 24-hour nursing facility where needed skilled level of
care cannot be provided or symptoms remain unmanaged, even with A#e#te-ear+e hospice involvement.

+ A transfer from the home setting for pain or symptom management requiring treatment that cannot
feasibly be given in a home setting. Many times, primary caregivers are able to provide skilled level of
care in the home. However, skilled nursing care may be needed by a patient whose home support has
broken down, if this breakdown makes it no longer feasible to furnish needed care in the home setting.

+ A transfer from the home setting for pain or symptom management when:
- interventions provided at home have not effectively managed the symptom;
- complicated technical interventions are needed;
- frequent evaluation and medication adjustments by a nurse are necessary;
- open lesions need frequent skilled care or complicated dressings;
- patient/family teaching for complex medications or treatments is needed;
- imminent death requires skilled nursing care; and

- other symptom management, supported by documentation, requires frequent skilled care
interventions by a nurse.

- The patient is referred for hospice care but is declining rapidly with death expected imminently.
Other examples of appropriate general inpatient care include a patient in need of medication adjustment, observa-
tion or other stabilizing treatment such as psycho-social monitoring, or a patient whose family is unwilling to per-

mit needed skilled care to be furnished in the home. Each short-term general inpatient admission needs supporting
documentation for the services, as outlined in the individual's plan of care.

General inpatient level of care may be reduced to the routine rate denied if documentation does not support the
need for this level of care.

Examples of noncovered general inpatient level of care include:

- Admission following an acute hospital stay where symptoms were managed and no new interventions
are needed from time of admission to the Hospice Unit.

- Admission to general inpatient level of care for admission assessment and plan of care activities only.

+ When documentation supports that a 'caregiver-versus-patient' need precipitated the admission to
general inpatient level of care and no skilled needs are documented.
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- Symptoms are documented as "managed" or "stable" but general inpatient level of care continues to be
billed beyond a reasonable length of time to confirm stability.

- Symptom management is in place and does not include skilled interventions but a patient's caregiver is
either not available or not willing to provide care. Routine level of care would be appropriate while
placement issues are addressed.

- Behavioral issues related to dementia, noncompliance, etc. that require 24-hour supervision or
observation does not qualify a beneficiary for general inpatient level of care unless ongoing skilled
assessment and interventions are being attempted.

- When documentation does not clearly show when a level of care change occurs and the reason why or
documentation from different disciplines providing care is contradictory.

Example 1: Nurse's notes state severe pain but no medications are documented as having been
given.

Example 2: Physician's orders state admit for skilled wound care but skilled nurse notes
describe a simple dressing change only once every 24 hours.

Example 3: Nursing assessment states admitted for symptom management but social worker
note states admitted so caregiver can take a vacation and continuous documentation
does not show plan of care changes.

Note that hospice inpatient care in an SNF or NF serves to prolong current benefit periods for general Medicare
hospital and SNF benefits. This could potentially affect patients who revoke the hospice benefit.

Documentation Tips

Document when the change in level of care occurred and the reason why; (e.g., vomiting uncontrolled and care-
giver not able to manage the care. General inpatient on 1/1/YY at 10 a.m. Mary Nurse R.N.), (e.g., vomiting con-
trolled and caregiver is able to manage the beneficiary's care at home, will go home on 1/3/YY at noon, Mary Nurse
R.N.)
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200 Physician Services

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30.1-30.1.3)
Payment for physician services provided in conjunction with the hospice benefit is made in different ways. Refer
to the following charts and the “Claims Filing” section of this guide for specific billing instructions.

Please keep in mind that hospice agencies are not to consider themselves a "pass-through" agent for physician
billing. The hospice is responsible for the accuracy of all services billed, including physician's charges. Cahaba
GBA, LLC Medical Review of claims submitted by hospice agencies may include review of physician charges
billed by the hospice.

200.1 Contracting with Physicians

Benefit Policy Manual (CMS Pub. 100-2, Ch. 9 §40.3)

Hospices are permitted to enter into arrangements with another hospice program for the provision of nursing serv-
ices, medical social services, and counseling in extraordinary, exigent, or other non-routine circumstances.
Examples of such extraordinary circumstances might include unanticipated periods of high patient loads, staffing
shortages due to illness, or other short term temporary events or temporary travel of a patient outside the hospice’s
service area. The hospice that contracts with another hospice for services must maintain professional management
responsibility for all services provided under arrangement or contract at all times and in all settings. Existing reg-
ulations at 42 CFR 418.56 discuss the professional management of the hospice for services provided under
arrangement. Hospices must maintain evidence of the extraordinary events that required them to contract for the
core services and comply with the following:

(a) The hospice must assure that contracted staff is providing care that is consistent with the hospice philosophy
and the patient's POC.

(b) Hospices may not routinely contract for a specific level of care (e.g., continuous care) or during specific hours
of care (e.g., evenings and weekends.)

200.5 Administrative Activities

Establishing, reviewing, and updating plans of care, as well as supervision of care and services, and establishment
of governing policies, generally, are provided by the medical director or the physician member of the interdiscipli-
nary group. There is no additional reimbursement as these services are included in the hospice payment structure.
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Billing Hospice Physician and NMurse Practitioner (INP) Services (Related to Terminal Diagnosis)

Are services for professional N Are services for technical Are services to establish,
thands-on or diagnostic 0 (use of equipment, etc.) Ho review or update the Plan of
interpretation) component? component? Care?
Yes Yes
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services from daily rate.

Hospice ¢ annot 5 eparatel ¥
bill. Reimbursement included
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Is the physiciand Is the physiciand NP
NP employed by No under qu:umM..Eh..i Is the physician! NP an
the hospice? _“a____:”u 3...____ . ¢ NG Is the physician! NP a Ho independent attending No
fapiees hospice volunteer? physiciant NP?
Yes
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Physician bills the Part B GCarmier.
Hospice bills Cahaba GBA, Hospice bills Cahaba Physician reimbursed 305 of Hedicare
LLC for services. Services Hospice bills Cahaba GBA, LLC for services. reasonable charge.
reimbursed lesser of actual GBA. LLC. for services. Services are reimbursed
charge or Hedicare Services reimbursed less er of actual charge
reasonable charge. lesser of actual charge or or Hedicare reasonable
Medicare reasonahle charge. Patient care provided by a physician! HP
charge. who is not employed, contracted or a

rolunteer with the hospice and is not the
attending physician, is not covered under
the Hospice benefit and cannot be billed
to Cahaba GBA, LLC. Services billed to
the Part B Carmier by a nonattending

physician will be denied.
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200.10 Direct Individual Care Services

Physician's professional direct hands-on care services are billed separately by the hospice agency. Reimbursement
for direct, hands-on individual care services provided by hospice employees (physicians), or under
arrangement/contracted or voluntary with the hospice, are made in the following manner:

 Your agency calculates a charge for the services provided and bills the intermediary.

- The intermediary reimburses for the services at the lesser of the actual charge, or 4 85 ro 100 percent of
the Medicare reasonable charge (physician or nurse practitioner).

+ You may request in writing the rates under the Freedom of Information Act from the Medicare carrier
in your state.

+ The physician's services payments are counted with the payments made at the daily payment rates to
determine whether the hospice cap amount has been exceeded.

Physician services provided on a volunteer basis are not reimbursable for reviewing care plans, supervisory care,
and establishing governing policies. However, physicians may seek reimbursement for certain services while pro-
viding other services on a volunteer basis. Payment may be made for the services not provided on a volunteer basis
when the hospice has arranged to reimburse the physician for these services. Physicians must be doctors of medi-
cine or osteopathy, or a nurse practitioner.

A hospice agency must have a written agreement with those who are consultants or are contracted in order for those
physicians to receive reimbursement through the hospice provider from the Intermediary. Patient care provided by
physician(s) not contracted by the hospice is not covered under the beneficiary's Medicare hospice benefit.

Nurse Practitioners (NP) and Physician Assistants (PA)
Medicare pays for services provided by nurse practitioners (NP) to Medicare beneficiaries who have elected the
hospice benefit and have selected a NP as his/her attending physician. Reimburse at 85 percent of the Medicare
reasonable or lesser actual charge. See CMS Transmittal R205CP for more information.

Physician assistants (PAs), however, are not able to bill under the Medicare hospice benefit. Although PAs are per-
mitted under certain Medicare programs to perform physician services, no such provision is included under the hos-
pice program. Medicare regulations do not permit any individual other than a physician to perform the services in
a Medicare certified hospice. 'Physician', for the hospice program, means a doctor of medicine or osteopathy, or a
nurse practitioner. There is no waiver available for this provision.

A PA may be employed by a hospice to provide services to hospice patients as permitted under State law; howev-
er, there is no additional Medicare payment provided for these services.

A NP or PA may give and sign verbal orders on hospice patients, but they cannot sign the plan-efcare-e+« certifi-
cation of terminal illness in the place of a physician.
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Medicare beneficiaries must be treated the same as other hospice beneficiaries by the physician. For example, a
physician cannot choose to deliver all services to non-Medicare beneficiaries as a volunteer and at the same time
bill the hospice for services he or she provides to Medicare beneficiaries.

Example: Dr. James Nice has agreed to volunteer as the hospice medical director. Dr. Nice does not,
however, provide direct individual care services on a volunteer basis. If a Medicare beneficiary is
admitted to the hospice and chooses Dr. Nice as the attending physician, Dr. Nice bills the hospice
for the services provided. The hospice bills the intermediary and is paid for the services. Dr. Nice
may not bill Medicare Part B independently because as a volunteer medical director, he is
recognized as an employee of the hospice agency.

200.11 Hospice Pre-Election Evaluation and Counseling

Benefit Policy Manual (CMS Pub. 100-2, Ch. 9 §80)

Hospices are allowed a one-time payment to a hospice for pre-election evaluation and counseling services fur-
nished by a physician who is either a medical director or an employee of the hospice agency. Payment is made on
behalf of a beneficiary who is terminally ill (prognosis of six months or less if the disease runs its normal course),
has not made a hospice election, and has not previously received hospice pre-election evaluation and counseling
services.

To be eligible to receive this service, a beneficiary must:

* Be determined to have terminal illness (which is defined as having a prognosis of six months or less if
the disease or illness runs its normal course);

* Not have made a hospice election, and

* Not have previously received the pre-election evaluation and counseling services.

Services under this benefit are comprised of:
» Evaluation of the patient s need for pain and symptom management;
* Counseling regarding hospice and other care options; and may include

* Advice regarding advanced care planning.

Pre-Election Evaluation and Counseling Documentation
Appropriate documentation guidelines should be followed whether the beneficiary or the beneficiary s physician
initiates the request for the evaluation and counseling service. If the beneficiary’s physician initiates the request,
which must be in writing, then:

* Determination of the terminal diagnosis should be included; however,

» Certification of the terminal diagnosis is not required, since this provision is not a prerequisite or part
of the hospice benefit.
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The hospice medical director or physician employee would be expected to provide a written note on the patient s
medical chart and maintain a written record of this service. If the beneficiary initiates the request for the service,
the hospice medical director or physician employee should:

* Maintain a written record of the service; and

»  With the beneficiary s permission, communicate with the beneficiarys physician to the extent necessary
to ensure continuity of care.

200.15 Attending Physician Services

Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30.1)

Reimbursement for patient care services, provided by the physician or nurse practitioner® whom the beneficiary has
identified as the attending physician, is made in the following manner.

- Patient care services provided by the volunteer attending physician are billed to the intermediary by the
hospice. (Physicians who volunteer services to the hospice are considered employees in accordance with
42 CFR 418.3).

-+ An independent attending physician (a physician or NP* not considered a hospice employee or under
contract with the hospice) is not part of the hospice benefit. Independent attending physicians must
directly bill the Medicare carrier (Part B). The Medicare carrier must reimburse the independent
attending physician at 80 percent of the Medicare reasonable charge for their professional services.

- Billing for services such as laboratory or x-ray services are not to be included on the physician's bill to the
carrier. Only the physician's direct hands on care, professional services as the independent attending
physician, should be included on the CMS-1500 to the Medicare carrier (Part B). The technical services
(e.g., labs) performed by the independent attending physician for the terminal illness must be billed to the
hospice provider. The hospice provider reimburses the independent attending physician for those services
from their daily rate.

These services should not be billed to the Intermedlary through the hosplce pr0V1der as there 1S no extra reim-
bursement for technical services. Fhehosp ; ) )

The reimbursement of the independent attending physician from the carrier will not be counted in the hospice cap,
because the physician is not part of the hospice agency.

*Note: Nurse practitioners and hospices should note that NPs are being added to the definition of an attending
physician for beneficiaries who have elected the hospice benefit.

Medicare pays for services provided by NPs to Medicare beneficiaries who have elected the hospice
benefit and have selected a nurse practitioner as his/her attending physician (see the following and the
“Claims Filing” section for billing guidelines). For more information, refer to CMS Transmittal R205CP.
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200.20 Billing Physician Services
- Consultant/contracted physician's services must have a written agreement with the hospice provider.
Please refer to the Claims Processing Manual (CMS Pub. 100-4, Ch.11 §30.1 and 42CRF, §481.56) for
more information.

- When a hospice beneficiary receives care in a rural health clinic (RHC), the independent attending
physician bills his professional services to the carrier (Part B). The RHC may not bill the intermediary
for these services. All other services (technical) are billed to the hospice provider.

+ When the physician is the medical director/consultant/volunteer of the hospice program and provides
services to a beneficiary in a RHC for the terminal illness, the RHC must bill the hospice provider for
these services, both professional and technical components. When a physician performs a procedure for
palliation on the beneficiary for the terminal illness, specific procedure codes are to be used. The hospice
provider must obtain the procedure codes from the physician's office. (The office must actually provide
you with a bill to use for billing the intermediary.)

- When surgery is done for palliation of pain, the hospice must bill the physician services and the surgical
procedure to the intermediary.

+ The anesthesiologist's bill must be in minutes for the administration of the anesthesia. The hospice
provider must use revenue code 0657.

200.25 Frequently-Asked Questions

Question:
Can 1 bill for physician services?

Answer:

The hospice provider bills for the professional component of the direct hands-on care by the physician, who is the
contracted consultant, medical director, or volunteer attending physician. Please refer to CMS Pub. 100-4, Ch.11
§40 for more information.

Question:
Who does the independent attending physician bill for professional services?

Answer:
The independent attending physician's professional component services must be billed to the carrier. The physi-
cian's office must bill Part B on the CMS-1500. Remember—Asahospiceprovider—yonareresponsibleforiot
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Question:
How is the independent attending physician's bill paid when the beneficiary is seen in a rural health clinic (RHC)

for the terminal diagnosis?

Answer:

The independent attending physician's charges must be billed to the carrier (Part B) for the professional services.
The physician may have to obtain a number from the carrier to bill for the services. (The hospice provider does not
bill the carrier.)

Services provided by an RHC for the beneficiary's terminal illness, including those of a physician working in an
RHC are included in the traditional Medicare benefits. Medicare law 1813 (d)(2) of the Social Security Act states
that a beneficiary who elects to receive the Medicare hospice benefit waives the right to payment under traditional
Medicare benefits for any services related to the individual's terminal illness, unless the services are provided by or
under arrangements made by the hospice, with the exception of physician services provided by the individual's inde-
pendent attending physician.

A physician or nurse practitioner that works for an RHC has the option of continuing to follow his or her hospice
patient as an attending physician. When a hospice beneficiary receives care in an RHC, the independent attending
physician may need to obtain a Part B provider number from the carrier prior to billing. The RHC may not bill the

1ntermed1ary for services related to the terrnlnal d1agnos1s A%ﬁeﬁ%%%ﬁfﬁﬁ%d—f@%ﬁﬁ%%

Question:
When the independent attending physician sees the hospice beneficiary in the rural health clinic for the terminal

diagnosis and lab work is done, where is the lab service billed?

Answer:
The lab service should be billed to the hospice provider. For additional information, please refer to CMS Pub. 100-
4, Ch.11 §30.1.

Question:
Can the services by the medical director for the certification/recertification be billed to Medicare?

Answer:

Establishing, reviewing, and updating plans of care, as well as supervision of care and services, and establishment
of governing policies are generally provided by the medical director of the physician member of the interdiscipli-
nary group (IDG). There is no additional reimbursement as these services are included in the hospice payment struc-
ture.

In addition, no payment is made for physician services furnished voluntarily. However, some physicians may seek
payment for certain services while furnishing other services on a volunteer basis. For example, Dr. James Nice has
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agreed to volunteer as the hospice medical director. Dr. Nice does not, however, provide direct individual care serv-
ices on a volunteer basis. If a Medicare beneficiary is admitted to the hospice and chooses Dr. Nice as the attend-
ing physician, Dr. Nice bills the hospice for the services provided. The hospice bills the intermediary and is paid
for the services. Dr. Nice may not bill Medicare Part B independently, because as a volunteer medical director, he
is recognized as an employee of the hospice agency. Please refer to CMS Pub. 100-4, Ch.11 §40.1.3.1 for addi-
tional information.

Question:

Our hospice agency is a department of the hospital. The hospital itself also has several physicians that are employ-
ees of the hospital. Are these physicians considered hospice-employed because they are all (physicians AND hos-
pice) employed by the same entity? Or would the hospice be required to have individual contracts with each indi-
vidual hospital-employed physician for the physician to be considered a hospice employee?

Answer:

Our answer can be referenced from 42 CFR 418.54. The physician would be considered as an employee of the hos-
pice and having a contract would not be necessary, provided he/she is an appropriately trained employee of the
agency or organization of which the hospice is a subdivision and the individual divides work time between the par-
ent organization and the hospice. Services that this physician provides to his/her personal patients in the hospice
would be billed to Medicare Part A.

Question:

If a patient goes to the ER or is admitted to a hospital for a problem related to their hospice diagnosis without
preapproval from the hospice agency managing their care, who is liable for the medical expenses, the patient or
the hospice agency?

Answer:

The Centers for Medicare & Medicaid Services (CMS) has not established specific guidelines addressing this situ-
ation. Therefore, each individual hospice agency may wish to develop a policy indicating the patient s potential lia-
bility for the cost of care received without the hospice s involvement. It is important to educate the patient and fam-
ily, before hospice care is elected, and throughout the patient s hospice election, about the purpose of hospice care
and the means to access of care while on hospice. The November 22, 2005, Federal Register (page 70540) does
provide some guidance in regard to a patient/family going to the emergency room without prior authorization from
the hospice. Although this may be a reason to discharge the patient, a single instance should not be a reason to ter-
minate services.

Medicare Reference Guide
© June 2006



Coverage Guidelines for Hospice Agencies

Medicare Fiscal Intermediary, Cahaba Government Benefit Administrators® (GBA), LLC

The following questions and answers apply to nonhospice physicians furnishing services to hospice benefici-
aries under arrangements with the hospice and do not apply to a hospice beneficiary's designated independ-
ent attending physician.

Question:
How would a hospice handle reimbursement for services provided by an emergency room physician when there may
not have been time to create a written agreement?

Answer:

The Medicare conditions of participation at 42 CFR 418.56 allow a hospice to arrange for another individual or
entity to furnish services to the hospice beneficiaries. This section requires such services to be furnished subject to
a written agreement between the hospice and the individual or entity furnishing the service. The written agreements
must meet the requirements of 42 CFR 418.56 (b).

A physician who furnishes services to hospice beneficiaries who is neither employed by the hospice nor who is the
designated independent attending physician is required to have a written agreement with the hospice that meets the
requirements of 42 CFR 418.56. Medicare must not reimburse physician services furnished without such an agree-
ment. However, in the case of a physician who furnishes emergency services to a hospice beneficiary (and related
to the beneficiary's terminal illness) in accordance with the hospice's plan of care in a facility that has the required
written agreement with the hospice, the hospice's written agreement with the facility in which the services were per-
formed would meet the requirements of §418.56 and allow the hospice to receive Medicare payment for the physi-
cian services. The hospice would then pay the physician according to the agreement. To avoid any confusion that
could be caused by such a situation, we encourage each hospice to arrange individual written agreements with those
physicians who furnish emergency services in these facilities that the hospice agency has an agreement to furnish
inpatient services.

Medicare would not cover emergency physician services related to the beneficiary's terminal illness that are fur-
nished either outside of the beneficiary's plan of care or in a facility that has no written agreement with the hospice.
In addition, the Medicare hospice benefit would not cover any services that are not reasonable and necessary for
the palliation or management of the terminal illness.

Question:
Do individual physicians in a physician's group need to have written agreements or would an agreement with the

group suffice?

Answer:

42 CFR 418.56 allows the hospice to enter into an agreement with either an individual or an entity to furnish serv-
ices to the hospice's individuals. Therefore, a hospice may enter into an agreement with a physician's group pro-
vided the agreement meets all the requirements of 42 CFR 418.56 (b), including a description of the qualifications
of the individuals providing the services.
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210 Bereavement Counseling

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.2.3)
Bereavement counseling consists of counseling services provided to the beneficiary's family after the beneficiary's
death. Bereavement counseling is a required hospice service, but not reimbursable by Medicare.
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220 Special Modalities

Benefit Policy Manual (CMS Pub. 100-2, Ch.9 §40.2.4)

Chemotherapy, radiation therapy and other treatments may be used for palliative purposes. This determination is
based on the condition of the beneficiary and the philosophy of your caregiving. Regardless of the cost of these
services, additional Medicare reimbursement may be made for the professional component only, not the technical
component. The technical component is part of the hospice daily rate.
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23(0 Advance Beneficiary Notice (Form CMS-R-131-G)

Claims Processing Manual (CMS Pub. 100-4, Ch.30)

Claims Processing Manual (CMS Pub. 100-4, Ch.1 §60.1)

An Advance Beneficiary Notice (ABN) must be given to a Medicare beneficiary, prior to services being furnished,
when you determine that Medicare will likely not pay for some or all of the services because:

- The level of care is determined inappropriate for the hospice patient (under §1862(a)(1) of the
Balanced Budget Act);

+ The patient is not terminally ill (under §1879(g)(2) of the Act).

The ABN informs the beneficiary that the services he/she is to receive may not be paid for by Medicare and that
they may be financially liable. In addition, the ABN allows the beneficiary to choose whether to terminate the serv-
ices, receive the services and accept financial responsibility, or receive the services and have Medicare review the
services to determine if the services meet Medicare guidelines for coverage.

Please note: An ABN is not required when notifying a beneficiary that Medicare will not cover room and board
charges/services.

The beneficiary must sign and date the ABN. A copy of the ABN must be given to the beneficiary for their records,
and one copy must be kept in the patient's file at your agency.

For additional information about ABNs, please refer to the December 2003 Medicare A Newsline Special
Attachment.

Hospices must use the CMS-R-131-G form with the following approved language for filling in the "Items or
Services" and "Because" boxes.

- Ineligibility:
Box 1: Item or Services: "The Medicare hospice benefit."
Box 2: Because: "We have determined that you are not eligible under Medicare rules for
certification as having a terminal prognosis as defined in the law."

+ Level of Care:
Box 1: Item or Services: "The hospice General Inpatient Care level of care," OR "the hospice
Continuous Home Care level of care."
Box 2: Because: "We have determined that you do not require this level of service."

Form CMS-R-131-G can be found by visiting the CMS Web site at:
http://www.cms.gov/cmsforms/Downloads/CMSR-131-Gpdf  http+Avww-ems-—sovimedleari/retabi-csp

Refer to the following page to see an example of an Advance Beneficiary Notice.
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Patient’s Name: Medicare # (HICN):

Apbvance BenericiarRY NoTice (ABN)

NOTE: You need to make a choice about receiving these health care items or services.

We expect that Medicare will not pay for the item(s) or service(s) that are described below. Medicare does
not pay for all of your health care costs. Medicare only pays for covered items and services when Medicare
rules are met. The fact that Medicare may not pay for a particular item or service does not mean that you
should not receive it. There may be a good reason your doctor recommended it. Right now, in your case,
Medicare probably will not pay for —

Items or Services:

Because:

The purpose of this form is to help you make an informed choice about whether or not you want to receive

these items or services, knowing that you might have to pay for them yourself. Before you make a decision

about your options, you should read this entire notice carefully.

* Ask us to explain, if you don’t understand why Medicare probably won’t pay.

« Ask us how much these items or services will cost you (Estimated Cost: $ ), in case
you have to pay for them yourself or through other insurance.

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.

I:I Option 1. YES. I want to receive these items or services.

| understand that Medicare will not decide whether to pay unless | receive these items or services. Please
submit my claim to Medicare. | understand that you may bill me for items or services and that | may have to
pay the bill while Medicare is making its decision. If Medicare does pay, you will refund to me any payments
| made to you that are due to me. If Medicare denies payment, | agree to be personally and fully responsible
for payment. That is, | will pay personally, either out of pocket or through any other insurance that | have. |
understand | can appeal Medicare’s decision.

I:I Option 2. NO. | have decided not to receive these items or services.

I will not receive these items or services. | understand that you will not be able to submit a claim to Medicare
and that I will not be able to appeal your opinion that Medicare won'’t pay.

Date Signature of patient or person acting on patient’s behalf

NOTE: Your health information will be kept confidential. Any information that we collect about you on this form will be kept
confidential in our offices. If a claim is submitted to Medicare, your health information on this form may be shared with Medicare.
Your health information which Medicare sees will be kept confidential by Medicare.

OMB Approval No. 0938-0566 = Form No. CMS-R-131-G  (June 2002)
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230.5 Limitation on Liability

Balanced Budget Act of 1997, §4447

The limitation on liability provision contained in §1879 of the Social Security Act was extended by the Balanced
Budget Act. Medicare now provides financial relief to beneficiaries and providers for certain services for which
payment would otherwise be denied if the beneficiary or provider did not know, and could not reasonably have
known, the services would not be covered.

The Centers for Medicare & Medicaid Services (CMS) does not intend for a hospice provider to reject or discharge
a beneficiary who meets the criteria for the Medicare hospice benefit, regardless of that beneficiary's diagnosis. If
you believe the beneficiary is eligible, document the clinical factors that led to this decision. The care plan and care
furnished must be consistent with this documentation.

Medical review decisions are based on your documentation and relate to whether the medical information in the
record is adequate to provide the basis for an informed decision, and whether a physician would reasonably have
concluded that the beneficiary's condition indicated a life expectancy of six months or less.

You may wish to review beneficiaries who have been on the hospice benefit for more than six months to determine
if they meet the eligibility requirement for Medicare hospice services. If not, provide the beneficiary with an ABN
to notify that she/he is no longer eligible for the Medicare hospice benefit and discontinue Medicare billing (see
$235 of this guide for Expedited Determination information).

A beneficiary may request a Medicare determination by the Fiscal Intermediary. Depending on the choice made by
the beneficiary on the ABN, it may be necessary to submit a "demand bill." When submitting a demand bill, use
occurrence code 32 and bill all services as covered. Please refer to “Claims Filing” section in this reference guide
for further instructions on how to submit a demand bill.

Corrective actions may be taken when providers consistently provide or accept incorrect certifications/recertifica-
tions of terminal illness and bill this care to Medicare.

Corrective actions may include any of the following:

+ Denial of Medicare hospice claims
- Recovery of overpayments

+ Referred to Medicare fraud unit
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235 Expedited Determinations

CMS MM Article MM3949

CMS MM Special Edition Article SE0538

CMS Transmittal 632; July 29, 2005

Effective July 1, 2005, hospices are required to notify beneficiaries when they anticipate and end to all Medicare-
covered services (this does not include revocation or transfers) and must alert eligible beneficiaries of their right
to an expedited review. Through this expedited determination process, beneficiaries who disagree with your cov-
erage decision may obtain a Quality Improvement Organization (QIO) review of your decision to discharge them,
or end all their covered care, for medical necessity reasons. You must then give a second more “detailed” notice
explaining the reason for the notice of noncoverage on the end of covered care (see “Generic and Detailed Notices”
below).

The QIO is responsible for contacting you, so that the beneficiary s medical records can be used in making a deter-
mination (although QIOs can still make such decisions even if records are not available). You should also give
copies of both notices to the QIO. Using these records, the QIO makes a decision on coverage and informs the
involved parties. The review generally takes 72 hours. An “untimely” process also exists.

A beneficiary may request a reconsideration of the QIO decisions by a QIC under a similar process. When the
QIO/QIC makes a decision at the end of the review, you can then bill for the period that was reviewed in accor-
dance with the QIO/QIC decision on coverage for that period. Standard claim appeal rights still apply to these
claims (see the “Appeals” section of this reference guide for standard appeals information).

235.5 Generic and Detailed Notices
Providers must give notice no later than two days before all covered services are to end. Two types of notices are
available for use, depending upon the situation. Generic notices inform the beneficiary of their expected discharge.
Detailed notices are to be given if the beneficiary disagrees with the discharge, and provides them with a detailed
explanation of the hospice decision. Examples of each notice can be found on the following pages, and on the CMS
Web site at:

http://www.cms.hhs.gov/CMSForms/CMSForms/list.asp
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© June 2006

Determinations



Coverage Guidelines for Hospice Agencies

Medicare Fiscal Intermediary, Cahaba Government Benefit Administrators® (GBA), LLC

Patient Name:

Generic Notice

OVB Approval No. 0938-0953
Insert Logo here

NOTICE OF MEDICARE PROVIDER NONCOVERAGE

Medicare Number:

THE EFFECTIVE DATE COVERAGE OF YOUR CURRENT {insert type}
SERVICES WILL END: {insert effective date}

* Your provider has determined that Medicare probably will not pay for your current
{insert type} services after the effective date indicated above.

* You may have to pay for any {insert type} services you receive after the above date.

YOUR RIGHT TO APPEAL THIS DECISION

You have the right to an immediate, independent medical review (appeal), while your services
continue, of the decision to end Medicare coverage of these services.

If you choose to appeal, the independent reviewer will ask for your opinion and you should be
available to answer questions or supply information. The reviewer will also look at your medical

records and/or other relevant information. You do not have to prepare anything in writing, but you
have the right to do so if you wish.

If you choose to appeal, you and the independent reviewer will each receive a copy of the detailed

explanation about why your coverage for services should not continue. You will receive this detailed
notice only after you request an appeal.

If you choose to appeal, and the independent reviewer agrees that services should no longer be

covered after the effective date indicated above, Medicare will not pay for these services after that
date.

If you stop services no later than the effective date indicated above, you will avoid financial liability.

HOW TO ASK FOR AN IMMEDIATE APPEAL

You must make your request to your Quality Improvement Organization (also known as a QIO). A QIO
is the independent reviewer authorized by Medicare to review the decision to end these services.

Your request for an immediate appeal should be made as soon as possible, but no later than noon of
the day before the effective date indicated above.

The QIO will notify you of its decision as soon as possible, generally by no later than two days after
the effective date of this notice.

Call your QIO at: {insert name and number of QIO} to appeal, or if you have questions.

See page 2 of this form for more information.
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OTHER APPEAL RIGHTS:

* If you miss the deadline for filing an immediate appeal, you may still be able to file an
appeal with a QIO, but the QIO will take more time to make its decision.

+ Contact 1-800-MEDICARE (1-800-633-4227), or TTY/TDD: 1-877-486-2048 for more
information about the appeals process.

-
ADDITIONAL INFORMATION (OPTIONAL)

___________________________________________________________________________________________________________________|
Please sign below to indicate that you have received this notice.

| have been notified that coverage of my services will end on the effective date indicated on
this notice and that | may appeal this decision by contacting my QIO.

Signature of Patient or Authorized Representative Date

Form No. CMS-10123 Exp. Date 06/30/2008

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-0953. The time required to prepare and
distribute this collection is 5 minutes per notice, including the time to select the preprinted form, complete it and deliver it to the enrollee.
If you have comments concerning the accuracy of the time estimates or suggestions for improving this form, please write to CMS, PRA

Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.
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Detailed Notice
You must furnish a completed copy upon notice from the QIO that the beneficiary has appealed the termination of
services. It must be provided no later than close of business of the day of the QIO s notification.

OVB Approval No. 0938-0953
Insert Logo here

DETAILED EXPLANATION OF [Insert type] NONCOVERAGE
]
Date:

Patient Name: Medicare Number:

This notice gives a detailed explanation of why your provider has determined that Medicare coverage for your
current {insert type} services should end. This notice is not the decision on your appeal. The decision on
your appeal will come from your Quality Improvement Organization (QIO).

We have reviewed your case and decided that Medicare coverage of your {insert
type} services should end.

* The facts used to make this decision:

* Detailed explanation of why these services are no longer covered, and the
specific Medicare coverage rules and policy used to make this decision:

If you would like a copy of the policy or coverage guidelines used to make this decision, or a copy of
the documents sent to the QIO, please call us at {insert provider telephone number}:

Form No. CMS-10124 Exp. Date 06/30/2008

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB
control number. The valid OMB control number for this information collection is 0938-0953. The time required to distribute this information
collection is 60 - 90 minutes per notice, including the time to select the preprinted form, gather the needed information, complete the form, and
deliver it to the enrollee. If you have any comments concerning the accuracy of the time estimates or suggestions for improving this form, please
write to CMS, PRA Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.
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24() Documentation Guidelines

Medical review of hospice claims depends heavily on documentation submitted.
The Conditions of Participation §418.74 state the hospice must establish and maintain a clinical record for every

individual receiving care and services. The record must be complete, promptly and accurately documented, readi-
ly accessible and systematically organized to facilitate retrieval. The regulations also state that the record include
all services, whether furnished directly or under arrangements made by the hospice.

The ADR message may ask for documentation to support the physician charges that are billed. You must be able
to obtain the medical records from your office or the physician and respond to the ADR information timely. The
Fiscal Intermediary may request the medical records for a certain period of time to review. Please refer to the
Medical Review process in this reference guide for submitting medical records when requested.

Medical records should contain enough clinical factors and descriptive notes to show the illness is terminal and pro-
gressing in a manner that a physician would reasonably have concluded that the patient's life expectancy is six
months or less. Hospice benefit periods are renewable as long as the above remains true and documentation of dis-
ease progression is evident. Generally, a beneficiary will show decline from one certification period to the
next; however, this may not be the case for some patients whose condition, for whatever reason, may not run
the normal course of decline and remain temporarily unchanged. Documentation notes from multiple disci-
plines involved in the care of the client should demonstrate a picture of the patient's terminal progression. Avoid
vague statements such as "slow decline" or "disease progressing" that do not clearly support the terminal progres-
sion requirements; the more objective the documentation, the better.

When receiving a client as a transfer from another agency in the middle of a benefit period, obtain a copy of the
signed certification for that benefit period from the transferring agency to complete that benefit period. Remember
that the benefit periods do not change during a transfer.

When a beneficiary's level of care changes, the documentation should show when the change occurred and the rea-
son for the change. Medicare covers the two levels of inpatient care (respite care for the relief of the beneficiary's
caregivers, and general inpatient care for pain control or symptom management). The medical record should clear-
ly demonstrate the appropriateness of the level of care billed.

240.5 Documentation Checklist for the Medical Record

For more guidance, see the “Hospice Documentation Tool” on our Web site, www.cahabagba.com

The Medical Record is a Legal Document
+ Writing must be legible
+ Record must be readable
- Permanent ink should be used (may depend on agency's policy)

- Statements must be factual and specific
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+ Records must be complete, accurate and thorough

* Only the care provided should be charted

- Beneficiary and family quotes should be used

- Identify the time and date of every entry with your full signature and title
- All telephone contacts must be documented

- All conversations with physicians or other team members and all changes in the hospice plan of care
must be documented

A Checklist for the Medical Record
- Include the physician's signed certification or recertification of terminal illness, and assessments
+ Include all visit notes of disciplines/volunteers
+ Include the physician(s) written material or summary
+ Include all supporting laboratory or test results, if pertinent
+ Include the signed plan of care
+ Include the IDG meeting notes

+ Include the recertification for the subsequent periods signed and dated by the medical director or
physician member of the interdisciplinary group, before services are billed

Documentation Support for the Prognosis

- A provider may include a summary from the physician or nurse that identifies clinical symptoms, tests,
treatments, etc., to show the status of the beneficiary's condition

+ Include a discharge summary, history and physical from the hospital (if pertinent)

+ Include the following assessments: functional, nutritional, spiritual. clinical, emotional, psychological,
physical

Documenting with Clarity

- Describe the conditions that affect the beneficiary (social, environmental, financial, support systems)
including changes

- Include interventions and responses (actions by nurse, therapist, medical social worker, aide, volunteer,
chaplain, dietary counselor, family member/caregiver) and how they impact the beneficiary's condition
and family and or caregiver

- Include the date, time, and reason for change in the level of care
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Written Summary from a Physician or Nurse Showing Supporting Election of the Hospice Benefit

- Include physician's prognosis stating why life expectancy is six months or less, (e.g., "beneficiary
depressed and hasn't wanted to eat for last month and does not want anything done," or " has had
optimal therapy for illness.")

- Include physical baseline (e.g., weight, weight change, vital signs, heart rhythms, rales, degree of edema)
+ Include history and progression of illness
+ Include any illness affecting the terminal diagnosis

+ Include comorbidity that affects the prognosis

How to Correct an Error in the Medical Record
+ Draw a single line through the erroneous entry
- Briefly describe the error (e.g., wrong date, chart)
+ Add your signature, your title, the date and the time of the correction

+ You may add a late entry into the medical record e.g., late entry with today's date including the year,
write the note, add your signature with title, date and time)

+ Do not use correction tape or fluid
* Do not erase

+ Do not scribble over documentation
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