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During this presentation, | will give a brief overview of SNF Benefits Exhaust
and No-payment billing background, followed by the corresponding claim
examples.

Objective

» To Better Understand:
— How to bill when benefits exhaust
— How to bill when the level of care changes
— What constitutes a “no-payment” bill
At the conclusion of this training session you should be able to understand

how to correctly send bills to Medicare when a resident’s Medicare benefits
exhaust and when their level of care changes.

Background

Since 01/01/05, CMS has required SNFs to

submit a monthly bill for a beneficiary who:

— Started a spell of illness under the SNF Part A benefit,
even though no benefits may be payable

* CMS maintains a record of all inpatient services

for each beneficiary, whether covered or not

— The information is used for national healthcare
planning, and
— To track the benefit period

Background Continued

« Prior to this requirement, providers were allowed to
submit one “No Payment Bill” from the first non-
covered day through the date of discharge.

« After some investigation, CMS had found that
providers were seldom, if ever, submitting the final
discharge claims.

¢ The reinforcement of this requirement is to:

— Gather information for national healthcare planning
— Help track benefit periods, and

— Allow providers to collect from secondary payers or other
insurers without having to wait until the discharge claim is
submitted.

New Requirement
Effective 10/01/06

Per Change Request (CR) 4292:

» When benefits exhaust and the patient remains
at a skilled level of care:

— a monthly covered claim is submitted through
discharge, or until there is a level of care change after
the benefits are exhausted

+ After a level of care change, providers submit
“no-pay” claims in one of two ways:

— Monthly if denial for another insurer is needed, or

— One “no-pay discharge claim” from day after level of
care change through discharge if denial for another
insurer is not needed




Benefits Exhaust Billing

Benefits Exhaust and the Patient is
Still Skilled

* SNF providers must submit monthly covered
“benefits exhaust claims” for beneficiaries
who continue to receive skilled services

» There are two types of benefits exhaust:

— Full benefits exhaust - when no days remain
in the billing period

— Partial benefits exhaust - when the beneficiary
has one or more days left in their benefit
period and the facility will bill for the remaining
days

What Coding is Needed on Partial
or Full Exhaust Claim?

e Type of bill must be a covered bill type
—211, 212,213 or 214

¢ Days and charges billed as covered, as if
patient had days available:
— No “A3” date
— No split billing

¢ Coinsurance days

¢ Value code 09 or value code 11 with 1.00 in
the amount field

Appropriate patient status code

Partial Benefits Exhaust

 This claim example demonstrates
how a benefits exhaust claim would
be billed when the resident’s benefits
are partially exhausted (i.e., some of
the days in the billing period are
covered and some are not).

Claim Example #1

Partial Exhaust

e Screen 1




Partial Exhaust

» Screen 2
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Full Benefits Exhaust

 This claim example demonstrates
how a benefits exhaust claim would
be billed when benefits are exhausted
for the entire billing period.

Claim Example #2

« This is an example of how a Full Exhaust claim would be billed
on FISS DDE. You will notice that the fields we just discussed
are highlighted and circled in red.

« The type of bill is a 213 because the patient admitted in the
prior billing period.

« The covered days are 30 because the from and through dates
are 11/01/06 through 11/30/06. NOTE: CWF will look to see how
many days are remaining in the Benefit Period. If no days
remain, CWF will respond that no days remain, and a Benefits
Exhaust denial will be given.

« The coinsurance days (CO) are the same as the covered days.

« Patient status is 30.

« Value code 09 is coded with $1.00 in the amount field.
Common Working File (CWFLwiII assign the correct
coinsurance amount ($0.00) based on the CWF response.

Full Exhaust

» Screen 1

Full Exhaust

e Screen 2

How Do We Bill When Benefits
Exhaust and the Level of Care
Changes During the Month?

 Provider should bill through the date that

active care ended:

— Occurrence code 22 + date of last covered
care

— Patient Status is 30
—TOB s 211, 212, or 213

— Bill is “split” at the last covered day
¢ Next bill is a “no-payment” claim




Benefits Exhaust and the Level of
Care Changes Within the Month

* We will now review how to submit
a benefits exhaust claim when the
patient’s level of care changes
within the month.

Claim Example #3

« This example demonstrates how you would bill for a patient

who had exhausted their benefits, and the level of care
changed within the same month. In this example the patient’s
active care ended on 11/15/06, as indicated by Occurrence
Code 22.

The type of bill is a 213.

« The covered days are 15 days because the from and through
ates are 11/01/06 through 11/15/06.
« Coinsurance days would be 15 days. NOTE: CWF will look to

see how many days are remaining in the Benefit Period. If no
days remain, CWF will respond that no days remain, and a
Benefits Exhaust denial will be given.

« Patient status is 30.
« Value code 09 is coded with $1.00 in the amount field.

Common Working File (CWF) will assign the correct
coinsurance amount based off the CWF response).

Benefits Exhaust and Level of
Care Changed Within the Month
. FI$S Screen 1

A

Benefits Exhaust and Level of
Care Changed Within the Month

* FISS Screen 2

I oA R VIDIER, S99

How Do We Bill When Benefits
Exhaust With a Patient Discharge?

 Provider should bill through the date that
the patient discharged
— Type of bill should be a 211 or 214
— Days and charges are billed as covered, as if the
patient had days available
« Date of discharge is not counted as a day
— Coinsurance days

— Value code 09 or value code 11 with 1.00 in the
amount field

— Appropriate patient status code, other than 30

Benefits Exhaust With a Patient
Discharge
« We will now review how to submit

a benefits exhaust claim when a
patient discharges.




Claim Example #4

In this example the patient had already
exhausted benefits in a prior billing period
and then discharged to home on 12/15/06.
You will notice on screen 1 that the type of
bill is a 214.

Covered days are 14 because the date of
discharge is not counted as a utilized day.
The patient status is 0lsince the patient was
discharged to home.

The value code 09 is billed with an amount of
$1.00.

Benefits Exhaust With a Patient
Discharge

e Screen 1

AMOUNT

Benefits Exhaust With a Patient
Discharge

* Screen 2

NO PAYMENT BILLING
PER CR 4292

e During the next set of slides | will
explain how to bill “no payment
claims”, which must be submitted
after the patient’s level of care
changes, whether that be before or
after benefits are exhausted.

No-Payment Billing Requirements -
CR 4292

Per CR 4292, “no-payment bills” are
submitted in limited situations:

« After the LOC changes during the stay:

« Bill the last covered claim through the OCC 22
date, then

* Submit monthly “no-pay bills” through discharge if
denial is needed for another insurer

« Bill one “no-pay” claim from the day after LOC
change through discharge if denial not needed

— may span several months or years
« Split billing is required

What Needs to Be Billed on a SNF
No Payment Claim?

 Type of bill must be 210 (SNF no-payment
bill type)
» Statement from and through dates

» Non-covered days and charges, beginning
the day after active care ended

» Condition code 21
 Appropriate patient status code




Patient is Non-Skilled Provider
Needs Denial Notice

» We will now review how to submit
a No-Payment claim when the
provider needs to receive a denial
notice.

Claim Example #5

« This example demonstrates how to bill the monthly NO Pay
Claims when a patient has had a level of care change, but still
resides in a certified bed and the provider needs to receive a
denial notice.

« On Screen 1 you will notice that the type of bill is a“210"

* The days are in the non-covered field.

« The “statement from” date is 11/16/06, because active care
ended on 11/15/06.

« The statement through date should span through the end of the
month.

« The patient status is billed as a “30"because the resident is still
in Medicare certified bed,

« Condition Code (CC) 21is billed to get a “beneficiary-liable”
denial code.

* Monthly “no pay bills” would continue until the patient
discharges.

Monthly, Denial Notice Needed

* FISS Screenl

Monthly, Denial Notice Needed

* FISS Screen 2
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Patient is Non-Skilled and Provider
Doesn’t Need a Denial Notice
« We will now review how to submit

a No-Payment claim that spans
multiple months.

Claim Example #6

« This example demonstrates how to bill the “no-pay discharge
claim” when the provider does not need a monthly denial.

« This claim can span multiple months, as long as it does not
exceed the Medicare fiscal year end of 09/30.

« On Screen 1 you will notice that the type of bill is a 210

« The days are non-covered.

« The “statement from” date is 11/16/06, which is the date after
active care ended.

« The “statement through” date is the date that the patient
discharged from the facility.

« The patient status is “01” because the patient has discharged.
NOTE: The patient status cannot be “30” on a final discharge
claim.

« Condition code 21 ensures the appropriate “beneficiary liable”
denial.




Final Discharge Claim, Spanning
Multiple Months

* FISS Screen 1

Final Discharge Claim, Spanning
Multiple Months

* FISS Screen 2

HIC #5a

Resources

¢ CMS Internet-Only Manual System*
— www.cms.hhs.gov/manuals/cmsindex.asp

+ Medicare Claims Processing Manual (100-4) Chapter 1,
Section 50.2.1

+ Medicare Claims Processing Manual (100-4) Chapter 6,
Section 40.8 and 40.9

« Change Request 4292 (Transmittal 930, April
28, 2006, Effective 10/01/06)
— http://www.cms.hhs.gov/transmittals/downloads/R930CP.pdf

*To be updated with CR 4292 effective 10/01/06

Summary

» The effective date of CR 4292 is 10/01/06

» Covered claims must be submitted
monthly through discharge for residents
who exhaust their benefits

» No-pay claims are only submitted for
residents who remain in a certified bed
after a level of care change

Thank you

 This program is presented for
informational purposes only. The current
Medicare regulations will prevail.

Test Your Knowledge

The billing instructions in CR 4292 for * Benefits Exhaust and No-Payment Billing” are effective on 10/01/06.

B. FALSE
This is true. CR 4292 is effective on 10/01/06 (see slide #5)
CR 4292 states that benefits exhaust claims and level of care change bills are both no-payment bills and must
be billed on a *210" TOB.
A. TRUE
B. FALSE
This is false. Benefits exhaust claims are billed as paid claims (TOB 212, 213), while level of care change
claims are billed as no-payment claims (see slide #s 5 and 7.
Monthiy no-pay bils are not required after a level of care change unliess the provider needs a denial for
other insurer.
ATRUE
B. FALSE
This s true. Providers may submit monthly no- payment claims if they need a denial for another insurer,
but they are not required to do so (see slide #s 5 ar
Providers are required to file monthly benefits exhaust cla\ms even though no payment may be made.
A. TRUE

B. FALSE
T)ms is true. Providers must file a covered claim monthly after benefits are exhausted (see slide #s 4, 5 and
7).




Test Your Knowledge

When a patient exhausts benefits but still resides in a Medicare bed at a skilled level of care, the provider
would “split bill" the claim for that month.
A.TRUE
B. FALSE

This is false. When a patient exhausts benefits and remains at a skilled level of care, the provider must bill

acovered claim for the entire billing period and every month thereafter until discharge or until the level of
care changes (see slide

Attor the frst homelto exhavet siaim has processed, you may submit one claim when the patient

discharges

. TRUE

B. FALSE
This is false. When benefits exhaust, providers must submit a monthly covered claim until discharge or
until the level of care changes (see slide #s 5, 7 and 8).

Benefits Exhaust claims should be submitted on a covered bill type (211, 212, or 213).
A TRUE
B. FALSE
This is true. Benefits Exhaust claims must be submitted as a covered claim (see slide #8).

When aresident’s level of care changes during the month, the claim must be billed through the entire month,
with covered and non-covered charges on the claim
A.TRUE
B. FALSE
This is false. When a resident's level of care changes during the month, the provider must bill only
through the last covered day and then begin the no-payment claims the day after the level of care
changes (see slide # 23).

Test Your Knowledge

The reinforcement of this requirement will help track benefit periods as
well as allow providers to

collect from secondary payers or other insurers without having to wait
until the discharge claim is

submitted.
A. TRUE
B. FALSE
This is true. Following the requirements of CR 4292 allows CMS to
track benefit periods and it allows providers to collect from other
insurers (see slide #4).

Prior to this new requirement providers were not required to submit no-
pay bills.
A. TRUE
B. FALSE
This is false. Providers have always been required to submit no-pay
bills. CR 4292 simply clarifies when and how they must be submitted.




