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10- General Description of ESRD Paymenand Consolidated Billing

Requirements
(Rev. 2195, Issued: 022-11, Effective: 1601-11, Implementation: 1603-11)

See the Medicare Benefit Policy Manual, Chapter 11, for a general description of
coverage policies relating to the ESRD benefit.

ESRD benefits may be paid in several ways at several sites, either in a hospital setting, an
independent facility or dtome. Depending on the location or the type of dialysis

performed, rates may differ. ESRD facilities are paid at a composite rate and for
beneficiaries dialyzing at home benefits may be paid under a composite rate (Method 1)

or as a series of separatelildble services (Method Il). Home dialysis patients choose
between the two methods.

Renal dialysis facilities develop a unit charge for the range of services normally provided,
taking into account variations among patients (complicated and uncompbdaggtbns)

since it is the overall dialysis service that is covered. Any auxiliary service that cannot be
included in the single unit charge for dialysis services as an integral part of a maintenance
dialysis must be includable under another specific m@esprovision of the Medicare

law, or be denied. For example, the Medicare law excludes from coverage out of hospital
drugs except when specified conditions are n
involvement. Furthermore, when the conditions are metiihg and injection charges

must be billed to the carrier by the physician. Medicare benefits are secondary, during a
coordination period, to benefits payable under a Group Health Plan (GHP) in the case of
individuals entitled to benefits on the basis 8FD. See the Medicare Secondary Payer
(MSP) Manual, Chapter 2, for further information on the coordination period and when
Medicare would pay secondary to GHP insurance.

Effective January 1, 2011 Section 153b of the Medicare Improvements for Patients and

Providers Act (MIPPPA) requires the implementation of an ESRD bundled prospective

payment system (ESRD PPS). The ESRD PPS provides a single payment to ESRD

facilities that will cover all of the resources used in furnishing an outpatient dialysis

treatmen including supplies and equipment used to administer dialysis (in the ESRD
facility or at a patientds home), drugs, bi o
services.

All ESRD related services and supplies are paid to the ESRD facilitygtitbe ESRD
prospective payment system. Other entities providing ESRD related services, including
laboratories, suppliers and physicians billing for ESRD related drugs must look to the
ESRD facility for payment. Consolidated Billing edits established thi¢

implementation of the ESRD prospective payment system will deny or reject claims to
other providers and suppliers billing for ESRD related labs, drugs and supplies.

Information related to the lab tests, drugs and supplies subject to the ESRDdztedoli
billing requirement can be found at the following website:
http://www.cms.gov/ESRDPayment/50 Consolidated Billing.asp#TopOfPHge list



http://www.cms.gov/ESRDPayment/50_Consolidated_Billing.asp#TopOfPage

of items and services sjlot to consolidated billing may be updated as often as quarterly
in January, April, July and October of each year.

10.1- General Description of ESRD Facility Composite Rates
(Rev. 1, 1601-03)
PRM-1-2702, A33166,RDF-245, RDF245.2

The composite rateayment system is a prospective, incentive system for the payment of
outpatient maintenance dialysis services to Medicare beneficiaries. All maintenance
dialysis treatments furnished to Medicare beneficiaries in an approved end stage renal
disease (ESRD}tIility are covered by this system. The composite rate system also is
used to determine payment for home dialysis services for beneficiaries who select
Method | for home dialysis payments. S&®for a description of Méiod | and Method

[l for home dialysis.

There are two base composite rates: one for hospsed ESRD facilities and a separate

lower rate for independent facilities. Each of these base rates is composed of a labor and

a nonlabor portion. Todetermindaa ci | i t ydos actual payment r at e
appropriate base rate is first adjusted by an area wage index and then added to the

nonlabor portion. (Se&30for the base composite payment rate.)

Thefacl i t yds composite rate i s a cfactitgr ehensi ve
dialysis, hemofiltration, and home dialysis

services, and certain laboratory services and drugs that are separately billable. This

payment is subject to the normal Part B deductible and coinsurance requirements and it

must be accepted as payment in full for all items and services covered by the composite

rate. The programdbs portion of t hayispayment a
|l iabl e are both based on the composite rate,

Under the composite rate payment system, the
the necessary dialysis services, equipment, and supplies. (Bemeidialyzing at home

may elect to be excluded from the composite rate payment system and deal directly with

a supplier peg90) If the facility fails to furnish (either directly or under arrangements)

any part of the @ms and services covered under the rate, then the facility cannot be paid

any amount for the part of the items and services that it furnishes. Therefore, if the

intermediary (FI) determines that the facility has not furnished all of the items and

servicesovered under the composite rate, the FI does not reimburse the facility any

amount for the incomplete dialysis treatments.

Services that are considered included in the composite rate are described in the Medicare
Benefit Policy Manual, Chapter 11.

10.2- Uncompleted Treatments
(Rev. 1, 1601-03)
PRM-1-2702.1



If a dialysis treatment is started, i.e., a patient is connected to the machine and a dialyzer

and blood lines are used, but the treatment is not completed for some unforeseen, but

valid reason, e.ga medical emergency when the patient must be rushed to an emergency

room, the facility is paid based on the full composite rate. This is a rare occurrence and

must be fully documented to the FIG&s satisfa

10.3- No-Shows
(Rev. 1, 1601-03)
PRM-1-2702.1

If a facility sets up in preparation for a dialysis treatment, but the treatment is never

started, e.g., the patient never arrives, no payment is made. In this case, no service has

been furnished to a Medicare beneficiary even though staff timsugpiies may have

been used. Furthermore, the facility may not
insurance for these services. This is because the program is already paying the cost of

predi al ysis services t hr ou @dieratd ka seftisgehatl i t yds p
rate, CMS has included the salaries of facility personnel and the cost of supplies used for
furnishing predialysis services.

Therefore, these costs (e.g., salaries for staff time, overhead, supply costs) are included in
thefaai | ityds costs and reported on its cost r e
costs used to set future reimbursement rates under the composite rate system for ESRD

facilities. However, these costs may not be used as the basis for a facilityastraq

reimbursement exception to its composite rate, nor may they be reimbursed as Medicare

bad debts.

10.4- Deductible and Coinsurance
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)

The beneficiary is responsible for amymet deductible and for coinsurance. For renal
dialysis services furnished in independent ESRD facilities or in hoggissld providers

of services, in the current basic casix composite rate payment system the coinsurance

is based on the compositegand other payment rates for services paid in addition to the
composite rate. Effective January 1, 2011, if the ESRD facility chooses to be reimbursed
a blended payment rate during the transition (discussed in section 20.1 of this manual),
the beneficiay pays ceinsurance on the final blended payment amount. If the ESRD
facility elects to be reimbursed 100 percent by the ESRD PPS then the beneficiary pays
co-insurance on the ESRD PPS base rate and all applicable adjustments.

10.5- Hospital Services
(Rev. 1041, Issued: 025-06; Effective: 0201-07; Implementation: 01-02-07)

Outpatient dialysis services for a patient with acute kidney failure or chronic kidney
failure but not eligible for Medicare under the ESRD provisions at the time services are
rendered must be billed by the hospital and cannot be billed by a Medicare certified renal
dialysis facility on bill type 72x.



Hospitals with a Medicare certified renal dialysis facility should have outpatient ESRD
related services billed by the hospitalsed renal dialysis facility on bill type 72x.

Hospitals that do not have a Medicare certified renal dialysis facility may bill for
outpatient emergency or unscheduled dialysis services. The composite rate is not paid.
For more information regarding tloaitpatient hospital billing policy for ESRD related
services, see chapter 4 section 210 of this manual.

When an individual is furnished outpatient hospital services and is thereafter admitted as
an inpatient of the same hospital due to renal falwighin 24 hours for non PPS

hospitals and within 72 hours for PPS hospiale outpatient hospital services

furnished are treated as inpatient services unless the patient does not have Part A
coverage. Charges are reported on Form aMIS). The day on kich the patient is

formally admitted as an inpatient is counted as the first inpatient day. The composite rate
is not paid.

10.6- Amount of Payment
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)

Af ter t he bt8deddctible is met, I8 gay 30 percent of the facility

composite payment rate for eacHatility outpatient maintenance dialysis treatment and

80 percent of this same amount for all home dialysis patients who elect to have their

dialysis care reimbged under Method I. (See the Medicare Benefit Policy Manual,

Chapter 11). Effective for dates of service beginning January 1, 2011, after the
beneficiarydéds Part B deductible is met, the
and all applicable adjtments (or the blended payment amount if the facility chooses to

transition), for each outpatient maintenance dialysis treatment furnished to the ESRD
beneficiary in the ESRD facility or at the b

10.7- ESRD Services Not Provided Withinthe United States
(Rev. 1, 1601-03)
RDF-221

Services (except for certain inpatient hospital services and related physicians and
ambulance services in specified situations) that are not provided within the United States
are not covered. United States unmbs the 50 States, the District of Columbia, the
Commonwealth of Puerto Rico, the Virgin Islands, Guam, and American Samoa. See
Chapter 1 for additional information concerning specified situations that may be covered,
billing and payment procedures amgigdiction for payment.

10.8- Transportation Services
(Rev. 1, 1601-03)
RDF-207.4

In general, transportation services to obtain ESRD services are not covered. However, see
the Medicare Benefit Policy Manual, Chapter 10, for coverage of ambulanceesexvi



renal dialysis facilities located on hospital premises and for coverage of ambulance
services to nonhospital based dialysis facilities. Billing and payment instructions are
provided in Chapter 15 of this manual.

10.97 Dialysis Provider Number Seres
(Rev. 771, Issued: 1-02-05, Effective: 0203-06, Implementation: 0:03-06)

There are multiple facilities that provide dialysis services to ESRD beneficiaries. To
ensure that provider data is correct, facilities are required to use a Provider Noaisdxbr
on facility type issued by CMS.

The Provider Number Series for Dialysis Providers are as follows (for CMS use only,
effective May 23, 2007, providers are required to submit only their National Provider
Identifier (NPI1). The dialysis provider numisewill be mapped to the NPI):

23002499 Chronic Renal Dialysis Facilities (HospitaBased)

25002899 Noni Hospital Renal Facilities

29002999 Independent Special Purpose Renal Dialysis Facility

33003399 Chil drendéds Hospitals (Excluded from PF
35003699 Renal Disease Treatment Centers (Hospital Satellites)

37003799 Hospital Based Special Purpose Renal Dialysis Facilities

All facilities should use their appropriately assigned provider numbers on the 72x type of
bill. In the event that a facility changes fromeatype to another, the provider number
must reflect the facilitybés present provider

20 - Definitions Related to Calculating the Composite Rate and the

ESRD Prospective Payment System Rate
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 01-03-11)

See Chapter 11 of the Medicare Benefit Policy Manual for definitions relating to ESRD
and the composite rate.

20.17 Calculation of the Basic CaséMix Adjusted Composite Rateand

the ESRD Prospective Payment System Rate
(Rev.2347, Issud: 11-18-11, Effective: 0101-12, Implementation: 0103-12)

A case mix methodology adjusts the composite payment rate based on a limited number
of patient characteristics. Variables for which adjustments will be applied to each
facil ity s inadudenagepbedy sueface aneb @BSA), and low body mass index
(BMI). These variables are determined in the ESRD PRICER to calculate the final
composite rate (including all other adjustments).



The following table contains claim data required to calcwddteal ESRD composite rate
and the ESRD PPS rate:

UB-04 Claim Items ASC X12N 837i

Through Date 2300 | DTPRsegment | 434 qualifie
Date of Birth 201BA | DMGO02

Condition Code (73 or 74) 2300 | Hisegment BG qualifier

Value Codes (A8 and A9) /
Amount 2300 | Hisegment BE qualifier

Revenue Code (0821, 0831, 0841,
0851, 0880, or 0881) 2400 | SV201

For claims with dates of service on or after January 1, 2011, Medicare systems must pass
the line item date of service dialysis revenue code lines tigeonset of dialysis
adjustment is applicable to one or more of the dialysis sessions reported on the claim.

Line Item Date of Service for
Revenue Code (0821, 0831, 0841,
0851 2400 | DTP Segment | D8 qualifi¢

In addition to the above claim data, tldldwing payer only codes are required on claims
with dates of service on or after January 1, 2011 to calculate the final ESRD PPS rate:

Payer Only Condition Codes (MA,
MB, MC, MD, ME, MF) 2300 | Hisegment BG qualifier

Payer Only Value Code (79) 2300| HI segment BE qualifier

Note: These payer only codes above are assigned by the Medicare standard systems and
are not submitted on the claim by the provider. Payer only condition codes are only
applicable when the appropriate corresponding diagroasle(s) appears on the claim.

See information below in this section onmorbidy diagnostic categories. The payer
only value code 79 represents the dollar amount for services applicable for the calculation
in determining an outlier payment.

The following provider data must also be passed to the ESRD PRICER to make provider
specific calculations that determine the final ESRD rate:



Field Format
Actual Geographic Location MSA X(4)
Actual Geographic Location CBSA X(5)
Special Wage Index 9(2)V9(4)
Provider Type X(2)
Special Payment Indicator X(1)

In addition to the above provider data, the following is required to calculate the final
ESRD PPS rate effective January 1, 2011

Blended Payment Indicator X(1)

Low-Volume Indicator X (1)

Effective &nuary 1, 2012 the following is required to calculate the Quality Incentive
Program adjustment for ESRD facilities:

Quality Indicator Field X(1)

ESRD facilities may elect to be reimbursed 100 percent by ESRD PPS no later than
November 1, 2010. Facilgs that do not elect to be reimbursed 100 percent by the ESRD
PPS will be reimbursed by a blended payment rate which is composed of the current
basic casenix adjusted composite rate payment system and the new ESRD PPS.

Blended payment schedule:

Calendaryear 2011 75 percent of the old payment methodology and 25 percent of new
ESRD PPS payment

Calendar year 201250 percent of the old payment methodology and 50 percent of the
new ESRD PPS payment

Calendar year 2011325 percent of the old payment rhetlology and 75 percent of the
new ESRD PPS payment

Calendar year 2014100 percent of the ESRD PPS payment

Based on the claim and provider data shown above, the ESRD PRICER makes
adjustments to the facility specific base rate to determine the fingdasita payment



rate. The following factors are used to adjust and make calculations to the final payment
rate:

Provider Type | Drug addon Budget Neutrality Factor

Patient Age Patient Height Patient Weight

Patient BSA Patient BMI BSA factor

BMI factor Condition Code 73 adjustmen Condition Code 74 adjustment
(if applicable) (if applicable)

In addition to the above adjustments, the following adjustments may be applicable to the
ESRD PPS base rate fadult patient claims with dates of service on or afi@nuary 1,
2011:

Onset of Patient Cemorbidities Low-Volume ESRD Facility
Dialysis

Onset of Dialysis:

Providers will receive an adjustment to the ESRD PPS base rate for patients within the

first 4 months of dialysis treatment. The provider doeseymirt anything on the claim

for this adjustment. The adjustment is determined by the start date of dialysis in the

Common Working File as reported on the patie
dialysis adjustment is provided, the claim is not entitted temorbidity adjustment or a

training addon adjustment.

Co-morbidity Adjustment Categories

The ESRD PPS will provide adjustments for 6 categories-ofi@didity conditions.
Three categories of chronic conditions and 3 categories of acute coswditidhe event
that more than one of the cemorbidity categories is present on the claim, the claim
will be adjusted for the highest paying cemorbidity category.

Acute Co-morbidity Diagnostic Categories:

The acute canorbidity categories will be eligle for a payment for the first month

reported and the following 3 consecutive months. Acutmadidity conditions

reported for more than 4 consecutive months will not receive additional payment. In the
event that the cenorbidity condition was resoldeand later reoccurred, the provider may
submit a condition code to indicate the diagnosis is a reoccurrence. The adjustment will
be applicable for an additional 4 months.

Acute Categories are:



¢ Gastrointestinal tract bleeding
e Bacterial pneumonia
e Pericaditis

Chronic Co-morbidity Diagnostic Categories:

When chronic canorbidity codes are reported on the claim an adjustment may be made
for as long as the chronic condition remains applicable to the patient care provided and is
reported on the claim.

Chronic Categories are:

e Hereditary hemolytic or sickle cell anemia
¢ Monoclonal gammopathy
¢ Myelodysplastic syndrome

Information related to the comorbid conditions eligible for adjustment can be found at the
following website:
http://www.cms.gov/ESRDPayment/40_Comorbidity Conditions.asp#TopOfPadas

list may be updated as often as quarterly in January, April, July and October of each year.

Low-Volume Facilities:

ESRD facilities will receive an adjustment to their ESRD PPS base rate when the facility
furnished less than 4,000 treatments in each of the three cost report years preceding the
payment year and has not open, closed, or received a new provider numtoea due
change in ownership during the 3 years preceding the payment year. The ESRD facility
must notify their Medicare Contractor if they believe they are eligible for thevtdwme
adjustment. Contractors must validate the eligibility and update th&pr®pecific file.
Pediatric patient claims are not eligible for the fe@lume adjustment.

Medi care contractors are instructed to valid
volume adjustment. If a Medicare contractor determines that an ESRyfhas

received the low volume adjustment in error, the contractor is required to adjust all of

the ESRD facilitybés affected claims to remov

the error.

In addition to the above adjustments, the following adjastsimay be applicable to the
ESRD PPS base rate fadult and pediatric patient claims with dates of service on or
after January 1, 2011:

Training Adjustment. The ESRD PPS provides a training amdof $33.44 adjusted by
the geographic area wage indbattaccounts for an hour of nursing time for training
treatments. The adoh applies to both PD and HD training treatments


http://www.cms.gov/ESRDPayment/40_Comorbidity_Conditions.asp#TopOfPage

ESRD PPS Outlier Payments:

Outlier payments may be applied to the payment. ESRD outlier services are the
following items and seices that are included in the ESRD PPS bundle: (1) ESRD
related drugs and biologicals that were or would have been prior to January 1, 2011,
separately billable under Medicare Part B; (2) ESRIted laboratory tests that were or
would have been, priootJanuary 1, 2011 separately billable under Part B; (3)
medical/surgical supplies, including syringes, used to administer E8R{2d drugs that
were or would have been prior to January 1, 2011, separately billable under Medicare
Part B; and (4) renal dissis service drugs that were or would have been, prior to January
1, 2011 covered under Medicare Part D. ESRIated oral only drugs are delayed until
January 1, 2014. Services not included in the PPS that remain separately payable are not
considered wtlier services.

When the ESRD PRICER returns an outlier payment, the standard systems shall display
the total applicable outlier payment on the claim with value code 17.

Information related to the outlier services eligible for adjustment can be fotmel at
following website:
http://www.cms.gov/ESRDPayment/30_Outlier_Services.asp#TopOfffagelist may

be updated as often as quarterly in January, April, July and Ocbbach year.

20.1.17 Calculation for Double Amputee Dialysis Patients
(Rev. 1389; Issued: 1-B7-07; Effective: 0201-08; Implementation: 01-07-08)

For dialysis treatments on or after January 1, 2006, we are revising the reporting
requirements foralue codes A8 and A9 for double amputee dialysis patients.

Weight should be calculated based onamgutation weight using the following
formula: Preamputation weight = Actual weight x 1.15

Example: Current weight for double amputee patient = 7.5 k
Pre Amputation weight = 75.5 x 1.15 = 89Kkg.

The results should be reported under value code A8.

Height should be reported under value code A9 asupngutation height. Where feasible
this measurement may be obtained from Form 2728.

30- Determination and Publication of Composite Rate
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)

30.1- Publication of Composite Rates
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)


http://www.cms.gov/ESRDPayment/30_Outlier_Services.asp#TopOfPage

The composite rate re@tlons require CMS to publisfomposite payment rates in a
AFeder al R ewtpen EMSRimcarporatestnewccest data or wage index. These
rates are updated using new program data or revising the payment methodology. Each
base rate consists of a labarfon and a nonlabor portion for both hospital and

independent renal facilities. When the composite payment rates are updated, a listing of
the new composite payment rates is published. These rates are updated and published as
needed and are used whenisg a composite payment rate to a new facdityn

existing facility.

The CMS notifies FIs when new composite payment rates are issued. An Fl, before the
effective date of new composite payment rates, is responsible for notifying each ESRD
facility of its composite payment rate in writing. At the same time, the FI sends a copy of
the notification to CMS Central Office at the following address:

Centers for Medicare & Medicaid Services
Center for Medicare Management
Chronic Care Policy Group

Room: C505-27

7500 Security Boulevard

Baltimore, MD 212441850

The FI must notify the facility of its payme
the @mposite cap of $159.p8o0es not change. Published composite payment rates stay

in effect until CMSannounces new payment rates. The issuing of new payment rates

includes an effective date for these rates, and the procedures for determining an
individual facilityds payment rates are in t
(PRM), Part I, 82706.1.

This provision will no longer be applicable for ESRD facilities electing to be reimbursed
100% of the PPS rate on or after January 1, 2011 and for all ESRD facilities on or after
January 1, 2014.

30.2- Determining Individual Facility Composite Rate
(Rev.1648, Issued: 1212-08, Effective: 0101-09, Implementation: 0:05-09)

To determine a facilityds composite payment

A. Determine Whether Facility Is Classified as HospitaBased or Independent
Facility

To receive theigher hospital composite payment rate, a facility must be approved by an
RO as hospitabased. The RO approves a facility as hosfiteled, if it determines that

the requirements are met. If these requirements are met, the RO assigns a hospital or
hosptal-based satellite identification number. If the RO determines that the requirements
are not met, it may approve the facility as independent and assign an identification
number in the 2000 series. Intermediaries and facilities may assume that existing



classifications are proper unless they are changed under the usual annual survey or, at
some other time, at the special request of the facility or CMS.

If any ESRD facility is under the Initial Method (IM), add the IM aatdamount to the

labor portionot he base composite payment rate befor
index in calculating the facilityds composit
the IM.)

Effective January 1, 2009, section 153 of the Medicare Improvements for Patients and
Providers Act of 2008 (MIPPA) amended section 1881(b)(12) of the Act to require that
hospitatbased dialysis facilities are paid the same composite payment rate as
independent dialysis facilities.

B.Determine Facilityds Wage | ndex
1. General
EffectiveJauary 1, 2009, each ESRD facilitybs com

the wage index for the Coigased Statistical Area (CBSA) in which the facility is

located. Each facility is classified as either urban or rural. Urban facilities use the wage
index for the CBSA in which the facility is located and rural facilities use the rural wage
index. The ESRD composite payment rate system utilizes a variation of the inpatient
hospital PPS wage index that is without regard to geographic reclassificalitimars
unadjusted for occupational mix.

2. Application of Wage Index to HospitatBased Satellite

In some instances, a facility, which is assigned a hodpatsed satellite identification

number, is located in a different geographical area than threhrogpital complex. As a

result of its location, the satellite facility is assigned a wage index that is different from

the wage index assigned to the hospital. For example, the hospital is classified as urban

and uses the wage index for the CBSA inchihthe facility is located, while the hospital

based satellite is classified as rural and uses the rural wage index for that State. The wage
index applicable to the hospital also applies to the satellite if the actual wage scales are

identical in both théospital and satellite facility. The provider must furnish auditable

financial data to the FI who demonstrates that the wage scales are identical; e.g., the

wages and benefits paid to the employees of the satellite are identical to the wages and
benefitspai d to the employees of the hospital
documentation to verify that the wage index for the hospital is also appropriate for the
satellite facility, and then submits the not
the wage scales are not identical, the wage
geographical location.

C. ESRD Composite Payment Rates

See the Medicare Benefit Policy Manual (Pub.-0@0chapter 11, section 30.5).



Future updates will be issued viadrRering Update Notifications.

30.3- Transition Period
(Rev. 1, 1601-03)
PRM-1-2705

At the time that the composite payment rates were established, the wage index was
modified on a transition period basis pending possible development of an alternative
wage index based on ESREpecific salary data. This action was taken because of
concern over whether the current wage index is completely valid for ESRD outpatient
facilities. Since there is no specific ESRD wage index, the transition continues as
follows:

There is a wage index floor of .9; that is, during the transition period, no composite rate is
computed with a wage index of less than .9.

30.4- Record-Keeping and Reporting Requirements Under Composite

Rate System
(Rev. 1, 1601-03)
PRM-1-2717

Each appoved ESRD facility must keep adequate records and submit theapptSved

cost report. Independent facilities are required to submit a completed Forr2&mMB
accordance with CMS Pub. 416 Chapter 9. Hospitabased facilities are required to
completeForm CMS2552, the hospital cost report, in accordance with CMS Pub. 15
Failure to submit a timely cost report could result in suspending composite rate payments
or revocation of the facilityds approval

Except as notedhe Medicare reasonable cost principles apply in the determination and
reporting of the allowable cost incurred by a facility in furnishing outpatient dialysis
treatments (iffacility and home).

Reasonable costs under the composite rate do not include:

e Return on equity capital for proprietary providers;

e Reimbursement of organ procurement agencies (OPAs) and histocompatibility
laboratories; and

e The cost of providing paid aides for home dialysis patients.

30.5- Facility Preparation and Intermediary Review of Cost Reports
(Rev. 1, 1601-03)
PRM-1-2728

ESRD facilities use Form CM365 cost report for independent facilities. Form CMS
2552, Supplemental Worksheets |, is used for hosb#aéd renal facilities.



A - Guidelines for Intermediaries in Processgst Reports

It is necessary for the Fl to perform a limited review of the cost reports prior to submittal
to CMS, focusing on the accuracy and completion of the cost reporting forms. Accurate
cost data is required since it is used to establish a corrgaat@enal cost database. The
compiled renal cost data is utilized for accumulation of data for overall program
evaluation, review of exception requests to the composite rate and for the determination
of future composite rates. The FI:

1. Reviews all thenformation submitted, according to cost reporting instructions
contained in CMS Pub. 1%, for Form CMS2552 and Form CM&65 to
ensure that all the applicable items have been properly completed. Annotates
those items not applicable. Completes all ayglie cost reporting forms.

2. Determines that the facilities have utilized the Medicare principles of
reimbursement to ensure that only reasonable and allowable costs for
furnishing covered services to Medicare beneficiaries are reimbursed. (See
PRM 8278 for exceptions to Medicare ESRD costs.)

3. Verifies that the cost for the varying modality of treatments, i.e., peritoneal,
hemodialysis, etc., listed on one schedule is also listed on the corresponding
schedule on the appropriate lines. ESRD facildiesto report hemofiltration
cost and treatment data under the hemodialysis modality.

4. Performs a clerical review by crefmsting and footing cost item columns.

The following procedures outline the type of data that must accompany the appropriate
cod reporting forms submitted to CMS for each ESRD facility.

B - Cost Reports

For cost reporting periods beginning on or after October 1, 1987, the ESRD facility cost
reports are electronically transmitted to CMS. The hospaakd facilities utilize the

Hospital Cost Report Information System (HCRIS) and the independent facilities use the
Independent Renal Dialysis Information System (IRDIS). In both HCRIS and IRDIS,
edits are included for both accuracy and timeliness under the Contractor Performance
Evaluation (CPE). This is a continuation of the CPE review previously performed by
CMS.

Hospital-Based ESRD Facilities A hospital must submit the following worksheets
from the cost report Form CM&552: Supplemental WorksheetbSI-2 (Parts | and I1),
[-3, and 4.

The cost of the approved drug epoetin (EPO) furnished to ESRD patients must be listed
on Supplemental WorksheeR] Parts | and Il, line 31. Do not transfer the total cost of



furnishing EPO on these supplemental worksheets to Supplementadwerk3,
column 2.

Independent ESRD Facilitiess An independent facility must submit the entire cost
report Form CM&65. The facility must continue to submit a copy of its audited
financial statement (if available) or unaudited for the accountinggpasspecified to its
servicing Fl.

The cost of the approved drug epoetin (EPO) furnished to ESRD patients must be listed
on Schedule A, line 25 and Schedules B arid Bne 18. Do not transfer the total cost of
furnishing EPO on these schedules to Wheet C, column 2.

C - Submission of Cost Reports

An ESRD facility must submit an annual cost report (Form €M5) or Supplemental
Worksheets (Form CM8552, Worksheets1, 2, and 3) and other worksheets as stated.

Cost reports are due on or before It day of the third month following the close of the
period covered by the report. Any ESRD facility failing to submit the cost reporting form
to the FI within the specified time periods is subject to a suspension of its Medicare
reimbursement.

All FIs must submit the unaudited cost report for each renal dialysis facility to CMS after

compl etion of the FI®&s review. The independe
unaudited, unless CMS requests an audit of the cost report to substantiate b fat y 0 s

exception request. The unaudited cost report for each individual ESRD facility must be
provided to CMS within 180 days of the facil
receipt, whichever is later.

In order for CMS to maintain accurate coatalin the renal dialysis cost system, the Fl

after completion of final settlement (Notice of Provider Reimbursement has been issued),
submits a copy of the finalized hospitesed cost report with all adjustments. This
submission must be sent to CMS witl30 days after issuance of the Notice of Final
Settlement. If the final settlement is made with no changes to the unaudited cost report
for the renal dialysis department (as previously sent to CMS), the FI must notify CMS
that there are no changes. Supsnt submissions are required each time a settled cost
report is reopened and the renal dialysis costs are adjusted. These submissions are due
within 30 days after the date of each final settlement.

The ESRD facility must submit Forms CMS$S5 and CM&5%2, Supplemental
Worksheets Is to its FI which, in turn, must review and electronically transmit the cost
reporting forms to CMS.

Incomplete cost reporting forms are returned to the FI for transmittal to the facility for
completion.



30.6- Issuance of Noice of Program Reimbursement
(Rev. 1, 1601-03)
PRM-1-2719

Upon completion of the desk review and/ or

Fl issues a notice of program reimbursement (NPR). The NPR is prepared using the
guidelines in 82906 (PRM.,a@? 1). An NPR issued for an ESRD facility must include
reimbursement for bad debts. All adjustments made by the FI need to be explained in the
NPR. The provider appeal rights are explained in the NPR. In addition, to protect the
facil i tyo snder Sybead R, arr NPR is isssee@n though the provider is not
claiming reimbursement, dhe FI has not changed the requested amount.

A separate NPR need not be issued for a hodpatseéd ESRD facility. Instead, the
facilityo6s ac twithvihe btheer®spitalraetivitiesoomd singleNPR.

40 - Processing Requests for Composite Rate Exceptions
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)

Section 153b of the MIPPA creates an ESRD PPS in lieu of the chagistasemix
composite rate payment system therefore exceptions currently in place no longer apply.
No further exception windows will be open effective for ESRD treatments furnished on
or after January 1, 2011. For ESRD facilities that have existiogpéons and choose to
receive payment under the transition period (discussed in section 20.1 of this
manual),those existing exceptions will be recognized for the purpose of the current basic
casemix composite payment rate system portion of the blendgahgat during the

transition. Specifically, existing exception amounts will terminate effective January 1,
2014.

40.171 General Instructions for Processing Exceptions Under the

Composite Rate Reimbursement System
(Rev. 781, Issued: 1:26-05, Effective: 0201-06, Implementation: 0:17-06)

A hospitatbased or independent renal dialysis facility may request CMS to approve an
exception to the composite payment rate and set a higher payment rate, if the facility has
an estimated allowable cost per treatmeghér than its composite rate, and if the higher
costs relate to the exception criteria referenced below. The costs in excess of the
composite rate must be attributable to items and services provided to Medicare patients
for maintenance dialysis, whethermished at home or in a hospitssed or

i ndependent facility. Al'l of the facil.i
maintenance dialysis (exclusive of sdiélysis training costs), for both-flacility and

home dialysis patients are cadered in an exception request for any mode of dialysis.

t

For exampl e, if the facilityds peritoneal

rate payment, no exception is granted if
exceed its t@tl maintenance dialysis costs. In considering exception requests for self
dialysis training, only the costs relating to sdikilysis training are considered.

t
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Section 623(b)(1)(D) of the Medicare Prescription Drug, Improvement, and

Modernization Act of 803, Pub. L. 10873 providenly for the submission of new

pediatric facility exception requests in the case of a pediatric facilitylithatothave an
approved exception rate as of October 1, 200
f ac i | meanyadena facility with at least 50 percent of whose patients are individuals

under 18 years of age.

A pediatric ESRD facility can file an exception request at any time it is in operation for at

least 12 consecutive months. The facility must subs\ESRD exception request in

duplicate to its servicing intermediary. Upon completion of its review, the servicing
intermediary can either deny the facilityds
denial letter to CMS, or the intermediary furniskee e copy of the facilit
together with its recommendation and original workpapers to CMS for adjudication.

Upon adjudicating the documentation submitted by the facility and the intermediary,

CMS will send its decision letter to the servicingenmbediary, which will notify the

facility of CMSdéds decision.

An exception request is deemed approved unless CMS disapproves a composite rate

exception request within 60 working days after it is filed with the intermediary. To meet

the 60 working days ddéne required by law, the first day for counting is the date that

the exception request is filed with all required documentation with the intermediary.

Facilities are advised to send their requests by a method which documents the date of
receiptduringh e i nter medi aryds regular business holt

Delivery of pediatric exception requests to intermediarmastbe accomplished through
a method which documents the date of receipt. A postmark or other similar date does not
serve as documentation of the ddteezeipt.

40.2- Criteria for Approval of ESRD Exception Requests
(Rev. 781, Issued: 1:26-05, Effective: 0201-06, Implementation: 0:17-06)

The pediatric ESRD facility must demonstrate, by convincing objective evidence, that its
total per treatment &ts are reasonable and allowable under the relevant Medicare cost
reimbursement principles and that its per treatment costs in excess of its payment rate are
directly attributable to any of the following criteria:

A. Pediatric patient mix, as specifiadsection 40.7, and
B. Seltdialysis training costs in pediatric facilities, as specified in 40.8.

40.3- Procedures for Requesting Exceptions to ESRD Payment Rates
(Rev. 781, Issued: 1:A6-05, Effective: 0201-06, Implementation: 0:17-06)

The pediatc ESRD facility is responsible for justifying and demonstrating to CMS's
satisfaction that the requirements of this section and the exception criteria listed in this
chapter are met in full. The burden of proof is on the facility to show that one oofore



the criteria are met and that the facilityds
justifiable under the Medicare reasonable cost principles.

A. A pediatric facility filing a request for an exception must meet the following

conditions:

1. Submittal of written justification.

The pediatric facility must provide written

higher cost. The fact that the facility projects costs higher than its composite payment
rate is not adequate documentationg@nting an exception. The facility must provide
CMS with supporting material documenting the reasons that may justify its costs in
excess of its composite payment rate(s).

2. Amount requested.

The pediatric facility must list its current composite ipayt rates and the requested
composite payment rate for each modality of treatment, i.e., outpatient maintenance
(including the home program) and home training. The amount requested must be
identified by specific cost component(s), for example, salaigglies, overhead, and
laboratory with a cross reference to the narrative explanation and the work papers
supporting the exception request.

3. Cost per treatment.

A pediatric renal facility must submit a schedule showing the cost per treatment (CPT)

for each component cost by mode of dialysis treatment. The cost components (i.e.,

salaries, supplies, depreciation) are those reported by a facility on its cost report. The

CPT for each component cost must reconcile with reported costs. In additiaiitya fac

must submit a schedule combining total outpatient and home maintenance dialysis costs,

since the composite rate system is based on a single payment for all outpatient

maintenance dialysis treatments (infacility and home). This schedule combines the
facilityds infacility outpatient maintenance
and computes a CPT for these combined costs. This schedule is required for both actual

and budgeted costs.

4. Budget estimate.

A pediatric facility must subma projected budget estimate and utilization trend through
the period for which the exception rate is to apply, showing that its allowable CPT is
higher than its composite rate, and that the costs in excess of the composite rate are
attributable to factoreelated to one of the below stated exception criteria. Any

significant variance between budgeted treatments and actual treatments furnished in the
prior year must be addressed in the supporting documentation. The documentation to
support the projected dget estimate must be submitted in the following format:



e Appropriate completed cost reporting schedules; i.e., Workshéet and 3 of
Form CMS2552 (hospitabased facilities) or Form CM365 (independent
facilities) full cost report listing the pregted budget costs; and

¢ Documentation supporting any significant increases in budgeted costs over actual
costs reported for prior reporting period.

5. Reporting actual costs and cost reporting requirements.

A pediatric renal facility must submit a gppf its most recently filed cost report. When
the facility submits a revised cost report, it must have received prior intermediary
approval to change its cost allocation methodology in accordance with cost reporting
instructions contained in CMS Pub.-lI5 No intermediary approval is needed if the
facility is changing to the recommended statistics, as described in the cost report
instructions. However, the facility must submit a copy of the revised cost report to its
intermediary who must accept itn &ddition, the facility must state that it has auditable
documentation to support its statistical basis for the reallocation and must explain the
reason for any shifting of costs. If the revised cost allocation is for the purpose of
shifting costs to meehe exception criterion or in less costs being allocated to inpatient
treatments than outpatient treatments, CMS disregards the revised cost report and uses
the latest actual cost report received by the intermediary.

The facility must submit the followg cost reports:

A - Provider-based facilitie® The provi der must submit the pr
cost report Form CM2552 and Worksheetsl|, 2, and 3 (with the attached analysis of

other expenses in the renal department as shown on Worksheet4y, &nd line 59,

column 2). A provider may not revise Worksheet | merely to reflect a more favorable

historic financial position when filing an exception request.

B - Independent facilitiesd The independent facilities must submit the full cost report
FormCMS2 65 and a copy of the facilityds audite
unaudited for the accounting period specified on the cost report. An independent facility

may not revise the Form CM&5 merely to reflect a more favorable historic ficiah

position when filing an exception request.

6. Laboratory.

The facility must submit a list of the laboratory tests used routinely in the dialysis
procedure. Laboratory tests are defined in:

e 85017 of the Coverage Issues Manual for hosgteed dcilities; and
e 8207.1 of the Renal Dialysis Facility Manual for independent facilities.

7. Drugs/Medications.



The facility must submit a list of the drugs/medications covered under the composite rate
(see §82710.2) that the facility furnishes to itsyla patients.

8. Routine ancillary cost.

Routine items include laboratory, oxygen therapy, drugs/medications and supplies, and
services which are commonly furnished as part of a typical dialysis service. These costs

are reimbursed through the faciitys di al ysi s composite payment
billed separately. Also included are procedures such as the hemodialysis flow study and
Doppler flow study when such procedures are used to monitor the access site.

9. Nonroutine ancillary cost.

The fadlity must exclude nonroutine items and services from its allowable cost because

they are not considered part of the dialysis service costs that are used in computing its
composite payment rate. Additional ancillary items and services that are notlyoutine

furnished, but medically necessary for some patients, must be separately billed, justified

for medical necessity, and verified by the intermediary. Nonroutine items and services

such as drugs/medications, supplies, and laboratory tests are nottpbamofmal

di alysis and are not rei mbursed through the
separately.

10. Satellite facilities.

Although satellite facilities are separate facilities and receive a separate provider number

for certification purpses, they are still considered to be part of the hospital complex.

Their costs flow through the hospital and ar
Therefore, when CMS processes an exception request from a hosgital facility that

has one or mersatellite facilities associated with it, CMS reviews the costs and

circumstances of the entire facility including all satellites, to see if the exception criteria

are met.

11. Inpatient treatments.

A hospital renal facility must submit with its curterost report the number of inpatient

dialysis treatments it furnished. The hospital computes a CPT and provides an
explanation if its inpatient CPT is equal to
independent renal facility also provides semiinformation if it is furnishing inpatient

treatments under arrangement.

12. Onsite review.

Any facility that requests an exception to its composite payment rate is required to
maintain records and furnish information to substantiate the costs mheundehat its

costs are in excess of the composite rate and are attributable to one or more of the
exception criteria. CMS may determine that an onsite review of the facility is necessary



to aid CMS in its review of the exception request by evaluatiagfiiciency and the

economy of the facilityds operation. The f
used as a basis for adjudicating the facild.i
performed by the area servicing intermediary.

[
t

13. Materials submitted to CMS must also include the following:

(a) Separately identify elements of cost contributing to costs per treatment in excess of
the facility's payment rate,

(b) Show that the facility's costs, including those costs that are not da#dthyitable to
the exception criteria, are allowable and reasonable under the Medicare reimbursement
cost principles,

(c) Show that the elements of excessive cost are specifically attributable to one or more
of the exception criteria (specified in Seat40.2),

(d) Specify the amount of additional payment per treatment the facility believes is
required for it to recover its justifiable excess costs; and

(e) Specify that the facility has compared its most recently completed and filed cost
report wit cost reports from at least 2 prior years, if available. The facility must explain
any material statistical data or cost changes, or both, and include an explanation with the
documentation supporting the exception request, and

() Remove costs assocak with separately billable items.

40.4- Period of approval: Payment exception request.
(Rev. 781, Issued: 1:A6-05, Effective: 0201-06, Implementation: 0:17-06)

A prospective exception payment rate approved by CMS applies for the period from the

datethe complete exception request was filed with its intermediary until thirty days after

the intermediaryds receipt of the facilityos
facilitydébs request to give up i4dmx exception
adjusted composite payment rate methodology. An ESRD facility that has an existing

exception rate may give up that rate if it determines that it will be paid a higher

composite payment rate under the new gabeadjusted composite rate methodology.

Each ESRD facility must notify its fiscal intermediary (in writing) if it wishes to give up

its existing exception rate(s) or its pediat
be paid based on its casex adjusted composite payment rate bagig thirty days after
the intermediarydéds receipt of written notifi

exception rate. Once a facility notifies its fiscal intermediary that it wishes to gitve up
exception ratethat decision cannot be subgeqtly rescinded or reversed. ESRD
facilities that retain their existing exception rates do not need to notify their
intermediaries.



40.5- Criteria for Refiling a Denied Exception Request.
(Rev. 781, Issued: 1:26-05, Effective: 0201-06, Implementation 01-17-06)

CMS denies exception requests submitted without the general documentation specified in

section 40.2 and the documentation specified in the applicable exception criteria (sections

40.8 and 40.9). A pediatric ESRD facility that has been demezkception request may

immediately file another exception request. Any subsequent exception request must
address and document the issues cited in CMS

40.6- Responsibility of Intermediaries
(Rev. 781, Issued: 1:26-05, Effective: 0201-06, Implementation: 0:17-06)

All pediatric composite rate exception requests are to be reviewed and processed within

15 working days from the date that the exception is filed. The intermediary must verify

that the exception request contains documemtatid o support the renal f
When the renal facility fails to submit the required documentation, the exception request

is returned to the facility. The 60 working days start when a pediatric renal facility files

an exception request withl eequired documentation with the intermediary during the
intermedi aryod6s regular business hours.

A - Inform CMS central office of pediatric composite rate exception requests

To track the start of the 60 working day requirement, intermediaries mu€i\3ll
central office the day a pediatric composite rate exception is received. The contact
person is listed on telephone number (410)3862. The following information is
provided:

e The name and provider number of the pediatric renal facility;

The date th exception is received,;

The type of exception, e.g., pediatric patient mix;

e The amount requested;

¢ A phone number and contact person at the intermediary.
B 1 Composite rate exception log

e The intermediary maintains a composite rate exception log. Thesmuqgh this
log is to monitor the 15 working days and to ensure the timely processing of all
pediatric composite rate exceptions. In addition, the log documents the starting
date for processing composite rate exceptions. This is in case a renal pediatric
facility alleges that its composite rate exception was not processed within 60
working days. The following information is included in the log:

e The date the exception is received by the intermediary. (The intermediary date
stamps each request.);



The rem | pediatric facilityds reason for rec

The intermediarydéds reason for returning t
The intermediaryds recommendation to eith
request. (All workpapers smystaaontpanwyg t he i
the facilityds exception request when mai

The date the exception is mailed to CMS central office.

C 1 Intermediary review

The foll owing procedures are applteed after
rate exception request:

The intermediary reviews the exception re
projected costs, and any other documentation submitted by the facility to assure

that it is complete and accurate. If the renal facility failsutnst the required

documentation, the exception request is returned to the facility.

Mailing of the exception request. After completing its review of the renal
facilitybs exception request, the inter me
plus itsrecommendation with all its supporting work papers to CMS central

office. To expedite the exception process, the intermediary mails all exception

requests using an overnight delivery service. In its cover letter, the intermediary

must state the date tle&ception request was received in its office.

Determination of reasonable and allowable costs. The intermediary determines

that Medicare principles of reimbursement were used to ensure that only

reasonable and allowable costs are included in the féclity c o st s . The f ac
reviews the following reimbursement areas:

1. Bad Debts-Facilities are not to include an allowance for doubtful accounts in
reported costs but submit separately the total dollar amount of bad debts
actually incurred. Allowable lohdebts include only uncollectible deductibles
and coinsurance related to covered composite rate services furnished to Part B
beneficiaries. Renal facilities may not claim the 50 cents reduction required
by §9335(j) of OBRA 1986 as an expense on theiridgd cost reports. The
intermediary verifies that renal facilities have properly treated this 50 cents
reduction before the facility calculates it reimbursable bad debts or files for an
exception request. (See 88300 and 2714.)

2. Allowable Compensatiofor Physician Owners and Medical Directdrs
Compensation, including fringe benefits, paid to a physician owner or medical
director may not exceed the reasonable compensation equivalent (RCE) limits
currently in effect for a specialty of internal medicine dametropolitan area



of greater than one million people. See 82182 for a description of the RCE

limits and §2182.6 for the current salary limit for a specialty of internal

medi ci ne. The physiciands salary repor
adminstrative services may not exceed the RCE limit. Furthermore, the

facility must adjust the RCE limit by the time spent by the physician as owner

or medical director performing administrative services for the facility. Based

on Medicare program statistidhe median amount of time spent by

physicians in ESRD facilities on administrative duties is 25 percent. If a

facility reports that a physician spends more than 25 percent of his or her time
performing administrative type services, the facility must duet its claim.

|l f no documentation is furnished and th
in excess of 25 percent, the intermedia
to the lower of the amount claimed or 25 percent of the RCE limit in effect. If

the physician as owner or medical director furnishes services to more than one

facility, his or her total time may not exceed 25 percent unless the facility has
documentation to support its claim. A renal facility may adjust the 25 percent

limit to refled special facts or circumstances, e.g., a medical director may

spend more time at a renal facility that furnishes a large number of treatments

and other medical services than most renal facilities. If a renal facility claims

a higher percentage of timé,i must be able to document t
actual time spent performing administrative duties.

. Allowable Compensation for Owners, Administrators, and Assistant
Administrator® -Reasonable compensation, including fringe benefits, paid to
owners, dministrators, and assistant administrators is an allowable cost. (See
8904.) In most instances, compensation paid to these individuals may not
exceed $120,000. When these individuals spend less than 100 percent of their
time performing services, adjuste $120,000 to reflect the actual time spent

at the facility. If an individual provides services to more than one renal
facility, the individual s ti me must be
and may not exceed 100 percent. In certain circumstaaagenal facility

could claim more than the $120,000 limit, e.g., it may be reasonable for a

renal facility furnishing a large volume of dialysis treatments and other

medical services to pay an individual in excess of $90,000. In these
circumstances, aintermediary may survey other renal facilities to determine

if the higher amount is reasonable.

. Depreciatior-An appropriate allowance for depreciation on building and
equipment is an allowable cost. Payment for services includes depreciation on
all depreciable type assets that are used to provide covered services to
beneficiaries. (See §104.)

. Startup and/or Organizational CosiStartup and organizational costs are
allowable costs under the program. The atgrand organizational costs
incurred must be amortized over an appropriate period of time. (See §2132.)



6. Interns and ResidentReasonable costs for an approved intern and resident
teaching program, if comparable to the costs of other similar facilities that
have educational programseaeimbursable to the hospital under the
program. (See 8404.)

7. Nursing SchoclAn approved nursing education program must be operated by
a provider (or jointly by a group of providers) for students of the provider(s)
for Medicare to recognize the cosfisthe program as allowable costs of the
provider(s). (See 8404.)

8. Medical RecordsThe reasonable cost of medical records is reimbursable
under the program.

9. Cost to Related Organizatiorthis cost represents the cost applicable to
services, facities, and supplies furnished to the facility by organizations
related to the facility by common ownership or control and is included in the
allowable cost of the facility at the cost to the related organization. (See
§1005).

10.Home Office Cos® These osts directly related to those services performed
for individual facilities which relate to patient care plus an appropriate share
of indirect costs (overhead, rent, administrative salaries, etc.) are allowable to
the extent they are reasonable. (See §3150

11.Prudent BuyerFacilities are to utilize the prudent buyer concept by refusing
to pay more than the going price for an item or service. This is especially so
when the buyer is an institution or organization which makes bulk purchases
and can, thefore, often obtain discounts because of the size of its purchases.
(See 8§2103.)

12. Dietary--Facilities are not to include the cost of meals served to patients in the
outpatient renal department in their reported total costs. However, the
reasonablecos of dieticiansd6 salaries is rei ml

Cost Report ReviewThe intermediary performs a limited review of the cost
reports prior to submitting to CMS.

1. The intermediary reviews all the cost reporting forms and information
submittedn accordance with CMS Pub-bto ensure that all the
applicable items have been properly completed. All cost reporting forms
must be completed. Those items not applicable are submitted and
annotated as N/A (not applicable).

2. The intermediary ideifies changes in the CPT, lists the requested CPT
by modality (i.e., hemodialysis, peritoneal dialysis, and home program),
and compares this data with the CPT in the most current cost report.



Then, the intermediary determines whether the facility hasuadely
explained any variances in its narrative documentation.

3. The intermediary performs a clerical review by cross footing cost item
columns.

e Submission of Documentatieffhe intermediary submits the
exception request, a preliminary recommendatiociyding
appropriate workpapers and the reason for the decision, and the
cost report and supporting documentation to the following address:

Centers for Medicare and Medicaid Services
Centers for Medicare Management

Chronic Care Policy Group

Division of Chronic Care Management

7500 Security Boulevard

Baltimore, Maryland 21244850

To provide that all filings by the provider are handled by the
intermediary, the intermediary instructs the provider to:

e Mail all exceptions separately from any other mateeia,,
Medicare cost reports that are not related to exception requests,
and

e Use specially marked envelopes to forward the exception to the
intermediary.

40.7- Payment exception: Pediatric patient mix.
(Rev. 781, Issued: 1:A6-05, Effective: 0201-06, Implementation: 01-17-06)

A. General

An exception to the composite payment fatepediatric patient mix is allowed under
specific circumstances. This exception is limited to those situations where the facility
can demonstrate that it expects to ingigher than average per treatment costs which are
directly related to at least 50 percent of its patients (individuals under 18 years of age),
and because of their complex medical needs require more intense care, special dialysis
procedures or supplies diog an outpatient maintenance dialysis session.

B. Criteria

To qualify for an exception to its prospective payment rate based on its pediatric patient
mix a facility must demonstrate the following



(1) The provider must document that for the mose¢médg completed and filed cost
reporting year that at least 50 percent of its dialysis outpatients (including home
patients) are individuals under 18 years of age;

(2) The provider must submit data which demonstrates that its pediatric patients will
recave significantly more nursing (refers to RNs, LPNs, technicians and aides) hours
per treatment than patients receive in other facilities. The increased hours of nursing
service must be justified by data that demonstrate that the higher hours per treatmen
and thus the higher per treatment costs are necessitated by the special needs of the
pediatric patients.

(3) Data must be submitted that show that higher-&tgsatient ratios represent

nursing assessment/intervention based upon the pediatric @ettigtytievels. The

provider must demonstrate that its nursing personnel costs are allocated properly
between each mode of care and that the additional nursing hours per treatment are not
the result of an excess number of employees in the outpatienernaioe renal area,
compared to facilities treating a similar patient mix;

(4) The provider must also show that excess supply cost per treatment is related to
the special needs of the pediatric patients and not the result of inefficiency. CMS
uses, as guideline, manufacturer and supplier price lists, and cost reporting
information from other facilities.

(5) There are infrequent instances when higher overhead costs may be justifiable,
such as when an isolated area is required for a hepatitis patiemerabstatements
regarding a facilityds higher over head

(6) A listing of patients by diagnosis and general statements submitted regarding the

c

0S

medi cal conditions of a ohwitbautlshowiygdhe pedi atr

adverse effects of patient mix on facility costs are unacceptable in meeting this
exception criteria. Therefore, documentation that does not identify both the specific
additional items and/or services to be rendered which are iticsdi a routine

dialysis service and the incremental costs of these items and/or services do not qualify
for an exception under this section. Also, a-orenth time sampling is not sufficient
documentation to veri fy eénhpppulatorunortoy of a
justify increased salary costs. In the event that a time study is used, the general
Medicare principles regarding the adequacy of periodic time sampling as described in
§2313 must be followed.

. Documentation
(1) A pediatric ESR facility must submit a listing of all outpatient dialysis patients
(including all home patients) treated during the most recently completed and filed

cost report showing

(i) Age of patients and percentage of patients under the age of 18;

f

a



(i) Individual patient diagnosis;

(i) Home patients and ages;

(iv) In-facility patients, statfassisted, or selfialysis;

(v) Diabetic patients; and

(vi) Patients isolated because of contagious disease.

(2) The facility also must

(i) Submit documentatioan costs of nursing personnel (registered nurses, licensed
practical nurses, technicians, and aides) incurred during the most recently completed
and filed fiscal year cost report showing

(A) Amount each employee was paid;

(B) Number of personnel;

(C) Amount of time spent in the dialysis unit; and

(D) Staffto-patient ratio based on total hours, with an analysis of productive and
nonproductive hours.

(i) Submit documentation on supply costs incurred during the most recently
completed fiscal or calelar year cost report showing

(A) By modality, a complete list of supplies used routinely in a dialysis
treatment;

(B) The make and model number of each dialyzer and its component cost; and
(C) That supplies are prudently purchased (for example, tiflatiscounts are
used when available).

(iif) Submit documentation on overhead costs incurred during the most recently
completed fiscal or calendar year cost reporting year showing:

(A) The basis of the higher overhead costs;
(B) The impact on the spific cost components; and
(C) The effect on per treatment costs.

40.8- Payment Exception: SeHdialysis Training Costs in Pediatric
Facilities
(Rev. 781, Issued: 1:A6-05, Effective: 0201-06, Implementation: 0:17-06)

A General

Selfdialysis and hme dialysis training are programs that train ESRD patients to perform
self dialysis in the facility or home dialysis (including CAPD and CCPD) with little or no
professional assistance. They also train other individuals to assist patients in performing
sdf dialysis or home dialysis. A facility that has training costs greater than its composite
training rate may apply for an exception to its training rate. However, the burden of
proof is on the facility and it is responsible to demonstrate to CMS shaiittreatment



costs are reasonable and allowable. Further, the facility must train an average of three
patients over a two year period (if 2 years are available.)

B. Criteria

To qualify for an exception to the prospective payment rate based aliadgdis training
costs, the pediatric ESRD facility must establish that it incurs per treatment costs for
furnishing seHdialysis and home dialysis training that exceed the facility's payment rate
for the training sessions.

To justify its exception reqsg a facility must

(1) Separately identify those elements contributing to its costs in excess of the
composite training rate; and

(2) Demonstrate that its per treatment costs are reasonable and allowable.

C. Criteria for determining proper cost reporting. CMS considers the pediatric
ESRD facility's total costs, cost finding and apportionment, including its allocation of
costs, to determine if costs are properly reported by treatment modality. Under the
composite rate, the cost of the home progimreimbursed at the same rate as infacility
dialysis. Therefore, it is important that the pediatric ESRD facility keep its home
program and home dialysis training cost separated.

D Limitation of exception requests. Exception requests for a higheritiag rate are
limited to those cost components relating to training such as technical staff, medical
supplies, and the special costs of education (manuals and education materials). These
requests may include overhead and other indirect costs to thé thetethese costs are
directly attributable to the additional training costs.

E Documentation. The pediatric ESRD facility must provide the following information
to support its exception request:

(1) A copy of the facility's training manual and tiamp program. The training manual

must be submitted with the first training request. Thereafter, the facility submits only the
changes to the training manual. The training program must be submitted with each
training request.

(2) Computation of the féity's cost per treatment for maintenance sessions and training
sessions including an explanation of the cost difference between the two modalities.

(3) Class size and patients' training schedules.

(4) Number of training sessions required, by treatmedality, to train patients and the
length of time required for each session.



(5) List of patients trained for the current year and the prior 2 years (except for a newly
certified provider which submits only 12 months of data) on a monthly basis tajityod
number of treatments, completed training, retrained or ¢rassed. The number of

training treatments must reconcile with the number of training treatments reported on the
latest completed and filed cost report.

(6) Projection for the next 12anths of future training candidates and the number of
training sessions required by treatment modality to train them and the length of time for
each session.

(7) The number and qualifications of staff at training sessions and the rationale in
allocatingstaff time to home training, home support and other duties.

(8) Supplies A higher composite training rate is granted if the ESRD pediatric facility

is able to document that its cost in excess of the composite training rate is attributable to
supplies equired to train patients. For example, an ESRD pediatric facility may incur
higher supply costs to train its patients because of wastage. To justify supply cost, the
facility must submit the following information:

A list of supplies used during a traig and maintenance dialysis session;
e A cost per treatment computation for supplies listed above;
An explanation of any difference in cost and type of supplies between
maintenance and training dialysis session; and
e A comparison and projection of the fiveost expensive supply costs with
the catalog list price or notification of higher charges by its suppliers.

(9) Special education cosgtAn ESRD pediatric facility which incurs costs in excess of

its composite training rate and which are attributableducational materials or

equipment used to train patients, may be granted an increase to its composite training
rate. For cost in excess of the composite training rate to be reimbursed, the ESRD facility
needs to document its cost per treatment foretspecial education items and it projected
costs. To justify its request for exception, a facility needs to provide the following
information:

A description of the educational item;

Its costs (number purchased and unit cost);

Its useful life, if it is reisable; and

A projection of training sessions and patients to be trained.

F Accelerated training exception.(1) A pediatric ESRD facility may only bill

Medicare for a dialysis training session when a patient receives a dialysis treatment
(normally thredimes a week for hemodialysis). If a pediatric ESRD facility elects to

train all its patients using a particular treatment modality more often than during each
dialysis treatment and, as a result, the number of billable training dialysis sessions is less
than the number of actual training sessions, the facility may request a composite rate
exception, limited to the lesser of the



() Facility's projected training cost per treatment; or
(i) Cost per treatment the facility receives in training a patfenbad trained
patients only during a dialysis treatment, that is, three times per week.

(2) Continuous cycling peritoneal dialysis (CCPD) and continuous ambulatory peritoneal
dialysis (CAPD) are daily treatment modalities, and ESRD facilities adetipa

equivalent of three hemodialysis treatments for each week that CCPD and CAPD
treatments are provided. An ESRD facility may bill a maximum of 25 training sessions
per patient for hemodialysis training and 15 sessions for CCPD and CAPD training. In
computing the payment amount under an accelerated training exception, CMS uses a
minimum number of training sessions per patient (15 for hemodialysis and 5 for CAPD
and CCPD) when the facility actually provides fewer than the minimum number of
training sesions.

(3) To justify an accelerated training exception request, an ESRD facility must document
that a significant number of training sessions for a particular modality are provided

during a shorter but more condensed period. The facility must subtmith&iexception
request a list of patients, by modality, trained during the most recently completed and
filed cost report. The list must include each beneficiary's

() Name;

(i) Age; and

(iif) Training status (completed, not completed, being m#i& or in the process of
being trained).

The total treatments from the above patient list must be the same as the total treatments
reported on the cost report filed with the request. Further, retraining sessions are not
considered in determining the mmum number of training sessions because retraining
sessions are only for patients that have previously been trained and are completed in one
or two days.

40.851 Pediatric Payment Model for ESRD PPS
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 01-03-11)

The pediatric payment model applies to all dialysis patients that are under the age of 18.
The model uses the ESRD PPS base rate applicable to adult dialysis patients which is
then adjusted by separate adjusters based on two@gesdk13, 13L7), and dialysis
modality (HD, PD).

50 - In-Facility Dialysis Bill Processing Procedures
(Rev. 1472, Issued: 086-08, Effective: 0523-07, Implementation: 0407-08)

General instructions for billing via UB4 or ANSI X12N formats are in @Gpter 25. The
following instructions apply to facility reporting of ESRD services and to FI processing
of in-facility dialysis claims.



The shared system checks the Common Working File (CWF) to determine if there is
Employer Group Health Plan (EGHP) insuca. Where the beneficiary is covered under
the EGHP insurance, see the Medicare Secondary Payer Manual.

50.1- Laboratory Services Included in the Composite Rate
(Rev. 1084, Issued: 127-06; Effective: 0401-07; Implementation: 04-02-07)

The costs bcertain ESRD laboratory services performed by either the ESRD facility or
an independent laboratory are included in the composite rate calculations. Therefore,
payment for all of these tests is included in the composite rate and may NOT be billed
separgely to the Medicare program. For an exception, see the discussion of ESRD
related laboratory tests in Chapter 16 of this manual.

These tests are either performed by the facility, in which case payment is included in the
composite rate, or by an outsiddoratory for the facility, in which case the laboratory
bills the facility, which is paid only under the composite rate.

For the laboratory tests and the frequency of coverage included in the composite rate for
hemodialysis, intermittent peritoneal disis and continuous cycling peritoneal dialysis
see the Medicare Benefit Policy Manual (4A@®) Chapter 11, Section 30.2).

For the laboratory tests and the frequency of coverage included in the composite rate for
continuous ambulatory peritoneal. SeeNedicare Benefit Policy Manual (16TR,
Chapter 11, Section 70.2).

50.1.5- Laboratory Services Included in the ESRD PPS
(Rev 2281, Issued: 08.9-11, Effective: 0101-12, Implementation: 0103-12)

With the implementation of the ESRD PPS, effectivecfaims with dates of service on
or after January 1, 2011, all ESRBlated laboratory services are included in the ESRD
PPS base rate.

If the renal dialysis facility needs to report a lab service that was not related to the
treatment of ESRD, they mustinde the modifier AY to indicate the item or service is
not for the treatment of ESRD.

ESRDrelated lab services thatreseparately paid under the basic easr composite
rate payment system are considered in the calculation of any applicablepaytient
under the ESRD PPS.

50.16 - Laboratory Services Performed During Emergency Room Service
(Rev 2281, Issued: 08.9-11, Effective: 0101-12, Implementation: 0103-12)

For claims with dates of service on or after January 1, 2012, the consoliddteg &dit
for laboratory services will be bypassed when billed in conjunction with an emergency



room service on a hospital outpatient claim and the AY modifier will not be necessary

Allowing laboratory testing to bypass consolidated billing edits éneimergency room or

department does not mean that ESRD facilities should send patients to the emergency

room or department for routine laboratory testing or for the provision of renal dialysis

services that should be provided by ESRD facilitiise intem of the bypass is to

acknowl edge that there are emergency <circums
iliness is unknown and the determination of a laboratory test as being-E$&ed is

not known.

50.2- Drugs and Biologicals Included in the Compsite Rate
(Rev. 1084, Issued: 127-06; Effective: 0401-07; Implementation: 04-02-07)

Certain drugs used in the dialysis procedure
rate and may not be billed separately. Drugs that are used as a sulosténteof these

items or are used to accomplish the same effect are also included in the composite rate.

The administration of these items (both staff time and supplies) is covered under the

composite rate and may not be billed separately.-g8kifinisered items are not covered

under the Medicare program with the exception of EPO. For a list of the drugs included

in the composite rate see the Medicare Benefit Policy Manual (Pu22l@hapter 11,

Section 30.4.1).

50.2.5- Drugs and Biologicals Inclugd in the ESRD PPS
(Rev 2281, Issued: 08.9-11, Effective: 0101-12, Implementation: 0103-12)

With the implementation of the ESRD PPS, effective for claims with dates of service on
or after January 1, 2011, all ESRBlated injectable drugs and biologiis and oral
equivalents of those injectable drugs and biologicals are included in the ESRD PPS.

If the renal dialysis facility needs to report a drug that was furnished to an ESRD
beneficiary that was not related to the treatment of ESRD, they musterttle modifier
AY to indicate the item or service is not for the treatment of ESRD.

ESRDrelated drugs and biologicals tive¢reseparately paid under the basic ease
composite rate payment system are considered in the calculation of any applidadle ou
payment under the ESRD PPS.

50.3- Required Information for In -Facility Claims Paid Under the

Composite Rate and the ESRD PPS
(Rev. 2311, Issued: 023-11, Effective: 0201-12, Implementation: 0103-12)

The electronic form required for billing ESRiaims is the ANSI X12N 837 Institutional
claim transaction. Since the data structure of the 837 transaction is difficult to express in
narrative form and to provide assistance to small providers excepted from the electronic
claim requirement, the instrtions below are given relative to the W& (Form CMS

1450) hardcopy form. A table to crosswalk 10B form locators to the 837 transaction is
found in Chapter 25, §100.



Type of Bill
Acceptable codes for Medicare are:

721- Admit Through Discharge ClaimThis code is used for a bill encompassing an
entire course of outpatient treatment for which the provider expects payment from the

payer.

722- Interim - First Claim- This code is used for the first of an expected series of
payment bills for the sameurse of treatment.

723- Interim - Continuing Claim- This code is used when a payment bill for the same
course of treatment is submitted and further bills are expected to be submitted later.

724- Interim - Last Claim- This code is used for a paymdilt which is the last of a
series for this course of treat ment . The
date for this course of treatment.

727- Replacement of Prior ClaimThis code is used when the provider wants to correct
(other tharlate charges) a previously submitted bill. The previously submitted bill needs
to be resubmitted in its entirety, changing only the items that need correction. This is the
code used for the corrected or finewo bil

728- Void/Cancel of a Prior ClaimThis code indicates this bill is a canaeily
adjustment of an incorrect bill previously submitted. Caiocdy adjustments should be
used only in cases of incorrect provider identification numbers, incorrect HICNs,
duplicate payments and some OIG recoweti®r incorrect provider numbers or HICNSs,
a corrected bill is also submitted using a code 721.

Statement Covers Period (FromThrough) - Hospitatbased and independent renal
dialysis facilities:

The beginning and ending service dates of the perioddedlon this bill. Note: ESRD
services are subject to the monthly billing requirements for repetitive services.

Condition Codes
Hospitatbased and independent renal facilities complete these items. Note that one of the
codes 7176 is applicable for evgmill. Special Program Indicator codes-A@ are not

required.

Condition Code Structure (only codes affecting Medicare payment/processing are
shown).



02 - Condition is Employment RelatedProviders enter this code if the patient alleges
that the medidacondition causing this episode of care is due to environment/events
resulting from employment.

041 Information Only Bill - Providers enter this code to indicate the patient is a member
of a Medicare Advantage plan.

591 Non-Primary ESRD Facility Provders enter this code to indicate that ESRD
beneficiary received nescheduled or emergency dialysis services at a facility other than
his/her primary ESRD dialysis facility.

71- Full Care in Unit- Providers enter this code to indicate the billing isd@atient
who received staf@ssisted dialysis services in a hospital or renal dialysis facility.

72 - SeltCare in Unit- Providers enter this code to indicate the billing is for a patient
who managed his own dialysis in a hospital or renal dialysibtya

73 - Self-Care in Training Providers enter this code to indicate the billing is for special
dialysis services where a patient and his/her helper (if necessary) were learning to
perform dialysis.

76 - Backup Infacility Dialysis- Providers erdr this code to indicate the billing is for a
home dialysis patient who received bagkdialysis in a facility.

H31 Reoccurrence of Gl Bleed comorbid category

H41 Reoccurrence of Pneumonia comorbid category

H571 Reoccurrence of Pericarditis comatiCategory

Occurrence Codes and Dates

Codes(s) and associated date(s) defining specific events(s) relating to this billing period
are shown. Event codes are two alplianeric digits, and dates are shown as six

numeric digits (MMDD-YY). When occurrenceodes 0104 and 24 are entered, make

sure the entry includes the appropriate value code, if there is another payer involved.
Occurrence and occurrence span codes are mutually exclusive. Occurrence codes have
values from 01 through 69 and AO through O&currence span codes have values from

70 through 99 and MO through Z9.

24 - Date Insurance DeniedCode indicates the date of receipt of a denial of coverage by
a higher priority payer.

33- First Day of Medicare Coordination Period for ESRD BenefiesaCovered by an
EGHP- Code indicates the first day of the Medicare coordination period during which



Medicare benefits are payable under an EGHP. This is required only for ESRD
beneficiaries.

5171 Date of last Kt/V reading. Fordicenter hemodialysisgtients, this is the date of the
last reading taken during the billing period. For peritoneal dialysis patients and home
hemodialysis patients, this date may be before the current billing period but should be
within 4 months of the claim date of service.

Occurrence Span Code and Dates

Code(s) and associated beginning and ending dates(s) defining a specific event relating to
this billing period are shown. Event codes are two afpiraeric digits and dates are
shown numerically as MMDD-YY.

74 - Noncoveed Level of Care This code is used for repetitive Part B services to show a
period of inpatient hospital care or of outpatient surgery during the billing period. Use of
this code will not be necessary for ESRD claims with dates of service on or jaiftiet,A
2007 due to the requirement of ESRD line item billing.

Document Control Number (DCN)

Required for all provider types on adjustment requests. (Bill Type/FL=XX7). All
providers requesting an adjustment to a previous processed claim insert tref DEN
claims to be adjusted.

Value Codes and Amounts

Code(s) and related dollar amount(s) identify monetary data that are necessary for the
processing of this claim. The codes are two alphanumeric digits and each value allows up
to nine numeric digit$0000000.00). Negative amounts are not allowed. Whole numbers

or nonrdollar amounts are right justified to the left of the dollars and cents delimiter.

Some values are reported as cents, so refer to specific codes for instructions. If more than
one value ade is shown for a billing period, show the codes in ascending alphanumeric
sequence.

Value Code Structure (Only codes used to bill Medicare are shown.):

06 - Medicare Blood DeductibleCode indicates the amount the patient paid fer un
replaced deductib blood.

13- ESRD Beneficiary in the 30Wonth Coordination Period With an EGHR ode

indicates that the amount shown is that portion of a higher priority EGHP payment on
behalf of an ESRD beneficiary that applies to covered Medicare charges offi.tHis bi

the provider enters six zeros (0000.00) in the amount field, it is claiming a conditional
payment because the EGHP has denied coverage or there has been a substantial delay in
its payment. Where the provider received no payment or a reduced pdgoanse of



failure to file a proper claim, this is the amount that would have been payable had it filed
a proper claim.

177 Not submitted by the provider. The Medicare shared system will display this payer
only code on the claim when an outlier paymerideing made. The value is the total
claim outlier payment.

197 Not submitted by the provider. The Medicare shared system will display this payer
only code on the claim for low volume providers to identify the amount of the low
volume adjustmentbeingncl uded i n the providerds rei mbul

37 - Pints of Blood FurnishedCode indicates the total number of pints of blood or units

of packed red cells furnished, whether or not replaced. Blood is reported only in terms of
complete pints rounded upwar@sg., 1 1/4 pints is shown as 2 pints. This entry serves a
basis for counting pints towards the blood deductible. Hodpéts¢d and independent

renal facilities must complete this item.

38- Blood Deductible Pints Code indicates the number of-teplaced deductible pints
of blood supplied. If all deductible pints furnished have been replaced, no entry is made.
Hospitatbased and independent renal facilities must complete this item.

39- Pints of Blood ReplacedCode indicates the total number of ginof blood donated

on the patientodos behalf. Where one pint is d
have been made for replacement, pints are shown as replaced. Where the provider

charges only for the blood processing and administration, idmeg not charge a

Arepl acement eaplpoedspints, the Moadis cbnsidered neplaced for

purposes of this item. In such cases, all blood charges are shown under the 039x revenue

code series, Blood Administration. Hospitelsed and indepenaterenal facilities must

complete this item.

44 - Amount Provider Agreed To Accept From Primary Payer When This Amount is
Less Than Charges But Higher than Payment Recei@ede indicates the amount
shown is the amount the provider was obligated orireduo accept from a primary
payer as payment in full when that amount is less than the charges but higher than
amount actually received. A Medicare secondary payment is due.

47 - Any Liability Insurance- Code indicates amount shown is that portion feohigher

priority liability insurance made on behalf of a Medicare beneficiary that the provider is

applying to Medicare covered services on this bill. If six zeros (0000.00) are entered in

the amount field, the provider is claiming conditional paymeoabse there has been
substantial delay in the other payero6s payme

48 - Hemoglobin Reading Code indicates thenost recenthemoglobin reading taken
before thestart ofthis billing period This is usually reported in three positions with a
decimal. Us the right of the delimiter for the third digiThe blood sample for the
hemoglobin reading must be obtained before the dialysis treatment.



49 - Hematocrit Reading Code indicates thelost recenhematocrit reading taken
before thestart ofthis billing period This is usually reported in two positions (a
percentage) to the left of the dollar/cents delimiter. If the reading is provided with a
decimal, use the position to the right of the delimiter for the third digie blood sample
for the hemogloin reading must be obtained before the dialysis treatment.

67 - Peritoneal Dialysis The number of hours of peritoneal dialysis provided during the
billing period. Count only the hours spent in the home. Exclude travel time. Report
amount in whole ums rightjustified to the left of the dollar/cents delimiter. (Round to
the nearest whole hour.)

Reporting value code 67 will not be required for claims with dates of service on or after
April 1, 2007.

68 - Erythropoietin Units Code indicates the nurabof units of administered EPO
relating to the billing period and reported in whole units to the left of the dollar/cents
delimiter. NOTE: The total amount of EPO injected during the billing period is reported.
If there were 12 doses injected, the surthefunits administered for the 12 doses is
reported as the value to the left of the dollar/cents delimiter.

Medicare no longer requires value code 68 for claims with dates of service on or after
January 1, 2008

71- Funding of ESRD NetworksCode indiates the amount of Medicare payment
reduction to help fund the ESRD networks. This amount is calculated by the FI and
forwarded to CWF. (Se&l20for discussion of ESRD networks).

7971 Not submitted by the provideiThe Medtare shared system will display this payer
only code on the claim. The valuepresents the dollar amount for Medicare allowed
payments applicable for the calculation in determining an outlier payment.

A8 1 Weight of Patient Code indicates the weight the patient in kilograms. The
weight of the patient should be measured after the last dialysis session of the month.

A91 Height of Patient Code indicates the height of the patient in centimeters. The
height of the patient should be measured dutiegast dialysis session of the month.
This height is as the patient presents.

D51 Result of last Kt/V reading. For4center hemodialysis patients this is the last
reading taken during the billing period. For peritoneal dialysis patients and home
hemodialysis this may be before the current billing period but should be within 4 months
of the claim date of service.

Revenue Codes



The revenue code for the appropriate treatment modality under the composite rate is
billed (e.g., 0821 for hemodialysis)eices included in the composite rate and related
charges must not be shown on the bill separately. Hospitals must maintain a log of these
charges in their records for cost apportionment purposes.

Services which are provided but which are not includedercomposite rate may be
billed as described in sections that address those specific services.

082X - Hemodialysis Outpatient or Home DialysisA waste removal process

performed in an outpatient or homehaseetti ng,
failed. Waste is removed directly from the blood. Detailed revenue coding is required.
Therefore, services may not be summed at the zero level.

0 - General Classification HEMO/OP OR HOME

17 Hemodialysis/Composite or other rate HEMO/COMPOSITE

2 - Home Supplies HEMO/HOME/SUPPL

3 - Home Equipment HEMO/HOME/EQUIP

4 - Maintenance 100% HEMO/HOME/100%

5 - Support Services HEMO/HOME/SUPSERV
9 - Other Hemodialysis Outpatient HEMO/HOME/OTHER

083X - Peritoneal Dialysis Outpatient or Home A waste emoval process performed in

an outpatient or home setting, necessary whe
Waste is removed indirectly by instilling a special solution into the abdomen using the

peritoneal membrane as a filter

0 - General Classificatn PERITONEAL/OP OR HOME

1 - Peritoneal/Composite or other rate PERTNL/COMPOSITE

2 - Home Supplies PERTNL/HOME/SUPPL

3 - Home Equipment PERTNL/HOME/EQUIP

4 - Maintenance 100% PERTNL/HOME/100%

5 - Support Services PERTNL/HOME/SUPSERV

9 -Other Peritoral Dialysis PERTNL/HOME/OTHER



084X - Continuous Ambulatory Peritoneal Dialysis (CARD)utpatient A continuous
di alysis process performed in an outpatient
peritoneal membrane as a dialyzer.

0 - General ClasBcation CAPD/OP OR HOME

1 - CAPD/Composite or other rate CAPD/COMPOSITE

2 - Home Supplies CAPD/HOME/SUPPL

3 - Home Equipment CAPD/HOME/EQUIP

4 - Maintenance 100% CAPD/HOME/100%

5 - Support Services CAPD/HOME/SUPSERV
9 -Other CAPD Dialysis CAPD/HOME/OTHER

085X - Continuous Cycling Peritoneal Dialysis (CCRDB)utpatient- A continuous
di alysis process performed in an outpatient
peritoneal membrane as a dialyzer.

0 - General Classification CCPD/OP OR HOME

1 - CCPD/Composite or other rate CCPD/COMPOSITE

2 - Home Supplies CCPD/HOME/SUPPL

3 - Home Equipment CCPD/HOME/EQUIP

4 - Maintenance 100% CCPD/HOME/100%

5 - Support Services CCPD/HOME/SUPSERV
9 -Other CCPD Dialysis CCPD/HOME/OTHER

088X Miscellareous Dialysi§ Charges for Dialysis services not identified elsewhere.

0 - General Classification DAILY/MISC
17 Ultrafiltration DAILY/ULTRAFILT
21 Home dialysis aid visit HOME DIALYSIS AID VISIT

9 -Other misc Dialysis DAILY/MISC/OTHER



HCPCS/Rates

All hemodialysis claims must include HCPCS 90999 on the line reporting revenue code
082x.

Modifiers
Modifiers are required with ESRD Billing for reporting the adequacy of dialysis,
presence of infection and the vascular access. For information onaretéjuired for

these quality measures see 50.9 of this chapter.

For information on reporting the GS modifier for reporting a dosage reduction of epoetin
alfa or darbepoetin alfa, see sections 60.4 and 60.7 of this chapter.

For information on reportinthe AY modifier for services not related to the treatment of
ESRD, see sectior.2.1.1i Separately Billable ESRD Drugsd 60.1- Lab Services.

Service Date

Report the line item date of service for each dialysis session and each separately payable
item or service.

Service Units

Hospitatbased and independent renal facilities must complete this item. The entries
guantify services by revenue category, e.g., number of dialysis treatments. Units are
defined as follows:

0634- Erythropoietin (EPO) Administrations, i.e., the number of times an injection of
less than 10,000 units of EPO was administered. For claims with dates of service on or
after January 1, 2008, facilities use the units field as a multiplier of the dosage description
in the HCPCS tarrive at the dosage amount per administration.

0635- Erythropoietin (EPO) Administrations, i.e., the number of times an injection of
10,000 units or more of EPO was administered. For claims with dates of service on or
after January 1, 2008, faciliseuse the units field as a multiplier of the dosage description
in the HCPCS to arrive at the dosage amount per administration.

082X - (Hemodialysis) Sessions

083X - (Peritonealy Sessions

084X - (CAPD) - Days covered by the bill

085X - (CCPD)- Days covered by the bill



Effective April 1, 2007, the implementation of ESRD line item billing requires that each
dialysis session be billed on a separate line. As a result, claims with dates of service on
or after April 1, 2007 should not report units dezdhan 1 for each dialysis revenue code
line billed on the claim.

Total Charges

Hospitatbased and independent renal facilities must complete this item. Hdsstd
facilities must show their customary charges that correspond to the appropriateereve
code. They must not enter their composite or the EPO" rate as their charge. Independent
facilities may enter their composite and/or EPO rates.

Neither revenue codes nor charges for services included in the composite rate may be
billed separately (se890.3for a description). Hospitals must maintain a log of these
charges in their records for cost apportionment purposes.

Services which are provided but which are not included in the composite rate may be
billed as desched in sections that address those specific services.

The last revenue code entered in as 000l represents the total of all charges billed.
Principal Diagnosis Code

Hospitatbased and independent renal facilities must complete this item and it should
include a diagnosis of end stage renal disease.

Other Diagnosis Code(s)

For claims with dates of service on or after January 1, 2011 renal dialysis facilities report
the appropriate diagnosis code(s) fomaorbidity conditions eligible for an adjustment.

NOTE: Information regarding the form locator numbers that correspond to these data
element names and a table to crosswalkd4Borm locators to the 837 transaction is
found in Chapter 25.

50.3.1- Submitting Corrected Bills
(Rev. 1, 1601-03)
RDF-320.1

Claimants must submit a corrected Form GMEO0 if any of the following apply to a
previously processed claim:

e A change in provider number;
e A change in coinsurance involves an amount greater than $1.99; or
e A change in visits (decrease or increase).



Claimants must follow procedures for submitting corrected bills in Chapter 26.

50.47 Line Item Detail Billing and Automated Claim Adjustments
(Rev. 1364, Issued: 1:02-07: Effective: 0401-08; Implantation: 04-07-08)

The implementation of line item ddthilling for ESRD claims effective on April 1, 2007
requires that each service be submitted on a separate line with the appropriate line item
date of service. The Medicare standard systems perform line item date of service
compare for RDFs claims witiadement billing periods overlapping the statement billing
period of another processed claim. This prevents monthly claims from receiving
overlapping edits based on the statement billing period dates but rather, only when the
RDF claim has a line item thduplicates another processed claim or falls within the
dates of an inpatient hospital stay. Standard systems reject only those overlapping line
items while any line items not overlapping another claim continue to process for
payment. As a result of thiogic, the RDFs no longer have to submit the occurrence
span code 74 on the monthly dialysis claim when an inpatient stay occurred during the
same month.

The initial line item detail billing instruction did not implement a process for rejecting
serviceson the RDF claim overlapping an inpatient stay when the RDF claim is received
before the inpatient hospital claim. A subsequent instruction implemented for April 1,
2008 requires the Medicare Common Working File (CWF) to create an informational
unsoliciied response prompting the standard system to perform an automated adjustment
of the processed 72x claim that contains line item dates of service that are overlapping
dates of an incoming inpatient hospital claim. The admission and discharge dates of an
inpatient stay are not considered overlapping dates and may be payable to the RDF.

50.5- IPD in the Facility
(Rev. 1084, Issued: 127-06; Effective: 0401-07; Implementation: 04-02-07)

Payment for IPD in the facility is subject to the same paymees ag hemodialysis.

50.6- In-Facility Back-Up Dialysis
(Rev. 1, 1601-03)
RDF-245.2.D

Back-up dialysis is an Hacility dialysis treatment furnished to a home dialysis patient.
Condition code 76 must appear as one entry in FE324 he facility musexplain why

any infacility backup dialysis sessions (furnished on either an inpatient or outpatient
basis) are furnished to home dialysis patients who are covered under the composite rate.
If a backup session is furnished because of a failure to furnisbfdhe required items

or services, then it will be covered only to the extent of a home dialysis session and

rei mbursed at the facilitybs composite r
institution other than facilityetheh inercemppsaetratee nt 6
facility must assume financi al i abi |l ity

composite rate except where the patient is traveling away from home.



50.6.1- Payment for In-Facility Maintenance Dialysis Sessias

Furnished to CAPD/CCPD Home Dialysis Patients
(Rev. 1, 1601-03)
A3-3644.1, 3171.1

Although CAPD and CCPD patients are home dialysis patients, it may be necessary at
times to dialyze them #facility as a substitute. In this case, the total weekly
reimbursement to the facility remains the same regardless of the type and frequency of in
facility dialysis involved.

In order to furnish covered CAPD services, a facility must be a Medicare approved
ESRD facility and must meet additional standards establisheCMS.

However, in rare instances an ESRD patient may require a combination of dialysis

techniques, on the same day, in order to achieve satisfactory results. In these situations,
Medicare pays for both types of dialysis services furnished on thedsgm®ledicare

Fls determine the medical necessity. In each case the Fl obtains medical documentation

from the facility that supports the use of bagkdialysis with another treatment

modality. If a CAPD patient frequently requires bagksessions, the&ls medi cal st af
may request medical records to determine if this is the appropriate mode of treatment to

meet medical necessity requirement for payment purposes and/or whether a different

mode of treatment is more advantageous to the beneficiary.

50.6.2- Payment for Hemodialysis Sessions
(Rev. 1, 1601-03)
A3-3644.1

Hemodialysis is typically furnished three times per week in sessions of three to five hours
duration. Each hemodialysis session equals one composite rate payment. Therefore, three
sessionper week is three composite rate payments. Dialysis furnished at this frequency

is paid withoutmedical justification in the ICE field of the claim (FE68-75). The

justification must support the medical necessity of the service(s) being rendered

50.7 - Ultrafiltration
(Rev. 1, 1601-03)
PRM-1-2702.2

Ultrafiltration (revenue code 0881) is a process for removing excess fluid from the blood
through the dialysis membrane by means of pressure. It is not a substitute for dialysis.
Ultrafiltration is used ircases where excess fluid cannot be removed easily during the
regular course of hemodialysis. It is commonly done during the first hour or two of
hemodialysis on patients who, for example, have refractory edema.

Pre-dialysis Ultrafiltration - While the ned, if any, for predialysis ultrafiltration varies
from patient to patient, the facilityds comp



and uncomplicated outpatient dialysis treatments. Therefore, no additional charge is
recognized for prelialysisultrafiltration.

Separate Ultrafiltration - Occasionally, medical complications require that

ultrafiltration be performed at a time other than when a dialysis treatment is given, and in
these cases an additional payment may be made. However, the clstitmemu

documentedn the medical record and included on the billing form in the-ECield

(FL-68-75) as to why the ultrafiltration could not have been performed at the time of the

di alysis treatment. The FI deteaestomi nes t he

p a

furnishing the ultrafiltration, not to excee

50.8- Training and Retraining
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)

See the Medicare Benefit Policy Manual, Chapter 11, for cgeenales for dialysis
training.

Training services and supplies that are covered under the composite rate include
personnel services, dialysis supplies and parenteral items used in dialysis, written training
manuals, material and laboratory tests. Théifiacs reimbursed an addn amount to

their composite rate and the amount is dependent on the type of dialysis, as shown below:

0821 Composite Rate  Plus $20.00
0831 Composite Rate  Plus $20.00
0841 Composite Rate  Plus $12.00

0851 Composite Rate  Plus $20.00

Training

For intermittent peritoneal dialysis (IPD), continuous cycling peritoneal dialysis (CCPD)
and hemodialysis training:

The facilityds composite rate (exclusive

amount) plus $20 per training session, furnishedouthree times per

week. A facility is not reimbursed for more than three IPD or for
hemodialysis training treatments in a single week, of for a total duration
longer than 3 months, unless it has received an exception in accordance
with 8400f this chapter. A maximum of 15 CCPD training sessions are
reimbursable.

For continuous ambulatory peritoneal dialysis (CAPD):



The facilityds composite rate (exclusive
amount) plus $12 per training session. Omg €APD training session
per day is reimbursable, up to a maximum of 15.

Retraining

A. General Occasionally, it is necessary to furnish additional training to an ESRD
seltdialysis beneficiary after the initial training course is completed. Retraining
sesions are paid under the following conditions:

o The patient changes from one mode of dialysis to another, e.g., from hemodialysis
to CAPD;

e The patientodés home dialysis equipment cha
e The patientodés dialysis setting changes,;
e The patient 6chandes;@ol ysi s partner

e The patientbés medical condition changes e
stroke, physical impairment.

The patient must continue to be an appropriate patient fedisdysis.
B. Payment RatesRetraining sessions are reimbursed attheesa r at e as t he f ac
training rate.

B. Duplicate PaymentsNo composite rate payment is made for a home dialysis
treatment furnished on the same day as a retraining session. In the case of a
CAPD patient, the facil i ttpdidonteegdayisy al ent C
of retraining.

EXAMPLE: A CAPD patient dialyzes at home Monday and Tuesday. On Wednesday he

attends a retraining session at his facility. Thursday through Sunday he dialyzes at home.

The facilityds c¢omposThePRartB detluetibléisme$ BoBtbat per tr
week the facilityds payment i s:

80 percent of:

CAPD weekly rate = 3 X 130 = $390
CAPD daily rate = $390 + 7 = $55.71
CAPD training rate = $130 + $12 = $142
6 X 55.71 = $334.26

+ $142

$476.26

Therefore, for the ek Monday Sunday, payment is 80 percent X $476.26 = $381.01



NOTE: Often, services furnished to a CAPD patient who has already completed a course
of training are home support services, and not retraining services. Reviewing the CAPD
pati ent 0 odibhseuctinghhimdher e arey corrections or refinements in technique
is a support service; and, therefore, is not covered as a retraining service.

ESRD PPS claims with dates of service on or after January 1, 2011 billing for dialysis
training sessions Wireceive a training addn of $33.44 adjusted by the geographic area
wage index that accounts for an hour of nursing time for training treatmgmtsaddon
adjustment applies to both PD and HD training treatments.

50.9- Coding for Adequacy of Dialyss, Vascular Access and Infection
(Rev. 2311, Issued: 023-11, Effective: 0101-12, Implementation: 0103-12)

A. Reporting the Urea Reduction Ratio(URR) for ESRD Hemodialysis Claims

All hemodialysis claims must indicate the most recent Urea ReduR#iba (URR) for
the dialysis patient. Code all claims using HCPCS code 90999 along with the appropriate
G modifier listed in section B.

Claims for dialysis treatments must include the adequacy of hemodialysis data as
measured by URR. Dialysis faciliti@sust monitor the adequacy of dialysis treatments
monthly for facility patients. Home hemodialysis and peritoneal dialysis patients may be
monitored less frequently, but not less than quarterly. If a home hemodialysis patient is
not monitored during a mam the last, most recent URR for the dialysis patient must be
reported.

HCPCS code 90999 (unlisted dialysis procedure, inpatient or outpatient) must be reported
in field location 44 for all bill types 72X. The appropriatar@®difier in field location 44
(HCPCS/RATES) is used, for patients that received seven or more dialysis treatments in
a month. Continue to report revenue codes 0820, 0821, 0825, and 0829 in field location
43.

G1- Most recent URR of less than 60%
G2- Most recent URR of 60% to 64.9%
G3- Most recent URR of 65% to 69.9%
G4 - Most recent URR of 70% to 74.9%
G5 - Most recent URR of 75% or greater

For patients that have received dialysis 6 days or less in a month, facilities use the
following modifier:

G6- ESRD patient for whom lessah seven dialysis sessions have been provided
in a month.

For services beginning January 1, 2003, and after, if the modifier is not present, FIs must
return the claim to the provider for the appropriate modifier. Effective April, 2007 due to



the requiremeet of line item billing, at least one revenue code line for hemodialysis on the
claim must contain one of the URR modifiers shown above. The URR modifier is not
required on every hemodialysis line on the claim.

The techniques to be used to draw the anel postdialysis blood urea Nitrogen samples
are listed in the National Kidney Foundation Dialysis Outcomes Quality Initiative
Clinical Practice Guidelines for Hemodialysis Adequacy, Guideline 8, Acceptable
Methods for BUN sampling, New York, National Kiey Foundation, 2000, pp.&®.

B. Reporting the Vascular Access for ESRD Hemodialysis Claims

ESRD claims for hemodialysis with dates of service on or after July 1, 2010 must
indicate the type of vascular access used for the delivery of the hemadalifse last
hemodialysis session of the month. One of the following codes is required to be reported
on the latest line item date of service billing for hemodialysis revenue code 0821. It may
be reported on all revenue code 0821 lines at the discudtibie provider.

Modifier V5 - Any Vascular Catheter (alone or with any other vascular access),

Modifier V6 - Arteriovenous Graft (or other Vascular Access not including a vascular
catheter)

Modifier V7 - Arteriovenous Fistula Only (in use with two ioiées)
C. Reporting the Kt/V for ALL ESRD Claims

All ESRD claims with dates of service on or after July 1, 2010 must indicate the
applicable Kt/V reading for the dialysis patient. The reading result and the date of the
reading must be reported on thaim using the following claim codes:

Value Code D5 Result of last Kt/V reading. For4center hemodialysis patients this is

the last reading taken during the billing period. For peritoneal dialysis patients and home
hemodialysis this may be beforeetburrent billing period but should be within 4 months

of the claim date of service.

e Hemodialysis For in-center and homemodialysis patients prescribed for three
or fewer treatments per week, the last Kt/V obtained during the month must be
reported. Rcilities must report single pool Kt/V using the preferred National
Quality Forum (NQF) endorsed methods for deriving the single pool Kt/V value:
Daugirdas Il or Urea Kinetic Modeling (UKM). The reported Kt/V should not
include residual renal function.

For patients routinely prescribed four or more hemodialysis treatments per week
a value of 8.88 should be entered on the claline8.88valueshould not be used

for patients who ar esfartensperarywciinicg neéde x t r a 0

t

r



e Peritoneal Didysis When measured the delivered weekly total Kt/V (dialytic and
residual) should be reported.

This code is effective and required on all ESRD claims with dates of service on or after
July 1, 2010. In the event that no Kt/V reading was performedgers/must report the
D5 with a value of 9.99.

Occurrence Code S1Date of last Kt/V reading. For4icenter hemodialysis patients,

this is the date of the last reading taken during the billing period. For peritoneal dialysis
patients and home hemodiak/patients, this date may be before the current billing
period but should be within 4 months of the claim date of service. This code is effective
for ESRD claims with dates of service on or after July 1, 2010. If no Kt/V reading was
performed do not repbthis code.

D. Reporting of Infection for ALL ESRD Claims

All ESRD claims with dates of service on or after July 1, 2010 must indicate on the claim
if an infection was present at the time of treatment. Claims must report on each dialysis
revenue coe line one of the following codes:

Modifier V8: Dialysis accesselated infection present (documented and treated) during
the billing month. Reportable dialysis acceskted infection is limited to peritonitis for
peritoneal dialysis patients or bactaia for hemodialysis patients. Facilities must report
any peritonitis related to a peritoneal dialysis catheter, and any bacteremia related to
hemodialysis access (including arteriovenous fistula, arteriovenous graft, or vascular
catheter) if identified dung the billing month. For individuals that receive different
modalities of dialysis during the billing month and an infection is identified, the V8 code
should only be indicated on the aiteeim for th
time the inéction was first suspected. Nagcess related infections should not be coded
as V8. If no dialysisaccess related infection is present during the billing month by this
definition, providers should instead report modifier V9.

Modifier V9: No dialysisacess related infection, as defined for modifier V8, present
during the billing month. Dialysis accesdated infection, defined as peritonitis for
peritoneal dialysis patients or bacteremia for hemodialysis patients must be reported
using modifier V8. Proers must report any peritonitis related to a peritoneal dialysis
catheter, and any bacteremia related to hemodialysis access (including arteriovenous
fistula, arteriovenous graft, or vascular catheter) using modifier V8.

ESRD facilities may report the@GPCS 90999 Unlisted Dialysis Procedure Inpatient or
Outpatient to report the above modifiers.

60 - Separately Billable ESRD Items and Services
(Rev. 1, 1601-03)
PRM-1-2711



An item or service is separately billable if its cost was specifically excludeddost

data used to calculate the composite rate. This determination is not dependent on the
frequency that dialysis patients require the item or service during dialysis. All claims for
separately billable items/services must indicate why the itemsissemiere medically
necessary. ESRD facilities must accept the Medicare allowance as the full payment for
any items and services they furnish.

60.1- Lab Services
(Rev.2134, Issued: 0114-11, Effective: 0201-11, Implementation: 0:03-11)

See the MedicarBenefit Policy Manual, Chapter 11, for a description of lab services
included in the composite rate.

Independent laboratories and independent dialysis facilities with the appropriate clinical
laboratory certification in accordance with CLIA may be gardESRD clinical

laboratory tests that are separately billable. The laboratories and independent dialysis
facilities are paid for separately billable clinical laboratory tests according to the
Medicare laborato