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10 - Monthly Intermedi ary and Carrier Workload Report (Form CMS -

1566 and CMS1565)- General
(Rev. 6, 0830-02)
A3-3892 and B3 13300

Intermediaries and carriers must prepare and submit to CMS each month the appropriate
workload report (Form CM3566 for intermediaries and Fol@MS-1565 for carriers)
showing their workloads under the health insurance program. A separate report is
required for each office assigned a separate contractor number. A separate report is
required for each State assigned to the contractor, even ideatepontractor number is

not assigned.

10.1- Purpose and Scope
(Rev. 6, 0830-02)
A3-3892.1 and B3 13300.1

The monthly Workload Report is the source of current information on the status of
workloads. The data derived from the report, together withrimation from other
sources, are used by CMS for such purposes as:

¢ Estimating workloads,

e Analyzing manpower and material requirements,

e Establishing operating norms and pars,

e Comparing the performance of individual intermediaries, and

¢ Identifying prollem areas for resolution by the intermediary and/or CMS.
The workload report is designed to serve as a basic management tool for individual
contractors. It provides data needed for budgeting, financing-plarkiing, progress

evaluation, and identificain of operating problems.

The form must be submitted in accordance with the following instructions.

10.2- Due Date
(Rev. 6, 0830-02)
A3-3892.2

The report is transmitted to CMS CO via PC or terminal as soon as possible after the end
of the month beingeported, but no later than the 10th of the following month using
instructions contained in the Contractor Reporting of Operational and Workload Data
(CROWD) System User's Guide.



20- Completing Page One of the Monthly Intermediary Workload

Report
(Rev. 6 08:30-02)
A3-3893

20.1- Heading
(Rev. 6, 0830-02)
A3-3893.1

This report is referenced as Form D in the CROWD system. The intermediary completes
the ADD/UPDATE/DELETE DATA criteria screen with the appropriate information to
bring the reporting formdb its screen. It first keys in the number of working days
scheduled for the reporting period, less any days where no claims were processed as a
result of a strike, snow storm, etc. It does not count Saturdays, Sundays, or holidays.

20.2- Checking Rejorts
(Rev. 6, 0830-02)
A3-3893.2

Before submitting Form D to CMS, the intermediary checks its completeness and
arithmetical correctness. This check not only ensures accuracy but also uncovers other
errors and inconsistencies. It uses the following kiregc

For each column:
e Linel+2=3.
e Line7+8=6.
e Linel0+11=09.
e Line6+9=12.
e Line3+4-12=13.
e Line 5 must be equal to or less than line 4.
e Line 14 must be equal to or less than line 13.
e Line 15 must be equal to or less than lide

e Line18+19+20+21=17.

e Line 23 +24 + 25 + 26 = 22.

e Line 28 +29 + 30 + 31 = 27.



e Line 33 must be equal to or less than line 32.

e Line 35+ 36 + 37 = 34.
e Columns2+3+4+5+6=1forlines33.

e Columns 2 + 3 =1 for lines 337.

The intermediary bases all data reported on the -GBS on actual counts and not on
any types of estimates or samples.

20.3- Type of Bill
(Rev. 6, 0830-02)
A3-3893.3

The intermediary includes provider bills in the following columns of the report:

Column (1) Total - All provider bills.

Column (2) Inpatient Hospitat CMS-1450s submitted by hospitals for inpatient
services with the following twaligit classification codes in Form Locato
4: 1-1 (inpatient hospital); and-2 (Religious Nonmedical Hdth Care
Hospital inpatient).

Column (3) Outpatient CMS-1450s submitted by hospitals or SNFs for outpatient
services with the following twaligit classification codes in Form Locato
4: 1-3 (Hospitaloutpatient); 23 (SNFoutpatient); 43 (Religiaus
Nonmedical Health Care Hosp#alitpatient); 53 (Religious Nonmedical
Health CareSNFoutpatient); and -8 (Hospitaloutpatiertsurgical
proceduresASC).

Column (4) SNF- CMS-1450s with the following twaligit classification codes in For
Locator4; 1-8 (hospital swingbed); 21 (SNFinpatient); 28 (SNFswing
bed); and 5L (Religious Nonmedical Health CagNFinpatient).

Column (5) HHA - CMS-1450s submitted by HHAs, with the following tvaigit
classification codes in Form Locator 423HHA-Part B visits and use of
DME); 3-3 (HHA-Part A visits and DME); -3 (HHA-OtherPart B
benefits). Include HH PPS Requests for Anticipated Payment (RAPS)
threedigit classification code-2-2 or 33-2 with dates of service
10/01/2000 and greater inditlon to claims in this column.

Column (6) Other- CMS-1450s with the following twaligit classification codes in
Form Locator 4:

1-2 (hospital inpatienPart B benefits),



1-4 (hospitalOtherPart B benefits),

2-2 (SNFinpatientPart B benefits),

2-4 (SNFOtherPart B benefits),

4-2 (Religious Nonmedical Health CargatientPart B benefits),
4-4 (Religious Nonmedical Health Cairgoatientother),

5-2 (Religious Nonmedical Health CagNF inpatientPat B
benefits), 54 (Religious Nonmedical Health Ca8NF inpatient
other),

7-1, 7-2, 7-3, 7-4, 7-5 (Clinicsprovider and independent RHCs,
ESRD hospitabased or independent renal dialysis facilities,
FQHCs, CMHCs, ORFs, and CORFS), and

8-1 and 82 (Hospices)

20.4- Body of Report
(Rev. 175, Issued: 128-10, Effective: 0401-11, Implementation: 0404-11)

SECTION A: INITIAL BILL PROCESSING OPERATION

The intermediary completes every type of bill column (1 through 6) for each reporting
item as described below. It includes data on all bills received for initial processing from
providers (including all RHCs) directly or indirectly through a RO, another intermediary,
etc. It also includes data on demand bills angap bills submitted by pragters with no
charges and/or covered days/visits. It does not include:

Bills received from institutional providers if they are incomplete, incorrect, or
inconsistent, and consequently returned for clarification. Individual controls are
not required fothem;

Adjustment bills;

Misdirected bills transferred to a carrier or another intermediary;

HHA bills where no utilization is chargeable and no payment has been made, but
which it has requested only to facilitate record keeping processes (There is no

CMS requirement for HHAs to submit no payment-utitization chargeable
bills.); and



¢ Bills paid by an HMO and processed by the intermediary.

¢ Claims submitted by HHAs under the HH PPS with thiiggt classification -
9 or 33-9 are processed as adjusihtseto a previously submitted RAP record.
However, the intermediary counts both HHPPS RAPs and claims as initial bills
for this report. It does not exempt HH PPS claims as adjustments.

Opening Pending

Line 1 - Pending End of Last Month- The system wilpre-fill the number pending
from line 13 on the previous month's report.

Line 2 - Adjustments - If it is necessary to revise the pending figure for the close of the
previous month because of inventories, reporting errors, etc., the intermediaryrenters t
adjustment. It reports bills received near the end of the reporting month and placed under
computer control sometime after the reporting month as bills received in the reporting
month andhot as bills received in the following month. In the event gzame bills may

not have been counted in the proper month's receipts, it counts them as adjustments to the
opening pending in the subsequent month.

It enters on line 2 any necessary adjustments, preceded by a minus sign for negative
adjustments, as appragte.

Line 3 - Adjusted Opening Pending- The system will sum line 1 + line 2 to calculate
the adjusted opening pending.

Receipts

Line 4 - Received During Month- The intermediary enters the total number of bills
received for initial processing duriniyget month.

It counts all bills immediately upon receipt regardless of whether or not they are put into
the processing operation with the exception of those discussed below.

NOTE: It counts bills submitted by providers electronically after they have gpasse
intermediary consistency edits. Prior to that time, it may return these bills or the
entire tape reel (where magnetic tape is the medium of submission) without
counting them as "received." However, once the bills or tapes have passed
consistency editand are counted as received, it uses the actual receipt date, not
the date the edits are passed, in calculating pending and processing times.

If a bill belonging to one of the abowxcluded categories is inadvertently counted as an
initial bill received(e.g., certain adjustment bills unidentifiable at the time of receipt), the
intermediary subtracts it from the receipt count when the bill is correctly identified.



Line 5 - Electronic Media Bills - The intermediary reports the net number of bills
includedon line 4 which were received in paperless form via electronic media from
providers or their billing agencies and read directly into the intermediary claims
processing system. It does not count on this line bills that it received in hardcopy and
enteredusing an Optical Character Recognition (OCR) device. It does not count any bills
received in hardcopy and transferred into electronic media by any entity working for it
directly or under subcontract.

Clearances

Line 6 - Total CWF Bills (7 + 8) - The inermediary reports the number of initial bills
(described in lines 7 and 8 below) processed through CWF and posted to CWF history. It
doesnot include bills sent to CWF and rejected, unless they were resubmitted and posted
to CWF history in the reporting omth. It reports these bills in the month that it moves

the bill to a processed location in the intermediary system after receipt of the host's
response to pay or deny.

Line 7 - Payment Approved (CWF)- The intermediary enters the number of initial bills
for whichit approved some paymentnd for which the CWF host responded accepting
the intermediary determination. It includes bills for which it approved payment in full or
in part as a result of a determination that both the beneficiary and the progider

without fault (liability waiver). (See the Medicare Claims Processing Manual, Chapter
30, Financial Liability Protections.) The intermediary reports here those fully
adjudicated, approvefr-payment bills for which it has received a response ttom

host and are holding only due to the payment floor.

Line 8 - No Payment Approved (CWF)- The intermediary enters the number of initial
bills processed through CWF during the month for which it approved no payment. It
reports here those bills for whiglayment is not made because the deductible has not yet
been met and payment is therefore applied to the deductible.

Line 9 - Total Non-CWF Bills (10 + 11)- The intermediary reports the number of initial
bills (described in lines 10 and 11 below) proeessutside CWF. Ne€WEF bills are

those either rejected by or not submitted to CWF that the intermediary finally adjudicates
outside of CWF and therefore, are not posted to its history in the reporting month. The
intermediary reports these bills as FOWF, even if it plans to submit an informational
record in the future. It reports such bills in the month in which it made the determination
as to their final disposition.

It doesnot include home health bills where no utilization is chargeable and mogray
has been made, but which it requested only to facilitate record keeping processes.

Line 10 - Payment Approved (NorCWF) - The intermediary enters the number of
initial bills processed outside CWF for whiitlapproved some payment It includes
bills for which it approved payment in full or in part as a result of a determination that



both the beneficiary and the provider were without fault (liability waiver). (See the
Medicare Claims Processing Manual, Chapter 30, Financial Liability Protections.)

Line 11- No Payment Approved (NorCWF) - The intermediary enters the number of
initial bills processed outside CWF during the month for which it approved no payment.

Line 12 - Total Processed The intermediary reports the sum of lines 6 and 9.

NOTE: It reports as processed on line 12 those bills it has moved to a processed location
after being accepted by the host and is holding only due to the payment floor. However,
for pages 212 of this report, it reports these bills as processed in the month dumiciy

the scheduled payment date falls (which may be in a subsequent reporting period).

The intermediary reports HMO bills it paid on line 12 and on pagka At doeshot
report those bills paid by HMOs and processed by the intermediary on linetzages
2-12. It reports such HMO paid bills only on line 39 of page 1.

Closing Pending

Line 13- Pending End of Month- The system will calculate the number of bills

pending at the end of the month by adding line 3 (adjusted opening pending) to line 4
(receipts) and subtracting line 12 (total processed). The intermediargaoeport as
pending those bills that it has moved to a processed location after being accepted by the
host and is holding only due to the payment floor. It reports suclabiffsocessed on

line 12.

Line 14 - Pending Longer Than 1 Month- The intermediary reports the number of bills
included in line 13 pending longer than 1 month, i.e., those received prior to the reporting
month but not processed to completion by the erideofeporting month. For example,

for the reporting month of October 2001, it reports the number of bills pending at the end
of October 2001 which had been received prior to October 1, 2001. It excludes bills
received in the reporting month.

Line 15 - Pending Longer Than 2 Months- The intermediary reports the number of

bills included in line 13 pending longer than 2 months, i.e., those received prior to the
month preceding the reporting month but not processed to completion by the end of the
reporting nonth. For example, for the reporting month of October 2001, it reports the
number of bills pending at the end of October 2001 that had been received prior to
September 1, 2001. It excludes bills received in the reporting month and one month prior
to thereporting month.

Bill Investigations
Line 16 - Bill Investigations Initiated - The intermediary enters the number of initial

bills that, for purposes of processing the claim to completion, reqoirtstle contact
(via telephone, correspondence, orsite visit) with providers, social security offices, or



beneficiaries during the month. This includes contacting outside parties to resolve
problems with covered level of care determinations, insufficient medical information or
missing, inconsistent, or inarect items on the bill. It does not count routine submissions
by providers of additional medical evidence with bills as investigations in themselves. It
counts only the number of bills requiring investigatioot the number of contacts made.

It excludes bills reported as investigated in a prior month from this count even if the
investigation continued into the reporting month. It doatscount as bills investigated
those returned to providers because they were incomplete, incorrect or incongidtent, a
consequently were not counted as "receipts."

SECTION B: ADJUSTMENT BILLS

This section includes data on the number of adjustment bills processed and pending for
the reporting month, including those generated by providers, PROSs, or as a result of MSP
or other activity. In reporting adjustment bills, the intermediary counts only the number

of original bills requiring adjustment, not both the debit and credit

Claims submitted by HHAs under the HH PPS with thiiggt classification 2-9 or 3

3-9 are pocessed as adjustments to a previously submitted RAP record. However, both
HHPPS RAPs and claims are counted as initial bills. The intermediary does not report
HH PPS claims as adjustments.

Clearances

Line 17 - Total CWF Processed (18+19+20+21)The ntermediary reports the number

of adjustment bills processed through CWF during the month. It counts adjustment bills
as processed in final only when acceptance from CWF is received. Since 83664
precludes the processing of a utilization adjustment bill CWF accepts the bill upon
which the adjustment action is based, no utilization adjustment billing action may be
processed until CWF has accepted the original bill.

Line 18- PRO Generated (CWF)- The intermediary reports the number of adjustment
bills included in line 17 which were generated by PROs.

Line 19- Provider Generated (CWF)- The intermediary reports the number of
adjustment bills included in line 17 which were generated by providers.

Line 20- MSP (CWF) - The intermediary reports the nber of adjustment bills
included in line 17 which were generated as a result of MSP activity.

Line 21 - Other (CWF) - The intermediary reports the number of adjustment bills
included in line 17 which were generated by other than PROs, providers, or k\&ty.ac
It includes HMO adjustments where the HMO acted as an intermediary and made
payment on the initial bill.



Line 22 - Total Non-CWF Processed (23+24+25+26)The intermediary reports the
number of adjustment bills that it processed outside of CWiRgithe month. It counts
such adjustment bills as processed in final only when no further action is required.

If it receives an adjustment bill from a provider when the original bill is still in its
possession, it takes the final adjustment action emtiginal bill before it is submitted to
CWEF. It counts the adjustment bill as cleared when acceptance of the original bill is
received from CWF.

Line 23- PRO Generated (NorRCWF) - The intermediary reports the number of
adjustment bills included in l®22 which were generated by PROs.

Line 24 - Provider Generated (NonCWF) - The intermediary reports the number of
adjustment bills included in line 22 which were generated by providers.

Line 25- MSP (Non-CWF) - The intermediary reports the number ofustiment bills
included in line 22 which were generated as a result of MSP activity.

Line 26 - Other (Non-CWF) - The intermediary reports the number of adjustment bills
included in line 22 that were generated by other than PROs, providers, or MSP.activity
It includes HMO adjustments where the HMO acted as an intermediary and made
payment on the initial bill.

Pending

Line 27 - Total Pending (28+29+30+31) The intermediary reports the number of
adjustment bills which were not processed to completiahéyend of the reporting
month.

Line 28 - PRO Generated- The intermediary reports the number of adjustment bills
included in line 27 which were not processed to completion by the end of the reporting
month and which were generated by PROs.

Line 29 - Provider Generated- The intermediary reports the number of adjustment bills
included in line 27 which were not processed to completion by the end of the reporting
month and which were generated by providers.

Line 30- MSP - The intermediary reports the nuartof adjustment bills included in line
27 which were not processed to completion by the end of the reporting month and which
were generated by MSP activity.

Line 31 - Other - The intermediary reports the number of adjustment bills included in
line 27 whch were not processed to completion by the end of the reporting month and
which were generated by it or by a source other than PROs, providers, or MSP activity.
It includes HMO adjustments not processed to completion where the HMO acted as an
intermediaryand made payment on the initial bill.



SECTION C: MEDICAID CROSSOVER BILLS

This section presents data on the volume of Medicaid crossover bills sent to Medicaid
State agencies or their fiscal agents.

Clearances

Line 32 - Transmitted to State Agencies The intermediary enters the total number of
Medicaid crossover bills transmitted to State agencies or their fiscal agents in the
reporting month.

Line 33 - Transmitted Electronically - The intermediary enters the number of bills
included in line 32 whis were transmitted via electronic media to State agencies or their
fiscal agents.

SECTION D: MISCELLANEOUS DATA
INQUIRIES

This section presents data on the volume of provider or beneficiary inquiries that were
processedduring the reporting month. lhae onlyprocessednquiries dealing with

Medicare bill processing issues. These issues correspond to the workload budgeted under
line 1 of the CMS1523 budget form.

The intermediary counts inquiries as follows:

Beneficiary - It counts one per contagtelephone, wakin, or written), regardless of the
number of bills being questioned. For example, if a letter from a beneficiary requests
information on the status of one or more bills, it counts the response (interim or final) as
one written beneficiarinquiry. It counts each completed reply, terminated telephone
conversation, or kperson discussion as processed, regardless of the need for subsequent
contact on the same issue. Responses resulting from additional intermediary follow up or
analysis, ofrom additional contact by the beneficiary, are separate inquiries.

Beneficiary inquiries include those made by anyone on behalf of the benekciaept

by a provider.

Provider - The intermediary counts one per contact (telephone -watk writter). For
example, if a provider calls or writes to obtain the status of 3, 6, or 10 separate bills, it
count the response as 1 provider telephone or written inquiry.

It includes or excludes beneficiary and provider inquiries as follows:

e It counts as inquies requests for Medicare information from beneficiaries or
providers or their representatives that are directed to it for response.



e It does not count processed inquiries that are concerned solely with its line of
business.

e [t does not count inquirieacerned with professional relations activities.

e It does not count inquiries related solely to payment issues, MR or utilization
review, MSP, audits, etc. These are areas for which it receives separate Medicare
funding. This exclusion achieves compaligbwith the CMS1523 budget form.

e |t counts voice inquiries captured electronically as telephone inquiries, and
electronic mail inquiries as written inquiries. It counts electronic inquiries only if
the response is provided by telephone or in writimg) l@quires its involvement.

It doesnot count electronic inquiries if the provider can directly access its system
to determine bill status.

e It counts Congressional inquiries according to whether they were made on behalf
of a beneficiary or provider.

e |t counts inquiries made by ROs or SSA district offices only if they concern a
Medicare bill and are made on behalf of a beneficiary or provider.

¢ It counts misdirectetklephoneinquiries referred to another source for a final
response. It does not counisdirected written inquiries.

e |t does not count inquiries that are, in fact, explicit or implicit requests for
reconsiderations or hearing. See Medicare Claims Processing Manual, Chapter
29, Appeals of Claims Decisions, for specifics on what is a refprest
reconsideration or review.

e |t reports the number of inquiries from beneficiaries (column 2) and providers
(column 3) processed during the reporting month, as follows:

Line 34 - Total - It reports in the appropriate column the total number of inegiiri
processed.

Line 35- Telephone Inquiries- It reports in the appropriate column the total number of
telephone inquiries processed.

Line 36 - Walk-in Inquiries - It reports in the appropriate column the total number of
walk-in contacts processed.

Line 37 - Written Inquiries - It reports in the appropriate column the total number of
written inquiries responded to.

OPTICAL CHARACTER RECOGNITION BILLS



Line 38- Total Bills Received- It enters the total number of bills that it received in
hardcopy andrgered using an OCR device. It does not count these bills as electronic
media bills on line 5, page 1, or in column 8, pagéd4 2

BILLS PAID BY HMOs

Line 39 - Total HMO Bills Processed- It enters the number of bills that were paid by
HMOs and processby it during the reporting month. It reports HMO bills paid by it on
line 12 butdoes notreport such bills on line 39.

MEDICARE SUMMARY NOTICES (MSNSs)

Line 40 - Total MSNs Mailed - It enters the number of MSNs mailed to beneficiaries
during the repdimg month.

30- Completing Pages 2 through 21 of Intermediary Workload Report
(Rev. 6, 0830-02)
A3-3894

30.1- Heading
(Rev. 6, 0830-02)
A3-3894.1

These pages are referenced as Form U (pa@é3 @ d Form E (pages-PA) in the
CROWD system. The tarmediary completes the ADD/UPDATE/DELETE DATA
criteria screen with the appropriate information to bring the reporting format to its screen.

30.2- Checking Reports
(Rev. 6, 0830-02)
A3-3894.2

Before submitting Forms U and E to CMS, check for compésterand arithmetical
accuracy, the intermediary uses the following checklist:

e For each column, line 38 must equal the sum of lir8%.1
e Forlines 138 on pages-21, column 1 must equal the sum of colum#s 2

e For each of lines-B8 on pages-21, colunn 8 must be less than or equal to
column 1.

e For each of lines-B8 on pages 121, column 1 must be less than or equal to
column 2 for the corresponding bill type on pageisl2

e For each of lines-B8 on pages 121, column 2 must be less than or edaoal
column 3 for the corresponding bill type on pagesl 2



e The "Total" pages (pages 11 and 21) must equal the sum of all the bill types
(pages 210 and 1220, respectively) for each data element on the page, except
line 39.

30.3- Body of Report
(Rev. 6,08-30-02)
A3-3894.3

SECTION E (1): CLAIMS PROCESSING TIMELINESSALL CLAIMS

Pages 211 of the CMS$1566 include data on intermediary activity in processing all bills
to completion during the reporting period. The intermediary counts the bill as ggdces
to completion on the "scheduled payment date," which is the date the check it issued is
mailed, deposited by it in the provider's account, or transferred electronically. For PIP
bills and no payment bills, the "scheduled payment date" is the dagayiorent bills in

the same adjudication batch. Base data shown on reliable counts of all bill processing
activity. The intermediary does not estimate bill counts It reports data on initial bills
only (including demand bills and fuay bills submitted bproviders with no charges
and/or covered days/visits). It does not include:

¢ Bills received from institutional providers if they are incomplete, incorrect, or
inconsistent and consequently returned for clarification. Individual controls are
not requiredor these bills;

e Adjustment bills;
e Misdirected bills transferred to a carrier or another intermediary;

¢ HHA bills where no utilization is chargeable and no payment has been made, but
which the intermediary requested only to facilitate record keepirggpses.
(There is no CMS requirement for HHASs to submit no paymenutitination
chargeable bills);

¢ Bills paid by an HMO and processed by the intermediary, and

e HH PPS RAPs with thredigit classification code-2-2 or 33-2 with dates of
service 10/0R001 and greater.

Apart from these exceptions, it includes in the report all bills (including PIP, EMC,
provider and independent RHC, as well as HMO bills paid by it) processed to completion
(i.e., paid bills, complete denials, and no payment billsh@réporting month. It reports

bills in the month the scheduled date of payment falls. See The Medicare Claims
Processing Manual, Chapter 1, General Billing Requirements for the definition of
scheduled payment date for all bills, including PIP and nanpay bills. "Clean" bills

are those that do not require investigation or developmeéatnal to the intermediary



operation on a prepayment basi s. Bills
"other" bills. See The Medicare Claims ProcessingWarChapter 1, General Billing
Requirements for examples of "clean" and "other." Bills paid are those for which some
payment was made (i.e., payment greater than zero). Bills not paid are those for which
no payment was made (i.e., bill charges applerdpetely toward deductible or fully
denied).

On each page-21 (there is a separate page for each type of bill category listed below),
the intermediary reports:

e In column 1, the total number of bills processed to completion;

In column 2, the number 8hon-PIP clean” bills paid;
e In column 3, the number of "neRIP other" bills paid;
¢ In column 4, the number of "PIP clean" bills paid;
e In column 5, the number of "PIP other" bills paid;
e In column 6, the number of "clean” bills not paid,;
e In column 7, tle number of "other" bills not paid; and

e In column 8, the number of "clean" and "other" bills processed to completion,
which were received via electronic media from providers or their billing agencies
and read directly into the intermediary claims procegsistem. The
intermediary does not count on this line bills that it received in hardcopy and
entered using an OCR device. It does not count any bills received in hardcopy
and transformed into electronic media by any entity working for it directly or
under subcontract.

For each category, it shows the number processed to completion on the line
corresponding to the number of days from receipt by it to the scheduled date of payment
or other final action, if a npay bill. See The Medicare Claims Procegdanual,

Chapter 1, General Billing Requirements for definition of receipt date.

NOTE: For bills received by tape, the date the intermediary receives the tape should be
used as the receipt date and not the date the tape passes the edits.

To calculate th processing time for a claim, the intermediary subtracts the Julian receipt
date from the processed to completion Julian date. When the processed to completion
date falls in the year following the year of receipt, it adds to the Julian date of completion
365 (or 366 if the year of receipt is a leap year). If a claim is processed to completion on
the same day it is received, the processing time is one day. This definition applies to all
lines of the report, including line 39.

t hat



On line 39 the intermediamgports the mean processing time (PT) to one decimal place
for each column. To calculate the mean PT, it adds the processing times for all the bills
shown in lines 437 of that column and divides by line 38. It does not use the categories
on the report tealculate the mean PT. Because of the aggregation of claims in lines 34
37, it must use the processing times for the individual claims as explained below to make
this calculation.

Mean Processing Time Calculation for All Claims

e Subtract the Julian daté# receipt from the Julian date of payment (or equivalent
action for those not paid) for each claim.

e Sum the result for each claim into a total number of days for all claims.
¢ Divide this result by the total number of claims.

¢ Round to one decimal place.

EXAMPLE :
Claim Julian Date Paid Counter Counter
Receipt by Days by Claims
A 91103 91133 30 1
B 91105 91206 101 2
C 91115 91177 62 3
D 91120 91213 93 4
E 91122 91215 93 5
F 91130 91223 93 6

Total Days = 30 + 101 + 62 + 93 + 933 =472
Mean = 472/6 = 78.6666 = 78.7
The intermediary completes the report for each bill type:

¢ Inpatient Hospital - Of the bills reported on the "All Claims" page, it shows on
page 2 data on the number of CNI&0s submitted by hospitals for inpatie
services with the following twaligit classification codes in Form Locator 4:11
(inpatient hospital); and-4 (Religious Nonmedical Health Care Facility
Hospitatinpatient),

e Outpatient - Of the bills reported on the "All Claims" page, it showspage 3
data on the number of CMB150s submitted by hospitals and SNFs for outpatient
services with the following twaligit classification codes in Form Locator 4:31



(hospitatoutpatient); 23 (SNFoutpatient); 43 (Religious Nonmedical Health
Care Fadity - Hospitatoutpatient); 53 (Religious Nonmedical Health Care
Facility - SNF-outpatient); and-8 (hospitaloutpatient surgical procedures
ASC),

¢ SNF- Of the bills reported on the "All Claims" page, it shows on page 4 data on
the number of CMS.45Gs with the following twedigit classification codes in
Form Locator 4: 18 (hospital swingbed); 21 (SNFinpatient); 28 (SNFswing
bed); and 5L (Religious Nonmedical Health Care FacilitgNF~inpatient),

e HHA - Of the bills reported on the "All Claifipage, it shows on page 5 data on
the number of CM&.450s with the following twaligit classification codes in
Form Locator 4: 2 (HHA-Part B visits and use of DME):3 (HHA-Part A
visits and DME); and -3 (HHA-otherPart B benefits),

e Hospice- Of thebills reported on the "All Claims" page, it shows on page 6 data
on the number of CM3450s with the following twaligit classification codes in
Form Locator 4: 8 and 82 (Hospice),

e COREF - Of the bills reported on the "All Claims" page, it shows ogepa data
on the number of CM3450s with the following twaligit classification codes in
Form Locator 4: 74 (Other Rehabilitation Facility) andY (Comprehensive
Outpatient Rehabilitation Facility),

e ESRD- Of the bills reported on the "All Claims" pageshows on page 8 data on
the number of CM&.450s with the following twaligit classification codes in
Form Locator 4: 2 (hospitalbased or independent renal dialysis facilities),

e Lab (All referred outpatient diagnostic service$)f the bills repated on the "All
Claims" page, it shows on page 9 data on the number of GNSs with the
following two-digit classification codes in Form Locator 4:4 {HospitatOther
Part B benefits); and-2 (SNFOtherPart B benefits),

e Other - Of the bills reportd on the "All Claims" page, it shows on page 10 data
on the number of CM3450s not included in the previous eight bill categories,
including provider and independent RHC bills, and

e All Claims - On page 11 it includes all bills processed to completioimdguhe
reporting month.

SECTION E(2): CLAIMS PROCESSING TIMELINESEMC CLAIMS AND
ADJUSTMENTS FOR CPEP CPT CALCULATIONS

Pages 121 of the CMS1566 the intermediary includes data on the-Rtf bills paid
during the month they were received via eleaic media. The basic instructions and



definitions that apply to pageslA (see above) also apply to page212 For each bill
type, it reports the following information:

e Column 1- The intermediary reports the number of EMC claims that were
includedin column 2 (paid noiPIP clean) for the corresponding bill type on
pages 211.

e Column 2- The intermediary reports the number of EMC claims that were
included in column 3 (paid neRIP other) for the corresponding bill type on
pages Z11.

For each biltype on pages 121, it reports the following adjustments for CPEP CPT
calculations:

CWEF - Claims that were beyond its control due to CWF. (See The Medicare Claims
Processing Manual, Chapter 1, General Billing Requirements for definition of claims
meetig this criteria.)

A. The number of EMC neRIP clean claims paid beyond the EMC ceiling.
B. The number of paper ng?IP clean claims paid beyond the paper ceiling.
C. The number of all claims processed beyond 60 days.

WAIVER - Non-PIP claims paid undéhe claims payment floor for which the
intermediary had a waiver from CMS.

D. The number of EMC neRIP clean claims paid under the EMC floor.

E. The number of paper nétP clean claims paid under the paper floor.

F. The number of EMC neRIP claims (clan and other) paid under the EMC floor plus
the number of paper ndPIP claims (clean and other) paid under the paper floor.

30.4- Completing Page 22 of Intermediary Workload Report
(Rev. 6, 0830-02)
A3-3894.4

30.5- Heading
(Rev. 6, 0830-02)
A3-38945

This page is referenced as Form W in the CROWD system. The intermediary completes
the ADD/UPDATE/DELETE DATA criteria screen with the appropriate information to
bring the reporting format to its screen.

30.6- Checking Reports
(Rev. 6, 0830-02)
A3-3894.6



Before transmitting page 22 to CMS, the intermediary checks its completeness and
arithmetical accuracy. It uses the following checklist:

e For each column, line 1 must equal the sum of lin&8.2
e For each column, line 11 must equal the sum of lir#e20.

e For each line, column 1 must equal the sum of colursis 2

30.7- Body of Report
(Rev. 175, Issued: 128-10, Effective: 0401-11, Implementation: 0404-11)

SECTION F: INTEREST PAYMENT DATA

The intermediary reports on Page 22 of the G\M86 data on the bills on which it paid
interest because it paid the bills after the required payment date per 89311 of the
Omnibus Budget Reconciliation Act of 1986. Counts of bills processed reflect their
status as of the last workday of the reporting calemaath. The intermediary bases data
shown on reliable counts of all bill processing activity and not on estimates. It reports
data on initial bills only. Note that HH PPS RAPs with thdegt classification code-3

2-2 or 33-2 with dates of service 1@/2000 and greater are not subject to interest
payment and should be excluded from this section. The intermediary includes all bills
requiring interest payments in the month. It reports bills in the month the scheduled date
of payment falls. See The Mieare Claims Processing, Chapter 1, General Billing
Requirements, for a discussion of interest payments and the definition of scheduled
payment date.

It the report for each column as follows:

e Column 1- Total - It includes data for all bills for whichnterest payments were
made in the reporting month.

e Column 2 - Hospital - Of the bills reported in column 1, it shows in column 2
data for CMS1450s submitted by hospitals fiopatient or outpatient services
with the following twedigit classification cods in Form Locator 4:

1-1 (inpatient hospital)

1-2 (inpatient hospital Part B benefits)

1-3 (outpatient hospital)

1-4 (hospital- other Part B benefits)

4-1 (Religious Nonmedical Health Care HospHahpatient)

4-2 (Religious Nonmedical Héth Care Hospitat inpatient Part B benefits)
4-3 (Religious Nonmedical Health Care HospHalutpatient)

4-4 (Religious Nonmedical Health Care Hospiahpatient other)

8-3 (Outpatient hospital surgical proceduresSC)



e Column 3- SNF-Of thebills reported in column 1, it shows in column 3 data for
CMS- 1450s submitted with the following twaigit classification codes in Form
Locator 4:

1-8 (hospital swingbed)

2-1 (SNF- inpatient)

2-2 (SNF- inpatient Part B benefits)

2-3 (SNF- outpatient)

2-4 (SNF- other Part B benefits)

2-8 (SNFswingbed)

5-1 (Religious Nonmedical Health Care SNpatient)

5-2 (Religious Nonmedical Health Care SNipatient Part B benefits)
5-3 (Religious Nonmedical Health Care SNButpatient)

5-4 (Religious Nonmedical Health Care SNpatient other)

e Column 4 - HHA - Of the bills reported in column 1, it shows in column 4 data
for CMS-1450s with the following two digit classification codes in Form Locator
4: 32,33, and 4.

e Column 5- Hospice- Of the bills reported in column 1, it shows in column 5
data for CMS1450s with the following twaligit classification codes in Form
Locator 4: 81 and 82.

e Column 6 - Remainder - Of the bills reported in column 1 it shows in column 6
data fo all CMS-1450s not included in columns&2(including provider and
independent RHCs).

On line 1, it shows the number of claims on which it paid interest in the reporting month.

It reports on line 2 the number of claims included in line 1 for which damayment

one day after the required payment date (e.g., the required payment date is 25 days in FY
1999). Data for lines-30 are similar to those for line 2. It calculates the number of days
late by subtracting the Julian date of receipt of the tafhfthe Julian scheduled payment
date and then subtracting the required payment date (i.e., 25 in FY 1999). If the bill is
paid in the year following the year of receipt, it adds 365 or 366 (if the year of receipt is a
leap year) to the result, as appiafe.

On line 11, it shows the amount paid in interest on the bills reported in line 1. See The
Medicare Claims Processing Manual, Chapter 1, General Billing Requirements on how to
calculate interest payments. On lines2Rit shows the amounts paidimerest for bills
reported in lines-A0, respectively. It shows payment amounts on line20ltb the

nearest penny, including the decimal point.



Exhibit 1

Form CMS 1566- Medicare Program Intermediary Workload Report, Page 1

Intermediary Name: Reporting Period:
Intermediary Number: Number of Working Days:
ISEC'I'IONA:—’I'I'OT’IW‘IW‘WIM‘IWT
INITIAL BILL PROCESSING 1) 2) (3) 4) I(5) i)
|Opening Pending

1. Opéning Peﬁding

2. Adjustments (+ of)

3. Adj Opening Pending

|[Receipts
4. Received during Month

I5. Electronic Media

|Clearances
6. Total CWF Bills

7. Payment Approved

8.  No Payment Approved|

9. Total NorRCWF Bills

10. Payment Approved

11. No Payment Approvec

12. Total Processed

|Closing Pending

13. Pending End of Month

14. Longer than 1 bhth

15. Longer than 2 Months




Exhibit 1 (Cont.)

Form CMS 1566- Medicare Program Intermediary Workload Report, Page 1

Intermediary Name: Reporting Period:
|Intermediary Number: | INumber of Working Days:

SECTION A: [TOTAL | INPATIENT OUTPATIENT SNF HHA [OTHER |
INITIAL BILL PROCESSING (1) (2) (3) (4) 5) (6)

[Bill Investigations
16. Investigations Init

SECTION B: ADJUSTMENT BILLS
ICWF Clearances
17. Total CWF Processed

18. PRO Genated

19. Provider Generated

20. MSP

21. Other

INon-CWEF Clearances

22. Total NorCWF Prcsd

23. PRO Generated

24. Provider Generated

25. MSP

26. Other




Exhibit 1 (Cont.)

Form CMS 1566- Medicare Program Intermediary Workload Report, Page 1

Intermediary Name: Reporting Period:

Intermediary Number: Number of Working Days:

r— ] outT | [ ]
TOTAL INPATIENT |[PATIENT  |SNF |HHA |OTHER

SECTION B: ADJUSTMENT BILLS  ||2) @) (3) I(4) () |6)

|Pending

27. Total Pending

28. PRO Generated

29. Provider Generated

30. MSP

31. Qher

SECTION C: MEDICAID
[CROSSOVER BILLS

[Clearances

32. Trans to St Agencies

33. Trans Electronically

SECTION D:

IMISCELLANEOUS DATA TOTAL |[BENEFICIARY |PROVIDER
Inquiries

34. Total Imuiries

35. Telephone

36. Walkin

37. Written




Exhibit 1 (Cont.)

Form CMS 1566- Medicare Program Intermediary Workload Report, Page 1

Intermediary Name: Reporting Period:

Intermediary Number: Number of Woking Days:

|SECTION D: TOTAL “INPATIENT OUTPATIENT  ||SNF|HHA |OTHER
MISCELLANEOUS DATA 1) 2) (3) 4) |lie) &)
|OCR Bills

38. Total Received

[Bills Paid by HMOs

39. Total Processed

[IMedicareSummary Notices
40. Total MSNs Mailed




Exhibit 2

SECTION E(1): CLAIMS PROCESSING TIMELINESSALL CLAIMS

Form CMS 1566 Medicare Program Intermediary Workload Report, Pages 2

Intermediary Number: Bill Type: Report Month:
* kkkkk *kkkkkkk **PAID** *kkkkkkk ***NOT PAID***
**Non _PlP** ***PIP****

DAYS TO |TOTAL |CLEAN |OTHER CLEAN OTHER |CLEAN |OTHER |EMC

PROCESS| (1) (2) 3) 4) ) (6) (7) (8)

1.1

2.2

3.3

4.4

5.5

6.6

7.7

8.8

9.9

10. 10

11. 11

12. 12




Exhibit 2 (Cont.)

SECTION E(1): CLAIMS ROCESSING TIMELINESSALL CLAIMS

Form CMS 1566 Medicare Program Intermediary Workload Report, Pages 2

Intermediary Number:

Bill Type:

Report Month:

*kkkkkk

*kkkkkk

***PAI D***

NOT PAID

**Non -PIP**

*kkk P I P****

DAYS TO | TOTAL
PROCESS| (1)

CLEAN
(2)

OTHER
3)

CLEAN
(4) ()

OTHER

CLEA |OTHE
N R

(6) ()

EMC
(8)

13. 13

14. 14

15. 15

16. 16

17. 17

18. 18

19. 19

20. 20

21. 21

22.22

23. 23




Exhibit 2 (Cont.)

SECTION E(1): CLAIMS PROCESSING TIMELINES&\LL CLAIMS

Form CMS 1566 Medicare Program Intermediary Workload Report, PagEk 2

Intermediary Number:

Bill Type:

Report Month:

*kkkkkkk

*kkkkkk

**PAID**

*NOT PAID*

**Non -PIP**

*kkk P I P****

DAYS TO | TOTAL
PROCESS| (1)

CLEAN
(2)

OTHER
3)

CLEAN
(4) (5)

OTHER

CLEA |OTHE
N R

(6) ()

EM

(8)

24. 24

25.25

26. 26

27.27

28. 28

29. 29

30. 30

31. 31

32. 32

33. 33




Exhibit 2 (Cont.)

SECTION E(1): CLAMS PROCESSING TIMELINESSALL CLAIMS

Form CMS 1566 Medicare Program Intermediary Workload Report, Pages 2

Intermediary Number: Bill Type: Report Month:
*kkkkkk *kkkkk **PAID** **NOT PAID**
**Non _PI P** ****PI P****
CLEA |OTHE
DAYS TO | TOTAL CLEAN |OTHER |CLEAN |OTHER |N R EMC
PROCES | (1) (2) 3 4) ) (6) (7) (8)
34. 3445
35. 4660
36. 6190
37.91+
38. Total
39. Mean

PT




CMS-1566, Page

Page number and bill type to teported as follows:

Page 2 Inpatient Hospital (INP) Page 7 CORF (COR)
Page 3 Outpatient (OUT) Page 8 ESRD (ERD)
Page 4 SNF (SNF) Page 9 Lab (LAB)

Page 5 HHA (HHA) Page 10 Other (OTH)

Page 6 Hospice (HPC) Page 11 Total (TOT)



EXHIBIT 3

SECTION F: INTEREST PAYMENT DATA

Form CMS 1566- Medicare Program Intermediary Workload Report, Page 22

Intermediary Number:

Report Month:

BILLS/PAYMENTS

DAYS LATE

TOTAL
1)

HOSPITAL
(2)

SNF | HHA
(3) (4)

HOSPICE
©)

REMAINDER
(6)

1. TotalBills

2.1

3.2

4.3

5.4

6.5

7.615

8. 1630

9. 3160

10. 61+

11. Total Paid

12. 1

13.2

14. 3

15. 4




Exhibit 3 (Cont.)

SECTION F: INTEREST PAYMET DATA

Form CMS 1566- Medicare Program Intermediary Workload Report, Page 22

Intermediary Number:

Report Month:

BILLS/PAYMENTS
DAYS LATE

TOTAL
1)

HOSPITAL
(2)

SNF
(3)

HHA
(4)

HOSPICE
©)

REMAINDER
(6)

16.5

17. 615

18. 1630

19. 3160

20. 61+




40 - Monthly PRO Adjustment Bill Report (Inactive)
(Rev. 175, Issued: 1428-10, Effective: 0401-11, Implementation: 0404-11)

The intermediary prepares and submits to CMS, by the 10th of each month following the

reporting month, a PRO Adjustment Bill Report using the CROWD system. It submits a

tot al page showing contractor activity for a
submits a separate report for each PRO/State. For example, if the interrhadidigs

adjustment records for a PRO involving separate States, it should submit a separate report

for each State. It reports all tape adjustment requests as well as hardcopy adjustment

request records which the PRO has designated XXP (where XX isdigivoumeric

identifier) in accordance with the Medicare Claims Processing Manual, Chapter 4,

Outpatient Billing. If the intermediary does not have activity for a certain PRO/State

combination in a month, it shall not submit a report.

40.1- Heading
(Rev. 6, 0830-02)
A3-3895.1

The intermediary ent e-digtIDtardehe BROIs-8igitédDct or 6 s as s
number in the indicated spaces. It shows tagg State abbreviation. For the total

page show "Total" in the PRO space. In the spacedd3®eport Month/Year" enter the

calendar month and year reported, e.g., show 0692 for June 1992.

40.2- Body of Report
(Rev. 175, Issued: 128-10, Effective: 0401-11, Implementation: 0404-11)

For all PRO adjustments, determine the appropriate col@oemplete the report for
each line as follows:

e Line 1- Opening Pending- The intermediary enters the total number of
adjustment request records reported as pending at the end of the previous month.

e Line 2 - Revisions to Opening Pending The intermedigy reports the net result
of the number of request records that should not have been counted as adjustment
request records pending at the end of the previous month (minus) and the number
that were not counted but which should have been (plus).

e Line 3 - Revised Opening Pending The intermediary enters line 1 plus line 2.

e Line 4 - Electronic Adjustment Request Records ReceivedThe intermediary
enters the number of electronic adjustment request records received from the PRO
in the month.

e Line 5 - Electronic Adjustment Request Records Rejected The intermediary
enters the number of electronic adjustment request records reported on line 4 that
failed contractor front end edits.



Line 6 - Electronic Adjustment Request Records Accepted The intermediary
eners the difference of line 4 minus line 5.

Line 7 - Hard Copy Adjustment Requests Received The contractor shall enter

the number of hard copy adjustment requests it received from its PRO(s). It shall
count only hard copy requests the PRO has identfsetilP, 13P, 18P, 21P, or

83P.

Line 8 - Additional Bills to be Processed Due to Interim BillsThe intermediary
enters the number of interim bills to be adjusted as a result of PRO electronic or
hard adjustment requests. It does not count interim bille/fiich no change is
needed.

Line 9 - Total Adjustment Bills to be Processed The intermediary enters the
total number of adjustment bills to be processed. This is the sum of lines 3, 6, 7,
and 8.

Line 10 - Non-processable Adjustment Bills- Failed Batch/System Edits- The
intermediary enters the number of bills it could not process due to batch/system
edits. It includes any requests which conflict with its history; e.g., utilization. It
counts any interim bill which edits out of its system. Thele will be identified

as nonprocessable on the Revisions to the Monthly PRO Adjustment Bill Report.

Line 11 - Total Adjustment Bills Processed The intermediary enters the total
number of adjustment bills it has processed as a result of PRO adjustment
requests (hard copy and electronic). It counts each bill when multiple bills are
processed to satisfy one request.

Line 12 - Number Completed in 60 Days or Less The intermediary enters the
number of adjustment bills processed in 60 days or less fremdte it received
the adjustment request record.

Line 13- Number Completed in 6290 Days- The intermediary enters the
number of adjustment bill processed in 61 to 90 days.

Line 14 - Number Completed in 93120 Days- The intermediary enters the
numberof adjustment bills processed in 91 to 120 days.

Line 15- Number Completed Over 120 Days The intermediary enters the
number of adjustment bills processed in 121 days or more.

Line 16 - Closing Pending- The intermediary enters the total number of
adjustment request records pending at the end of the report month.



40.3- Checking Reports
(Rev. 6, 0830-02)
A3-3895.3

Before transmitting the report, the intermediary checks for completeness and arithmetical
accuracy. The line item edits apply to alleons. It uses the following checklist:

e Line 1 plusline 2 =line 3;

e Line 5 plus line 6 =line 4;

e Line 3 plus line 6 plus line 7 plus line 8 = line 9;

e Line 9 minus line 10 minus line 11 = line 16;

e Sum of lines 12 through 15 = line 11;

e Column b plugolumn ¢ = column a;

¢ Sum of all PRO pages = Total pages;

e Total page line 11 =line 17, column (i) of CMS66; and

e Line 1 of current month's report must equal line 16 of previous month's report.



40.4- Report Form
(Rev. 6, 0830-02)
A3-3895.4

MONTHLY PRO ADJUSTMENT BILL REPORT

_ PRO ID: || MONTH/YEA
INTERMEDIARY ID: STATE: IR
TOTAL  |INPATIENT | OUTPATIENT
(A) (B) (©)

1.0pening Pending

2.Revisions to Opening Pending

3.Revises Opening Pending

4.Elec. Adj. Req. Rec. Received

5.Elec. Adj. RecRec. Rejected

6.Elec. Adj. Rec. Received

7.HardCopy Adj. Req. Rec. Accepted

8.Addtl. Bills to be Proc. Due to Interim Bills

9.Total Adj. Bills to be Proc.




Report Form (Cont.)

MONTHLY PRO ADJUSTMENT BILL REPORT

_ PROID: |MONTH/YEA
INTERMEDIARY ID: STATE: IR
TOTAL  |INPATIENT  [OUTPATIENT
(A) (B) (©)

10.Nonprocessable Adjustment Bilisiled
Batch/System Edits

11.Total Adj. Bills Processed

12.No. Compl. in 60 Days or Less

13.No. Compl. in 6290 Days

14.No. Compl. in 91120 Days

15.No. Compl. Over 120 Days

16.Closing Pending




50 - Quarterly Supplement To Intermediary Workload Report (Form

CMS-1566A)- General
(Rev. 6, 0830-02)
A3-3896

In addition to the monthly workload report, prepare and transmit to CMS rde@ya
Supplement to the Intermediary Workload Report showing the status and disposition of
selected workloads. Complete a separate report for each office assigned a separate
intermediary number.

50.1- Purpose and Scope
(Rev. 6, 0830-02)
A3-3896.1

TheQuarterly Supplement to the Intermediary Workload RepBeges 1 and 2, supplies
CMS with current data on the number of bills processed for each State for which you
service one or more providers. The Quarterly Supplement to the Intermediary Workload
Report- Page 3, provides data on denials, HHA visits and waivers of liability.

50.2- Due Date
(Rev. 6, 0830-02)
A3-3896.2

Transmit the Quarterly Supplement to CMS CO via PC or terminal as soon as possible
after the reporting quarter but no later tham 1b6th of the following month. Use
instructions contained in the Contractor Reporting of Operational and Workload Data
(CROWD) System User's Guide.

60 - Completing Quarterly Supplement To The Intermediary Workload
Report, CMS-1566A, Pages 1 And 2

(Rev. 6 08:30-02)
A3-3897

60.1- Heading
(Rev. 6, 0830-02)
A3-3897.1

These pages are referenced as Form C in the CROWD system. Complete the
ADD/UPDATE/DELETE DATA criteria screen with the appropriate information to
bring the reporting format to your screen.

60.2- Checking Reports
(Rev. 6, 0830-02)
A3-3897.2



Before submitting Form C to CMS, check its completeness and arithmetical accuracy.
Use the following checklist:

e For each corresponding type of bill, line 1 (ALL) equals the sum of the number of
bills processed reported on line 12 on the intermediary's monthly workload report
(CROWD Form D) for the 3 months of the reporting period.

e For each column, line 1 (ALL) equals the sum of the lines reported for each State.

e For all lines of the report, colunin(Total) equals the sum of the items in
columns2+3+4+5+6.

e The State code must be the tletter postal abbreviation. Use code FO for all
foreign claims not originating from a state, territory, or the District of Columbia.

60.3- Type of Bill
(Rev. 6, 0830-02)

A3-3897.3

The intermediary reports counts in total and by type of bill as shown below:

Column

Column

Column

Column

Column

Column

(1)
(2)

®3)

(4)

()

(6)

Total--All provider bills.

Inpatient HospitakCMS-1450s submitted by hospitals for inpatie
services, with the follwing two-digit classification codes in Form
Locator 4: 11 (inpatient hospital); and-# (Religious Nonmedical
Health Care Hospitahpatient).

Outpatiert-CMS-1450s submitted by hospitals or SNFs for
outpatient services with the following dwdigit classification code
in Form Locator 4: 13 (hospitaloutpatient); 23 (SNFoutpatient);
4-3 Religious Nonmedical Health Care Hospitaltpatient); 53
(Religious Nonmedical Health Care SiHtpatient); and -83
(hospitat outpatient surgical precures ASC)

SNF-CMS-1450s with the following twaligit classification code
in Form Locator 4: 8 (hospitalswingbed); 21 (SNFinpatient);
2-8 (SNF swingbed); and 5L (Religious Nonmedical Health Car
SNFinpatient).

HHA--CMS-1450s submitted by HHAs with the following two
digit classification codes in Form Locator 423HHA-Part B
visits and use of DME);-3 (HHA-Part A visits and DME); 3
(HHA-otherPart Bbenefits)

Other-CMS-1450s with the following te-digit classification
codes in Form Locator 4:2 (hospital inpatieaPart B benefits); -1
4 (hospitalotherPart B benefits); 2 (SNFinpatientPart B
benefits); 24 (SNFotherPart B benefits); 2 (Religious
Nonmedical Health CasmpatientPart B begfits); 44 (Religious



Nonmedical Health Casmpatientother); 52 (Religious
Nonmedical Health Car8NF inpatietPart B benefits); Bl
(Religious Nonmedical Health Ca&NF inpatienother); 71, 7-2,
7-3, 7-4, 7-5 (Clinics- provider and independent Ri4, FQHCs,
ESRD hospitalbased or independent renal dialysis facilities,
FQHCs, CMHCs, ORFs and CORFs); antl 8nd 82 (Hospices)

60.4- Body of Report
(Rev. 6, 0830-02)
A3-3897.4

Section A: Bills Processed by State of ProviderThe intermediaryeports in this

section the claims workload for each State for which you service one or more providers.
Break out by State the number of initial bills (including demand arnghydoills)

reported as processed on line 12 of Form D (see §20.4) over thel&mbthe reporting
quarter.

NOTE: Categorize the information reported by the State of the indivighoaider, not
the home office, if it is part of a chain organization.

Line 1 - All - For each column 1 through 6, the system will sum the numberiofcla
reported on the individual State lines completed below. The numbers so calculated by
the system must equal the sum of the numbers reported on line 12 of Form D for the 3
months of the reporting quarter.

State Lines- In the column just left of columfi), the intermediary enters the tadit
postal abbreviation of each State (or FO for foreign claims) which includes at least one
provider for which you processed claims during the quarter.

It enters opposite each listed State the number of initialgmbcessed during the
reporting quarter for providers located in the State. It reports the data in total in column
1, and by type of bill in columns 2 through 6.

70- Completing Quarterly Supplement To The Intermediary Workload
Report, CMS-1566A, Page3

(Rev. 6, 0830-02)

A3-3898

70.1- Heading
(Rev. 6, 0830-02)
A3-3898.1

This page is referenced as Form | in the CROWD system.

Complete the ADD/UPDATE/DELETE DATA criteria screen with the appropriate
information to bring the reporting format to youresen.



70.2- Checking Reports
(Rev. 6, 0830-02)
A3-3898.2

Before submitting Form | to CMS, check for completeness and arithmetical accuracy.
Use the following checklist:

For all columns, line 1 + line 7 + line 8 must be equal to or less than line 1 of
Form C.

For all columns, line 1A + line 1B + line 1C must equal line 1.
For all columns, line 1D must be equal to or less than line 1C.
For all columns, line 2A must be equal to or less than line 1A.
For all columns, line 2A must be equal to or ldemtline 2.

For all columns, line 3A must be equal to or less than line 3.
For all columns, line 7A must be equal to or less than line 7.
For all columns, line 8B must be equal to or less than line 8.

For all columns, lines 3 and 3Aust be rounded tavhole dollars. NOTE: This
may cause you to force column 1 to equal the sum of colurdns 2

For lines 1 through 3A, lines 7 and 7A, and lines 8 and 8B, column 1 must equal
the sum of columns-8.

For columns 4 and 5, line 4 must be equal to or greaerlihe 1 of Form C.

For columns 4 and 5, lines 5 through 6A must be equal to or greater than lines 1
through 2A, respectively (e.g., line 5 must be equal to or greater than line 1, line
5A must be equal to or greater than line 1A, etc.).

For columns 41ad 5, line 5A + 5B + 5C must equal line 5.

For columns 4 and 5, line 6A must be equal to or less than line 5A.

For columns 4 and 5, line 6A must be equal to or less than line 6.

For columns 4 and 5, line 7B must be equal to or greater than line 7A.



e Forcolumns 4 and 5, line 8A must be equal to or greater than line 8.
e Forcolumns 4 and 5, line 5 + line 7B + line 8A must be equal to or less than line 4.

70.3- Type of Bill
(Rev. 6, 0830-02)
A3-3898.3

The intermediary reports counts in total and byetgpbill as outlined in §60.3 for Form C.

70.4- Body of Report
(Rev. 6, 0830-02)
A3-3898.4

Section B: Bill Denial Data

Line 1: Bills Denied-Total - The intermediary reports all full and partial denial
determinations that it made during the reporpegod. It reports only denial

determinations resulting in its preparing and sending a notice to the beneficiary. It counts
a denial when it denies (either in full or in part) bills submitted as covered. It includes
counts where it made a denial detaration but found both the beneficiary and the

provider to be without fault under 8213 of Public Law@ and, therefore, made a
determination to waive liability in full.

Also, it includes counts when it found only the provider to be at fault (i.eaivied the
beneficiary's liability). It does notcount:

¢ Denials of ngpay or demand bills even though the contractor sends a denial
notice.

e Denials of future services.

e Denials made by PROs.
Line 2: Bills Paid Under Waiver-Total - The intermediary repts the total number of
bills on which you made a determination to waive the liability of both the beneficiary and
the provider. Count determinations made at:

e Initial bill processing,

e Appeals process, and

¢ Any other time such as when you reopen yourahdecision.

The intermediary does not countwaiver determinations made by PROs.



Line 2A: Initial Bills Paid Under Waiver - The intermediary reports the number of bills
on which you made a decision to waive the liability of both the beneficiary and the
providerduring the initial adjudication of the bills.

Line 3: Amount Reimbursed Under Waiver - The intermediary reports the amounts

paid (to the nearest dollar) under the waiver provision for the bills reported on e 2.
not include coinsurance amotsy charges applied toward the deductible, or
reimbursement for services not under consideration with respect to the waiver provision.
Where all services on a bill are paid in full (excluding the applicable deductible and
coinsurance) as a combinationooivered services and noncovered services paid under
waiver and the exact dollar amount of the waiver payment is not available without
contacting the provider, it reports an approximation of the waiver payment. In
calculating this approximation, apply wtal charges the proportion of waiver days to

total days included on the bill, and subtract any applicable deductible or coinsurance for
the waiver period.

Line 3A: Amount on Initial Bills - The intermediary reports the amounts paid (to the
nearest dollgrunder the waiver provision for the bills reported on line 2A.

Section C: Day/Visit Data

Line 4: Days/Visits Processed The intermediary reports under column 4 the total
number of days (both covered and noncovered) for SNF bills shown as processed in
column 4, line 1 of Form C, for the same reporting period. It reports under column 5 the
number of billed visits for HHA bills shown as processed in column 5, line 1 of Form C,
for the same reporting period.

Line 5: Days/Visits DeniedTotal - The intermedary reports under column 4 the number

of SNF days denied on the bills reported on line 1. It reports under column 5 the number
of HHA visits denied on the bills reported on line 1. Denied days/visits are those billed
as covered which you determine tortmscovered.

Line 6: Days/Visits Paid Under Waiver of Liability - The intermediary reports under
column 4 the number of SNF days on the bills reported on line 2 that were paid under the
waiver provision. It reports under column 5 the number of HHA wsitthe bills

reported on line 2 that were paid under the waiver provision.

Line 6A: Days/Visits Paid Under Waiver on Initial Bills - The intermediary reports

under column 4 the number of SNF days on the bills reported on line 2A that were paid
under the \aiver provision. It reports under column 5 the number of HHA visits on the
bills reported on line 2A that were paid under the waiver provision.

Section D: Demand Bill Data

Line 7: Total Demand Bills - The intermediary reports under the appropriate colum
bills which the provider determined to be for noncovered services but which the



beneficiary or his representative requested be filed in order to obtain a Medicare decision.
It reports only bills identified by condition code 20. (See The Medicare Claims

Processing Manual, Chapter 1, General Billing Requirements.) It reports the total
number of bills processed during the reporting quarter, even if not manually reviewed.

Line 7A: Full/Partial Reversals - The intermediary reports the number of demand bills
on which you fully or partially reversed the provider's decision that the services were
noncovered.

Line 7B: Days/Visits on Reversals The intermediary reports under column 4 the

number of SNF days on the demand bills reported on line 7A. It repaiés column 5

the number of HHA visits on the demand bills reported on line 7A (i.e., report days/visits
for which you fully or partially reversed the provider's decision that they were
noncovered).

Section E: NePay Bill Data

Line 8: Total No-Pay Bills - The intermediary reports under the appropriate column the
total number of ngpay bills gxcluding the demand bills reported on line 7 Section D
which are included in the total bills processed reported on line 1, page 1 of the Quarterly
Supplement for theame reporting period. Nmay bills are those submitted by providers
with no charges and/or covered days/visits. It am¢seport HHA bills where no

utilization is chargeable and no payment has been made, but which you have requested
only to facilitat recordkeeping processes.

Line 8A: Days/Visits on NePay Bills - The intermediary reports under column 4 the
number of SNF days on the-pay bills reported on line 8. It reports under column 5 the
number of HHA visits on the Rpay bills reported onrlie 8.

Line 8B: MSP No-Pay Bills - The intermediary reports the number ofpay bills
included on line 8 where payment has been made in full by another insurer as primary

payer.

70.5- Completing Medicare Fraud Unit Quarterly Workload Status
Report, CMS-1566B- General

(Rev. 6, 0830-02)

A3-3898.5

The intermediary prepares and submits to CMS each quarter a report on the number of
fraud workload items handled by your Medicare fraud unit. This information is required
by CMS to budget for fraud and abus#idties, as well as to monitor the flow of work
through the fraud units. Submit this form via the CROWD system no later than the 15th
day following the close of the reporting quarter.

70.6- Heading
(Rev. 6, 0830-02)



A3-3898.6

This page is references Form M in the CROWD system. Complete the
ADD/UPDATE/DELETE DATA criteria screen with the appropriate information to
bring the reporting format to your screen.

70.7- Checking Reports
(Rev. 6, 0830-02)
A3-3898.7

Before submitting Form M to CMS, chetor completeness and arithmetical accuracy.
Use the following checklist:

e For all columns, line 1 must equal line 8 of Form M for the previous quarter.

For all columns, line 1 + line 2 = line 3.

For all columns, line 6 + line 7 = line 5.

For all columns, line 3 + line 4line 5 = line 8.

For all lines, column 1 = column 2 + column 3 + column 4.

70.8- Type of Fraud Workload Item
(Rev. 6, 0830-02)
A3-3898.8

The intermediary reports fraud workload items in the following columns for all lines of
Fom M:

Column (1) - Total - All fraud workload items.

Column (2) - Beneficiary Complaints- The intermediary reports the number of
complaints received from, or on behalf of, beneficiaries alleging frauchobDoclude
complaints filed with the Office dhe Inspector General (OIG) Hotline.

Column (3) - OIG Hotline - The intermediary reports the number of complaints received
via the OIG Hotline.

Column (4) - Referrals and Other - The intermediary reports referrals and any other
workload received by thedud unit (e.g., provider complaints, internally generated
referrals from medical review, special requests from OIG or CMS).

70.9- Body of Report
(Rev. 6, 0830-02)
A3-3898.9



Line 1 - Opening Pending- The system will préill the number pending fromnie 8 of
the previous quarter's report.

Line 2 - Adjustments - If it is necessary to revise the pending figure for the close of the
previous quarter because of inventories, reporting errors, etc., enter the adjustment on this
line. Precede negative adjongnts with a minus sign.

Line 3 - Adjusted Pending- The system will sum line 1 + line 2 to calculate the
adjusted opening pending.

Line 4 - Workload Received- The intermediary reports the number of complaints and
referrals received in the fraud unitrihg the reporting period.

Line 5 - Total Cleared - The system will sum line 6 + line 7 to calculate the total
number of complaints and referrals cleared by the fraud unit during the reporting period.

Line 6 - Cleared by Contractor - The intermediary regrts the number of complaints
and referrals cleared by the fraud unit by means other than referral to the OIG or
designated agency. Include those that were:

e Closed as not substantive or not a fraud issue.

e Closed as not a fraud issue but referred toleratontractor component for their
review or action.

e Closed as not being a fraud issue but referred to an external component other than
the OIG.

Line 7 - Cleared by Referral - The intermediary reports the number of complaints and
referrals that were incporated into cases referred formally to the OIG or designated
agency for action (e.g., sanctions or prosecution).

Line 8 - Closing Pending- The system will calculate the closing pending for the quarter
by adding line 3 to line 4 and subtracting line 5.

70.10- Completing Quarterly Periodic Interim Payment (PIP) Report,

CMS-1566C- General
(Rev. 6, 0830-02)
A3-3898.10

The intermediary prepares and submits to CMS each quarter a report on the number of
providers that you pay using the PIP method. Tifisrmation is required so that CMS

can monitor the number of providers being paid using the PIP method at each
intermediary and nationally. Submit the form via the CROWD system no later than the
15th day following the close of the reporting quarter.



70.11 - Heading
(Rev. 6, 0830-02)
A3-3898.11

This page is referenced as Form Q in the CROWD system. Complete the
ADD/UPDATE/DELETE DATA criteria screen with the appropriate information to
bring the reporting format to your screen.

70.12- Checking Reports
(Rev. 6, 0830-02)
A3-3898.12

Before submitting Form Q to CMS, check for completeness and arithmetical accuracy.
Use the following checklist:

e For all columns, line 1 + line 2line 3 = line 4.
e For all lines, column 1 + column 2 + column 3 = column 4.

70.13- PIP Items Reported- The intermediary reports the PIP

workload items in the following lines for all columns of Form Q:
(Rev. 6, 0830-02)
A3-3898.13

Line 1- PIP Providers - Beginning of Quarter - The intermediary reports the number
of PIP proviers by type (hospital, SNF and HHA) and total at the beginning of the
quarter.

Line 2- PIP Providers - Accretions - The intermediary reports the number of providers
by type (hospital, SNF and HHA) and total who elected during the reporting quarter to be
paid under PIP.

Line 3- PIP Providers - Deletions- The intermediary reports the number of providers
by type (hospital, SNF and HHA) and total who elected during the reporting quarter to
discontinue being reimbursed under the PIP method.

Line 4- PIP Providers - End of Quarter - The intermediary reports the number of PIP
providers by type (hospital, SNF and HHA) and total at the end of the quarter.



70.14- Quarterly Supplement to the Intermediary Workload Report - CMS-1566A, Pages 1,2,3

(Rev. 6, 0830-02)
A3-3898.14

QUARTERLY SUPPLEMENT TO INTERMEDIARY WORKLOAD REPORT

HFCA-1566A, PAGES 1 & 2 (CROWD FORM C)

INTERMEDIARY NUMBER

REPORT PERIOD

SECTION A:
BILLS PROCESSED BY [TOTAL INP HOSP OUTPATIENT SNF HHA OTHER
STATE OF PROVIDER |1 2 3 4 5 6
1. TOTAL - ALL
STATE CODE [ XXXXXXXXXXX XXXXXXKXXX PXXXXXXXXKXXXX XXXX XXXXX [ XXXXXX




Quarterly Supplement To Intermediary Workload Report (Cont.)

QUARTERLY SUPPLEMENT TO INTERMEDIARY WORKLOAD REPORT
HFCA-1566A, PAGE 3 (CROWD FORM I)

INTERMEDIARY NUMBER

REPORT PERIOD

TOTAL INPATIENT OUTPATIENT SNF HHA OTHER
1 2 3 4 5 6
SECTION B: BILL DENIAL DATA XXXXXXX XXXXXXXXXX T PXXXXXXXXXXX (XXXX XXXX XXXXX
1. BILLS DENIED- TOTAL
1A. MEDICAL - SUBJEC XXXXXX PXXXXXXAXXXX XXX XXXKXX XXXXXX XXXXXX [XXXXXX
TO WAIVER
1B. MEDICAL - NOT SUBJECT XXXXXX PXXXXXXXXXX XXXXXXXXKXX XXXXXX XXXXXX [XXXXXX
TO WAIVER
1C. NONMEDICAL TOTAL XXXXXXX XXXXXXXXXX PEXXXXXXXKXXX T XXXXXX XXX [XXXXXX
1D. NONMEDICAL MSP XXXXXXX XXXXXXXXXX PXXXXXXXXXXX T XXXXXX S XXXXXX XXXXXX

2. BILLS PAID UNDER WAIVER
TOTAL

2A. INITIAL BILLS PAID
UNDER WAIVER




Quarterly Supplement To Intermediary Workload Report (Cont.)

QUARTERLY SUPPLEMENT TO INTERMEDIARY WORKLO AD REPORT
HFCA-1566A, PAGE 3 (CROWD FORM I)

INTERMEDIARY NUMBER

REPORT PERIOD

TOTAL INPATIENT OUTPATIENT SNF HHA OTHER
1 2 3 4 5 6
3. AMOUNT REIMBURSED UNDER
WAIVER
3B. AMOUNT ON INITIAL BILLS
SECTION C: DAY/VISIT DATA XXXXXXX XXXXKXXKXXXX PXXXKXXXXKXXX [ XXXX XXXX XXXXX
4. DAYS/VISITS PROCESSED XXXXXXX XXXXXXKXXXX XXXXXXXKXXXX XXXXX
5. DAYS/VISITS DENIED TOTAL
NO-PAY BILLS XXXXXXX XXXXKXXXXXXK XXXKXXXXKXXX XXXX X
S5A. MEDICAL - SUBJECT TO
WAIVER XXXXXXX XXXXKXXXXXX PXXXXXXXXKXXX PXXXXXX PXXXXXX XXXXX
5B. MEDICAL - NOT SUBJECT
TO WAIVER XXXXXXX XXXXXXXXXX PXXXXXXXXKXXX T PXXXXXX PXXXXXX XXXXX
5C. NONMEDICALS XXXXXXX XXXXKXXXXXX PXXXXXXXXKXXX | XXXXX PXXXXXX XXXXX




Quarterly Supplement To Intermediary Workload Report (Cont.)

QUARTERLY SUPPLEMENT TO INTERMEDIARY WORKLOAD REPORT
HFCA-1566A, PAGE 3 (CROWD FORM I)

INTERME DIARY NUMBER

REPORT PERIOD

TOTAL INPATIENT OUTPATIENT SNF HHA OTHER
1 2 3 4 5 6
6. DAYS/VISITS PAID UNDER
WAIVER - TOTAL XXXXXXX XXXXXXXXXX XXXXXXKXXXXX XXXXX
6A. DAYS/VISITS ON
INITIAL BILLS XXXXXXX XXXXXXXXXX XXXKXKXXXXXX XXXXX




Quarterly Supplement To Intermediary Workload Report (Cont.)

QUARTERLY SUPPLEMENT TO INTERMEDIARY WORKLOAD REPORT
HFCA-1566A, PAGE 3 (CROWD FORM I)

INTERMEDIARY NUMBER REPORT PERIOD
TOTAL INPATIENT OUTPATIENT SNF HHA OTHER
1 2 3 4 5 6
SECTION D: DEMAND XXXXXXX XXXXKXXKXXXX XXXXKXXXXXX XXXX XXXX XXXXX
BILL DATA

7. TOTAL DEMAND BILLS
7A. FULL/PARTIAL

REVERSALS
7B. DAYS/VISITS ON
REVERSALS XXXXXXX XXXXXXXXXXK XXXXXXXXXXX XXXXX
%E_CLQON E: NOGPAY XXXXXXX XXXXXXXXXXK XXXXKXXXXXX XXXX XXXX XXXXX

8. TOTAL NO-PAY BILLS

8A. DAYS/VISITS ON
NO-PAY BILLS XXXXXXX XXXXXXKXXXX XXXXXXKXXXXX XXXXX

8B. MSP NGPAY BILLS



70.15- Medicare Fraud Unit Quarterly workload Status Report - CMS-1566B
(Rev. 6, 0830-02)
A3-3898.15

MEDICARE FRAUD UNIT QUARTERLY WORKLOAD STATUS REPORT
HFCA-1566B (CROWD FORM M)

INTERMEDIARY NUMBE R REPORT PERIOD
TOTAL BENEFICIARY OIG REFERRAL
FRAUD WORKLOAD ITEM (ZZOMPLAINT gOTLINE iL OTHERS
1

1. OPENING PENDING

. ADJUSTMENTS

. ADJUSTED PENDING

. WORKLOAD RECEIVED

. BY CONTRACTOR

. BY REFERRAL

2
3
4
5. TOTAL CLEARED
6
7
8

. CLOSING PENDING




70.16- Quarterly Periodic Interim Payment (PIP) Report - Form CMS-1566C

(Rev. 6, 0830-02)
A3-3898.16

QUARTERLY PERIODIC INTERIM PAYMENT (PIP) REPORT
FORM CMS-1566C (CROWD FORM Q)

INTERMEDIARY NUMBER REPORT PERIOD

HOSP. SNF HHA TOTAL
PIP PROVIDERS 1) (2) (3) 4)

1. BEGINNING OF
QUARTER

2. ACCRETIONS

3. DELETIONS

4. END OF QUARTER




70.17- Completing Quarterly Report on Provider Enrollment (Inactive)
(Rev. 175, Issued: 1428-10, Effective: 0401-11, Implementation: 0404-11)

Each quarter, the intermediary prepares and submits to CMS a report on the number of provider
errollment applications received, processed, and pending during the quarter. Include in your
counts of provider enroliment applications, any change of ownership (CHOW) notices handled by

you. It submits this report via the Contractor Reporting of Opeitaomd Workload Data
(CROWD) system no later than the fifteenth day following the close of the reporting quarter.

70.18- Heading

(Rev. 6, 0830-02)

A3-3898.18

This report is referenced as Form 3 in the CROWD system. Complete the

ADD/UPDATE/DELETE DATA criteria screen with the appropriate information to bring the
reporting format to your screen.

70.19- Checking Reports

(Rev. 6, 0830-02)
A3-3898.19

Before submitting Form 3 to CMS, check for completeness and arithmetical accuracy. Use the
following checklist:

e For all lines, column 1 must equal the sum of columa$.2

e For all columns, line 1 must equal line 11 from the previous quarter.
e For all columns, line 3 must equal line 1 plus line 2.

e For all columns, line 6 must equal line 4 plus line 5.

e For all columns, line 10 must equal the sum of linés 7

e For all columns, line 11 must equal line 3 plus line 6 minus line 10.
e For all columns, the sum of lines-1Z must equal line 8.

e For all columns, the sum of lines-22 must equal line 9.

e For allcolumns, the sum of lines ZH must equal line 10.

e For all columns, the sum of lines-31 must equal line 11.

e For all columns, line 32 must equal line 37 from the previous quarter.



e For all columns, line 34 must equal line 32 plus line 33.

e For all coumns, line 37 must equal line 34 plus line 35 minus line 36.
e For all columns, line 32 must be less than or equal to line 1.

e For all columns, line 34 must be less than or equal to line 3.

e For all columns, line 35 must be less than or equal to line 6.

e For all columns, line 36 must be less than or equal to line 10.

e For all columns, line 37 must be less than or equal to line 11.

70.20- Type of Provider
(Rev. 6, 0830-02)
A3-3898.20

The intermediary reports provider enrollment application data in tleeviog columns for all
lines on Form 3.

Column (1)- Total- The sum of columns-26 for each line.

Column (2)- Accredited Hospitad Provider applications indicating provider type as an accredited
hospital.

Column (3)- Non-Accredited Hospital Provider applications indicating provider type as a-nhon
accredited hospital.

Column (4)- Religious Nonmedical Health Care FacilitiAospital- Provider applications
indicating provider type as a Religious Nonmedical Health Care Fadidgpital.

Column(5) - Rural Primary Care HospitalProvider applications indicating provider type as a
rural primary care hospital.

Column (6)- SNF- Provider applications indicating provider type as a skilled nursing facility (i.e.,
long term care facility).

Column {) - HHA. - Provider applications indicating provider type as a home health agency.
Column (8)- Hospice- Provider applications indicating provider type as a hospice facility.

Column (9)- ESRD- Provider applications indicating provider type as anstade renal disease
dialysis facility.



Column (10) CORF- Provider applications indicating provider type as a comprehensive
outpatient rehabilitation facility.

Column (11) RHC - Provider applications indicating provider type as a rural health clinic.

Column (12) FQHC- Provider applications indicating provider type as a federally qualified
health center.

Column (13} CMHC - Provider applications indicating provider type as a community mental
health center.

Column (14) IHS - Provider applicatios indicating provider type as an Indian Health Service
facility.

Column (15) Outp. Speech Path./Phy.Thd?Provider applications indicating provider type as
either outpatient speech pathology or outpatient physical therapy facility.

Column (16) Othe - Provider applications indicating provider type other than those defined for
columns 1 through 15.

70.21- Completing Lines One through Eleven Workload Operations
(Rev. 6, 0830-02)
A3-3898.21

Line 1- Pending End of Last QuartelThe CROWD systerwill automatically enter the value
from |ine 11 on the previous quarterds repor

Line 2- Adjustments to Pendinglf it is necessary to revise the pending figure for the close of the
previous quarter because of inventories taken or reporting errooselied, enter the adjustment
here. Adjustments can be positive or negative values. If entering a negative value, precede the
number with a minus-) sign.

Line 3- Adjusted Opening Pendindhe CROWD system will automatically sum the values on
lines 1 ad 2.

Line 4- New Applications ReceivedThe intermediary enters the number of applications received
for the first time during the reporting quarter.

Line 5- Returned Applications Resubmittedhe intermediary enters the number of applications
received during the reporting quarter that had previously been received and returned to the
applicant for correction/completion.

Line 6- Total Applications Receivedrhe CROWD system will automatically sum the values and
lines 4 and 5.



Line 7- Applications Rrcommended for ApprovalThe intermediary enters the number of
applications that you recommended for approval (i.e., Medicare number issued) during the
reporting quarter.

Line 8- Applications Recommended for Denialhe intermediary enters the numbér o
applications that you recommended for denial during the reporting quarter.

Line 9- Applications Returned The intermediary enters the number of applications returned to
the applicant for corrections/completion during the reporting quarter.

Line 10- Total Applications Processeiihe CROWD system will automatically sum the values on
lines 7, 8, and 9.

Line 11- Pending End of QuarteThe CROWD system will automatically compute the number of
applications pending at the end of the reporting quartadding the value on line 3 to the value
on line 6 and then subtracting the value on line 10.

70.22- Completing Lines Twelve through SeventeenReason for Denial

Recommendation
(Rev. 6, 0830-02)
A3-3898.22

Line 12- Sanctioned From Medicarel he intemediary enters the number of applications that you
recommended for denial because the applicant is currently excluded/sanctioned from Medicare.

Line 13- Debarred/Excluded by Other Federal Agendye intermediary enters the number of
applications thatqu recommended for denial because the applicant had been disbarred,
suspended, or excluded by any other Federal agency.

Line 14- Not Professionally LicensedThe intermediary enters the number of applications that
you recommended for denial becauseapplicant was not professionally licensed.

Line 15- Business Address InvalidThe intermediary enters the number of applications that you
recommended for denial because the applicant had an invalid business address.

Line 16- Business Location Not Liesed- The intermediary enters the number of applications
that you recommended for denial because the applicant=s business location was not properly
licensed.

Line 17- CMS Requirements Not MefThe intermediary enters the number of applications that
yourecommended for denial because the applicant did not meet all CMS requirements.

70.23- Completing Lines Eighteen through TwentyTwo - Reason for Return
(Rev. 6, 0830-02)
A3-3898.23



Line 18- Incomplete- The intermediary enters the number of applaadireturned to the
applicant because the application was incomplete.

Line 19- Unverifiable Information The intermediary enters the number of applications returned
to the applicant because the application included unverifiable information.

Line 20- Not Signed The intermediary enters the number of applications returned to the
applicant because the applicant did not sign the certification statement.

Line 21- Invalid Billing Agreement The intermediary enters the number of applications returned
to the applicant because the billing agreement did not meet CMS requirements.

Line 22- Other- The intermediary enters the number of applications returned to the applicant for
any reason other than the ones indicated on lines 18 through 21.

70.24- Completing Lines Twenty-Three through Twenty-Six - Application

Processing Times
(Rev. 6, 0830-02)
A3-3898.24

Line 23- Number Under 21 DaysThe intermediary enters the number of applications processed
in less than 21 days from the date of receipt.

Line 24- Number in 2130 Days- The intermediary enters the number of applications processed in
21 through 30 days from the date of receipt.

Line 25- Number in 3140 Days- The intermediary enters the number of applications processed in
31 through 40 days from thiate of receipt.

Line 26- Number Over 40 DaysThe intermediary enters the number of applications processed in
more than 40 days from the date of receipt.

70.25- Completing Lines Twenty-Seven through Thirty-One - Age of

Applications Pending
(Rev. 6,08-30-02)
A3-3898.25

Line 27- Number Under 11 Days OlThe intermediary enters the number of applications
included in line 11 which are-10 days old.

Line 28- Number 1120 Days Old The intermediary enters the number of applications included
in line 11 which are 120 days old.

Line 29- Number 2130 Days Old The intermediary enters the number of applications included
in line 11 which are 2B0O days old.



Line 30- Number 3140 Days Old The intermediary enters the number of applications indude
in line 11 which are 340 days old.

Line 31- Number Over 40 Days OldThe intermediary enters the number of applications
included in line 11 which are over 40 days old.

70.26- Completing Lines Thirty-Two through Thirty -Seven- CHOW

Workloads
(Rev.6, 0830-02)
A3-3898.26

The intermediary reports in this section counts of your workloads dealing with CHOW notices
included in lines 1, 2, 3, 6, 10, and 11.

Line 32- Pending End of Last QuarteThe CROWD system will automatically enter the value
froml i ne 37 on the previous gquartero6s report.
included in line 1.)

Line 33- Adjustments to Pendinglf it is necessary to revise the pending figure for the close of
the previous quarter because of inventoriesrai reporting errors discovered, enter the
adjustment here. Adjustments can be positive or negative values. If entering a negative value,
precede the number with a mindsgign. (This count represents the number of CHOWSs included
in line 2.)

Line 34 - Adjusted Opening Pendindhe CROWD system will automatically sum the values in
lines 32 and 33. (This count represents the number of CHOWSs included in line 3.)

Line 35- CHOWSs Received The intermediary enters the number of applications shownergli
that represents CHOWS received during the reporting quarter.

Line 36- CHOWSs ProcessedThe intermediary enters the number of applications shown in line
10 that represents CHOWS processed during the reporting quarter.

Line 37- Pending End of Quast-The CROWD system will automatically compute the number of
CHOWs pending at end of the reporting quarter by adding the value on line 34 to the value on line
35 and then subtracting the value on line 36. (This count represents the number of CHOWSs
included in line 11.)



70.27- Exhibits
(Rev. 6, 0830-02)
A3-3898.27

Exhibit 1 - Screen 1 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:
CROWD FORM 3

. Accrued Non- Religious Nonmedical Rural
Application Workloads Total Hospital | Accrued | Health Care Hospital Prim Care
(1) (2) Hospital (4) Hospital
3 ©)

. Pending End of Last Quarter

. Adjustments to Pending

. Adjusted Opring Pending

. New Applications Received

. Returned Appls Resubmitted

. Total Applications Received

. Applications Approval Recmd

. Applications Denial Recmd

O (IN|OOD|OW AW IN]|PF

. ApplicationsReturned

10. Total Applications Processed

11. Pending End of Quarter

SCREEN 1




Exhibit 2 - Screen 2 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMB ER:
CROWD FORM 3

Application Workloads

SNF
(6)

HHA
(7)

Hospice

(8)

ESRD
(9)

CORF
(10)

. Pending End of Last Quarter

. Adjustments to Pending

. Adjusted Opening Pending

. New Applications Received

. Returned Appls Resubmitted

. Total Applications Received

. Applications Approval Recmd

. Applications Denial Recmd

OO (IN|OO|O | |WIN]|PF

. Applications Returned

10. Total Applications Processed

11. Pending End of Quarter

SCREEN 2




Exhibit 3 - Screen 3 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:

CROWD FORM 3

- FQH Outpatient Speech
Application Workloads RHC C CMHC | IHS Pathology Other
(12) (12) (13) | (14 Pk(lys;caTherapy (16)
15

. Pending End of Last Quarter

. Adjustments to Pending

. Adjusted Openig Pending

. New Applications Received

. Returned Appls Resubmitted

. Total Applications Received

. Applications Approval Recmd

. Applications Denial Recmd

OO (IN|OO|O | |WIN]|F

. Applications Returned

10. Total Applications Processed

11. Pending End of Quarter

SCREEN 3




Exhibit 4 - Screen 4 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:
CROWD FORM 3

Application Workloads Total Accrued Non- Religious Rural
Hospital Accrued Nonmedical Prime Care
(1) Hospital Health Care Hospital
(2) 3) Ho(sAE))ltaI )

Reason for Denial & ommendation

12. Sanctioned from Medicare

13. Debarred/Excluded by Other Fed

14. Not Professionally Licensed

15. Business Address Invalid

16. Business Location Not Licensed

17. CMS RequiremestNot Met

Reason for Return

18. Incomplete

19. Unverifiable Information

20. Not Signed

21. Invalid Billing Agreement

22. Other

SCREEN 4




Exhibit 5 - Screen 5 of Intermediary Provide Enrollment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:

CROWD FORM 3

Application

SNF
(6)

HHA
(7)

Hospice

(8)

ESRD
(9)

CORF
(10)

Reason for Denial Recommenidait

12. Sanctioned from Medicare

13. Debarred/Excluded by Other Fed

14. Not Professionally Licensed

15. Business Address Invalid

16. Business Location Not Licensed

17. CMS Requirements Not Met

Reason for Return

18. Incomplete

19. Unverifiable Information

20. Not Signed

21. Invalid Billing Agreement

22. Other

SCREEN 5




Exhibit 6 - Screen 6 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:
CROWD FORM 3

Application Workloads RHC FQHC | CMHC IHS Ig)ggﬁ&%er;/t/Speech Other
(11) (12) (13) (14) Physica?Therapy (16)

(15)

Reasons for Denial Recommendation

12. Sanctioned from Medicare

13. Debarred/Excld by Other Fed

14. Not Professionally Licensed

15. Business Address Invalid

16. Business Location Not Licen

17. CMS Requirements Not Met

Reason for Return

18. Incomplete

19. Unverifiable Information

20. Not Signed

21. Invalid Billing Agreement

22. Other

SCREEN 6




Exhibit 7 - Screen 7 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:
CROWD FORM 3

Application Workloads Total Accrued Non- Religious Rural
Hospital Accrued Nonmedical Prime Care
(1) Hospital Health Care Hospital
(2) (3) Ho(sAE))ltaI )

Application Processing Times

23. Number Under 21 Days

24. Number in 2130 Days

25. Number in 340 Days

26. Number Over 40 Days

Age of Applications Pending

27. Number Under 11 Days Old

28. Number 1420 Days Old

29. Number 2430 Days Old

30. Number 340 Days Old

31. Number Over 40 Days Old

SCREEN 7




Exhibit 8 - Screen 8 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME: INTERMEDIARY NUMBER:
REPORT PERIOD: CROWD FORM 3
Application Workloads SNF HHA Hospice ESRD CORF
(6) (7) (8) (9) (10)

Application Processing Times

23. Number Under 21 Days

24. Number in 2130 Days

25. Number in 340 Days

26. Number Over 40 Days

Age of Applications Pending

27. Number Undet1 Days Old

28. Number 1420 Days Old

29. Number 2430 Days Old

30. Number 340 Days Old

31. Number Over 40 Days Old

SCREEN 8



Exhibit 9 - Screen 9 of Intermediary Provider Enroliment Quarterly Workload Report.

INTERMEDIARY NAME: INTERMEDIARY NUMBER:
REPORT PERIOD: CROWD FORM 3
Application Workloads RHC FQHC | CMHC IHS Outpatient Speech| Other
Patholo?y/
(11) (12) (13) (14) Pk(lys;ca Therapy (16)
15

Application Processing Times

23. Number Under 21 Days

24. Number in 2130 Days

25. Number in 340 Days

26. Number Over 40 Days

Age of Applications Pending

27. Number Under 11 Days Old

28. Number 1420 Days Old

29. Number 2430 Days Old

30. Number 340 Days Old

31. Number Over 40 Days Old

SCREEN 9



Exhibit 10 - Screens 10 and 11 of Intermediary Provider Enrollment Quartey Workload Report.

SCREEN 10

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:

CROWD FORM 3

CHOW Workloads

Total

(1)

Accrued
Hospital

(2)

Non-
Accrued
Hospital

3

Religious
Nonmedical
Health Care
Hospital

(4)

Rural
Prime Care
Hospital

()

32. Pending End of Last Quarter

33. Adjustments to Pending

34. Adjusted Opening Pending

35. CHOWSs Received

36. CHOWSs Processed

37. Pending End of Quiter




Exhibit 10 (Cont.)

Exhibit 10 - Screens 10 and 11 of Intermediary Provider Enrollment Quarterly Workload Report.

SCREEN 11

INTERMEDIARY NAME:
REPORT PERIQOD:

INTERMEDIARY NUMBER:

CROWD FORM 3

CHOW Workloads

SNF

(6)

HHA

(7)

Hospice

(8)

ESRD

(9)

CORF

(10)

32. Pending End of Last Quarter

33. Adjustments to Pending

34. Adjusted Opening Pending

35. CHOWSs Received

36. CHOWSs Processd

37. Pending End of Quarter




Exhibit 11 - Screen 12 of Intermediary Provider Enrollment Quarterly Workload Report.

INTERMEDIARY NAME: INTERMEDIARY NUMBER:
REPORT PERIOD: CROWD FORM 3
RHC CMHC IHS Outpatient Speech| Other
CHOW Workloads FQHC Pathology/Physica
| Therapy
(11) (12) (13) (14) (15) (16)

32. Pending End of Last Quarter

33. Adjustments to Pending

34. Adjusted Opening Pending

35.CHOWSs Received

36. CHOWSs Processed

37. Pending End of Quarter

SCREEN 12



80 - Monthly Intermediary Report On Medicare Secondary Payer Savings

(Form CMS-1563)
(Rev. 6, 0830-02)
A3-3899

80.1- General
(Rev. 188, $sued: 0422-11, Effective: 0701-11, Implementation: 0705-11)

NOTE: For MSP reporting effective April 2005, refer to the manual instructions located within
Publication 10605, Chapter 5, Section 60 (MSP Reports).

Each month the intermediary electrodiigdransmits to CO a Monthly Intermediary Report on
Medicare Secondary Payer Savings (CME®3) via the IBM PC. It continues to use existing
dialup instructions and the RLINK software sent to it. (See 88Bi18)dcopy reports are not
required. It transmits a separate report for each office assigned a separate intermediary number
and also, for each State for which it have been designated the servicing intermediary for one or
more providers. It is not required to complete an individual State repdhiofee States in which

it has had no MSP activity during the month (reports that would show zeros in every category,
including pending).

80.2- Purpose and Scope
(Rev. 6, 0830-02)
A3-3899.2

The Monthly Intermediary Report on Medicare Secondary Payen@asupplies CMS with
current data on MSP savings and MSP pending workloads.

80.3- Due Date
(Rev. 6, 0830-02)
A3-3899.3

Form CMS1563 is due in CO as soon as possible after the end of the month being reported, but
not later than the 15th of the followg month. Nonreceipt of the report by the 15th will result in a
telephone contact with the intermediary to obtain required information.

80.4- Form Heading
(Rev. 6, 0830-02)
A3-3899.4

The intermediary enters its name, assigned number and the Stéiehrtie provider is located.
In the space labeled "Reporting Period", it enters the numeric designation for month and year for
which the report is being prepared, e.g., it shows 01/02 for January 2002.

80.5- Savings Calculations
(Rev. 6, 0830-02)
A3-3899.5



A. Reporting Dollar Values - The intermediary rounds all values to nearest whole dollar. This
includes all amounts shown on lines 2, 4, 6, 8 and 80.

B. Checking Reports- Before mailing the reports, it checks their completeness and
arithmetical acuracy as follows:

e Lines1+ 3 +5=line 7 for all columns.
e Lines2 + 4 + 6 =line 8 for all columns.

e Line 10 should be equal to, or greater than, line 9 for all columns, unless line 9 is equal
to "0" in any column; in that case, line 10 should alsedpgl to "0" for the same
column.

e For each line of the report column "i* (TOTAL), must equal the sum of the items in
Columns lliill + Iliiill + IIiVII + IIVII + ”Vi_"

80.6- Recording Savings
(Rev. 6, 0830-02)
A3-3899.6

The intermediary controls all claimofn which it extracts MSP savings and is able to verify all
amounts recorded on the CMS63.

A. MSP Savings File- It retains claims specific key identifying information on each claim
counted as savings on the CNI563. At a minimum, it records the beic&lry's name, HICN,
type/dates of service, claim control number, billed charges and savings amounts reported.

B. Savings Data From NonMedicare Sources- If it records savings from data it obtained

from its "private side" records or any other "outsidairse, it must be able to extract the same
claims specific information noted above, i.e., it must verify that Medicare covered services are
involved and be able to calculate "what Medicare would have paid." In addition, it must compare
this data with thelata contained in its MSP savings file to ensure that savings have not previously
been recorded for the same claims. If savings have not previously been taken for the claim, it
counts them as savings on the GI¥¥8%63 and enters them into its MSP savintgs fi

80.7- Source of Savings The intermediary reports data by total and by source as shown
below:

(Rev. 6, 0830-02)

A3-3899.7

Column (i) Total--All MSP savings regardless of source.

Column (i) Workers' Compensation, Black Lung, and VA- It includesdata
related to all MSP savings resulting from medical benefits provided
the WC Plans of the 50 States, the District of Columbia, Guam and
Puerto Rico. It also includes Federal WC provided under the Feder
Employee's Compensation Act, the U. S. Longshens' and
Harborworkers' Compensation Act and its extensions, the Federal |



Column (iii)

Column (iv)

Column (v)

Column (vi)

Mine Health and Safety Act of 1969 as amended (the Federal BL
Program), and any fefer-service medical care paid for by the VA. It
keeps separate records for each distinegmay (WC, BL or VA) as
this may become a reporting requirement in the future.

Working Aged - It includes data related to all MSP savings resulting
from benefits payable under an EGHP for beneficiaries aged 65 an
older who are covered brgason of their own employment or the
employment of a spouse of any age. Section 3491 further defines t
working aged provisions.

ESRD- It includes data related to all MSP savings resulting from
benefits payable under an EGHP for induaés who are entitled to
Medicare benefits solely on the basis of ESRD during a period of u
12 months. The period during which Medicare pays secondary ben
is defined in the Medicare Claims Processing Manual, Chapter 29,
Coordination with Medigapisurers.

Auto Medical, No Fault and Liability Insurance - It includes data
related to all MSP savings resulting from:

e Automobile Medical or No Fault Insurance- Insurance
coverage (including a selfisured plan) that pays for all, orrpheof the
medical expenses for injuries sustained in the use of, or occupancy
an automobile, regardless of who may have been responsible for tt
accident. (This insurance is sometimes called "personal injury
protection," "medical payments coverage™medical expense
coverage.")

e Liability Insurance - Insurance (including a seifisured plan)
that provides payment based on legal liability for injury, iliness or
damage to property. Itincludes, but is not limited to, automobile
liability insurance uninsured motorist insurance, homeowners' liabili
insurance, malpractice insurance, product liability insurance, and
general casualty insurance. It does not include situations where a
beneficiary receives medical payment under his or her own
homeownes' insurance.

Disabled- It includes data related to all MSP savings resulting from
situations where Medicare is the secondary payer for disabled
beneficiaries under age 65 (except ESRD beneficiaries) who elect 1
covered by a large grpthealth plan (LGHP) as a current employee ¢
family member of such employee. A LGHP is any health plan that
covers employees of at least one employer who normally employs
or more employees. The disabled provisions apply to items and sel
furnishedon or after January |, 1987 and before January |, 1992



80.8- Type of Savings- The intermediary reports data by type of savings as shown below
(Rev. 6, 0830-02)
A3-3899.8

Unpaid (Cost Avoided) MSP Claims

Unpaid (cost avoided) claims are those thatintermediary has returned without payment

because it has strong evidence that another insurer is the primary payer and there is no indication
that payment has been requested from that payer. The information indicating MSP involvement
may be containedn t he i ntermediarydés files, on the
any information it obtains from a névledicare source and uses as the basis for claiming cost
avoidance savings must meet the criteria in 880.6B.

Information considereddequate for claiming cost avoidance savings includes statements on the
claim noting "automobile accident,” "collision”, or the name of the automobile insurer. Another
example would be previous information obtained showing EGHP coverage exits. The
intemediary does not count claims it develops as "possible” MSP situations based on routine edits
as cost avoidance savings unless it has previous information that another payer has primary
responsibility. For example, "trauma code" edits are not, by theesseonsidered strong

evidence that Medicare is the secondary payer.

Line 1 - Number - The intermediary reports the total number of cost avoided claims from which it
is recording savings on the report.

Line 2 - Dollar Value - The intermediary reports thetal dollar value of the potential Medicare
payments calculated for the claims on Line 1 that will be saved if the primary payer makes a
payment which relieves Medicare of all payment liability.

It shows as the amount cost avoided what Medicare woutll reid. It does not count total

charges as cost avoided saving3he cost avoided amount is the "Medicare payment rate" or the
"current Medicare interim reimbursement amount" less arigsirance amount applicable. It
reduces Part B services subjextoinsurance for the coinsurance amount or it may use a
"coinsurance reduction factor" of 19 percent to calculate coinsurance chargk®fot B

services. It does not have to query for deductible status, but may assume that the deductible has
been me

Tracking/Adjusting Cost Avoidance Savings

Cost avoidance savings may not duplicate savings reported as full or partial recoveries and may
not be shown where Medicare ultimately makes primary payment. To prevent duplicate counting,
the intermediary spends all claims it returns unpaid. It sets up a control on each claim returned
for development. It maintains this control for 75 days, unless it receives further information before
that time which allows it to process the claim. If no further infoiomabn the claim is received, it

may deny the claim after 75 days. It is not required to continue tracking the claim, but retains the
key identifying information on the claim, as described in 880.6A.

CMS prefers the intermediary to show cost avoidanemga onlyafter 75 days have elapsed.
However, it has the option of counting the savings when the claim is initially suspended or at any



time during the suspension period. If it chooses the latter alternative, it must adjust its cost
avoidance saving$ the claim is resubmitted during the suspension period with information
showing it is not a legitimate cost avoidance.

The following situations require special consideration if cost avoidance savings are counted before
the 75 day suspense period has dnde

e A claim returned (and counted as cost avoided) isipgsdrt by another payer and the
provider resubmits it for secondary payment.

e Aclaim returned (and counted as cost avoided) is denied by the other payer and the
provider resubmits it for primanyayment.

e A claim returned (and counted as cost avoided) isipdial by the other payer and the
provider submits a npayment bill. The intermediary shows "full recovery" savings and
not cost avoidance.

In these situations, it adjusts its cost avomasavings figures by deducting or "backing out" the
applicable amounts. It makes the adjustments in the reporting month in which a final
determination is rendered. The following chart outlines the correct reporting of savings in each
situation.



ADJUSTMENTS TO REPORTED MSP COST AVOIDANCE SAVINGS

CLAIMS PROCESSING ACTIONS MSP SAVINGS REPORTED

Cost Partial Full
Avoidance Recoveries Recoveries
Partial Recovery Adjustment

o $ 1,200
MSP situation indicated. Medicare payme
calculated tdoe $1200f Medicare was

primary payer. Claim is returned to provic

0 $(1,200) *  $900
Provider resubmits the claim showing $9(

paid by the other insurer. Medicare

secondary payment of $300 is made.

Il. "Other Payer Deail" Adjustment
e MSP situation indicatedMedicare $ 2,000

"primary" payment, $2,000. Claim
returned to provider.

e Other payer denies claim. Medicar $ (2,000) *
found to be primary and Medicare
payment of $2,000 is made.
lll.  Full Recovery Adjustment
e MSP situation indicatedMedicare ~ $ 900
"primary" payment, $900. Claim is
returned to provider.

e Provider submits a "npayment" bill $ (900) * $ 900
showing full payment by the other

payer.

*Amounts "backed out" of cost avoidance savings figures.

Full Recoveries

Line 3 - Number - The intermediary reports the number of full recoveries made during the month.

Line 4 - Dollar Value - The intermediary reports the dollar value of full reaqee®@made during
the month.



Full Recoveries are claims where the primary payer made a payment that relieved Medicare of all
payment liability. Full recoveries can be either prepayment or postpayment. The intermediary
counts full recoveries in the montiwhich it recovers the full payment or receives gpagment

bill for prepaymentfull recovery cases. Where the "full recovery" is paid in installments, it

counts the claim as pending until all monies have been received. Instructions for procdssing ful
recovery claims are in the Medicare Claims Processing Manual, Chapter 29, Coordination with
Medigap insurers.

A. Prepayment Full Recovery- A prepayment full recovery occurs when a primary payer
makes full payment on a charge before Medicare makesagymygmnt.

EXAMPLE: A hospital identifies an EGHP as the primary payer, submits its charge to that
insurer, and the EGHP pays the hospital's full cost. The intermediary subsequently receive a "no
pay" bill in accordance with the Medicare Claims Processiagldl, Chapter 29, Coordination

with Medigap insurers. It determines what it would have paid if the EGHP had not made payment
and records that total as a full recovery savings.

B. Postpayment Full Recovery A postpayment full recovery occurs when a @ignpayer
makes full payment on a charge after Medicare has paid.

EXAMPLE: Medicare paid a hospital bill for charges incurred as a result of an automobile
accident. Subsequently, an auto liability insurer reimburses the Medicare beneficiary for the full
amount of the medical expenses and the beneficiary refunds that amount to the program. The
intermediary counts the amount of Medicare's initial payment as a postpayment full recovery.

The intermediary records as savings, that portion of a full recoaguytgp an attorney or other

agent as Medicare's share of the recovery cost. Consequently, there may be instances where it he
made a full recovery but does not get back the full amount paid. When it refers a case to the RO
for recovery action, howevat,does notrecord any savings at that point. Savings from a
compromise or "subrogation” case may be recordedaitdy a final determination. The

intermediary does not count these cases for CPEP credit prior to final settlement.

EXAMPLE: A beneficiary hcurs a $1,000 physician's bill and a $5,000 hospital bill as a result

of injuries sustained in an automobile accident. Assuming that all deductibles are satisfied, Part B
pays $800 toward the physician's charges, and Part A covers the hospital Bill After

litigation, a liability insurer agrees to pay $6,000 for the beneficiary's medical expenses from
which the attorney takes a fee. (If the attorney's fee were 33 percent, the dollar recovery would be
$4,000.) The Part B contractor can record@80Full Recovery savings. The intermediary is

also allowed to count its payment as a Full Recovery savings even though the amount recovered,
due to attorney's fees, does not equal what was paid.

Partial Recoveries

Line 5 - Number - The intermediary ngorts the number of partial recoveries made during the
month.

Line 6 - Dollar Value - The intermediary reports the dollar value of partial recoveries made
during the month.



Partial recoveries are those savings realized when a primary payer makes a payoiecovers
only a part of the Medicare allowable charge, leaving Medicare with a balance to pay. The
intermediary uses the following formula in computing the savings from a partial recovery:

e The dollar amount of Medicare benefits available for tmeises or supplies (calculated as
if Medicare were the primary payer) less the Medicare benefits paid for the services or
supplies, equals the partial recovery savings. (Primary Payienial Payment = Partial
Recovery Savings)

The intermediary countzartial recoveries in the month when it takes final action on the claim
(either making a payment supplemental to that of the primary payer or making a partial recovery
from a payment by the primary payer). Instructions for processing partial recovery ala in

the Medicare Claims Processing Manual, Chapter 29, Coordination with Medigap insurers.

It records as savings, that portion of a partial recovery paid to an attorney or other agent as
Medicare's share of the recovery cost. When it refers aacéise RO for recovery action,
however |t does notrecord any savings at that point. Savings from a compromise or
"subrogation” case may be recorded aafter a final determination. These cageaynotbe
counted for CPEP credit prior to final settlarhe

Totals

In this part of the report (lines 7 and 8), the intermediary reports data on the totals of unpaid claims
plus full and partial recoveries.

Line 7 - Claims - The intermediary reports the total number of MSP claims handled during the
month.

Line 8- Dollar Value - The intermediary reports the total dollar value associated with MSP
claims during the month.

Pending Claims/Cases

Line 9 - Number - The intermediary reports the number of pending claims/cases as of the close of
the reporting montht includes claims/cases for which "Full Recovery" is expected but all money
due has not been received.

Line 10 - Estimated Value- The intermediary reports the gross charges for all claims/cases
reported as pending on line 9. Where "Full Recovery didP&ecovery" has been determined,

but all monies have not been received, it reports the gross charges until it receives the full amount
due or it is reasonable not to expect further payments.

A case is defined as one or more claims filed on behalf ofdavidual and related to one specific
occurrence that necessitated medical care. When recording data for column 1 concerning WC anc
Auto Liability, and No Fault Insurance, the intermediary counts cases For Working Aged
(columniii), ESRD (columiv), and Disabled (column vi), it counts each individual claim.



A case/claim is pending only after it has been developed to the point where it is determined to be
an MSP claim and no final resolution has been made. A partial or interim payment is not
sufficient to remove a case/claim from the pending rolls. Final resolution occurs when there is no
longer a practical expectation of further reimbursement.

Remarks - The intermediary enters any comments relevant to the interpretation and analysis of the
report.

Signature - The report is signed by the individual responsible for its compilation.

Date - The intermediary enters the Date that the report is completed and signed.

80.9- Electronic Submission
(Rev. 6, 0830-02)
A3-3899.9

A. Keying CMS-1563

Theintermediary uses existing RLINK dialup instructions.
e The intermediary keys the letter "L" to bring up blank GV&53.

¢ The intermediary enters a valid 5 digit intermediary number. It uses the tab key to move
from column to column.

¢ The intermediary ente the reporting period using numeric designation month and year,
e.g., 0102 for January 2002.

e The intermediary enters twaosition alpha State code.

e The intermediary completes each column of data. Fields with zero need not be keyed. The
system will preaume all blank fields to be zero.

¢ The intermediary does not key dollar signs or commas in money fields. It keys only whole
dollar amounts.

e After completing the form, the intermediary keys F1. The system will edit and print any
error messages on the liabove "contractor number." The intermediary tabs to the
incorrect field and rekeys a correct entry. When the form passes all edits, the line will read
"record has been written." The intermediary keys F4 to return to the menu.

e To abort at any time withut writing a record, the intermediary keys F3 and refers to CICS
instructions.

e To verify that a report has been written, the intermediary returns to the main menu (F4) and
keys "L" to bring up a blank form. It keys in contractor number, reporting panddbtate
code. It keys F7. The completed report appears on the screen.



B. Edits for CMS-1563
e A valid 5-digit intermediary number is required.
e The default value for areas not keyed is zero.
e Appropriate reporting period (MMYY) is required.
e Two-posiion alpha State code is required.
e Lines 1 + 3+ 5 must equal line 7 for all columns.
e Lines 2 + 4 + 6 must equal line 8 for all columns.

e Line 10 must be equal to or greater than line 9 for all columns unless line 9 is zero. In that
case line 10 must a%e zero.

e For each line of the report column i must equal the sum of columns ii + iii +iv + v + vi.

907 Montly Intermediary Part A and Part B Appeals Report (Form

CMS-2591)
(Rev. 45, 0528-04)

At the end of each month, prepare and transmit to CMa@trsummarizing activity on Part A
reconsiderations, Part A Administrative Law Judge (ALJ) hearings, Part B reviews, and Part B
hearings during the month. Complete a separate report for each office assigned a separate
intermediary number.

Form CMS2591is subject to the Paperwork Reduction Act and requires approval by the Office of
Management and Budget (OMB). OMB approval has been requested.

90.17 Purpose and Scope
(Rev. 45, 0528-04)

The CMS2591 (see §3890Exhibits 1 thru 6) enables CMS to tdde data for administrative
purposes on the following information:

e The number of reconsiderations, reviews and hearings requested, completed, and pending;

e The number of reconsiderations, reviews and hearings resulting in affirmations or reversals
of previous determinations;

e The number of reconsiderations, reviews and hearings involving waiver of liability
determinations, and dollar amount of charges allowed;

e Data on timeliness; and

e The number of Part A and Part B reopenings.

90.21 Due Date



(Rev. 45,05-28-04)

Transmit the CM&591 to CO via PC or terminal. Use instructions in the Contractor Reporting of
Operational and Workload Data (CROWD) System User's Guide.

The report is due as soon as possible after the end of the reporting month buttharates 15th
of the month following the end of the reporting month.

1007 Completion of Items on Form CMS2591
(Rev. 45, 0528-04)

100.17 Heading
(Rev. 45, 0528-04)

Enter your ID number in the space provided. In addition, indicate the reportinh arah
calendar year, i.e., 1292 for December 1992.

100.2i Section AT Intermediary Appeal Requests
(Rev. 45, 0528-04)

This part concerns data from Part A and Part B appeals processes. The number of appeals
requested (received), completed, and pencefigcts the status of the workload as of the last day

of the reporting month. Base data on actual counts of each activity and not on sampling or other
estimating techniques.

Appeals fall into the following categories:
1. Part A ReconsiderationThisis the first level of appeal following denial of a Part A claim. It

is a reevaluation of the facts and findings of a claim to determine whether the initial decision was
correct. (See 83781.)

Do not count duplicate reconsideration requests or recoasimerequests received before you

have made an initial determination on a claim. Do not count telephone requests for
reconsiderations or inquiries. Count one reconsideration per request received. With the exception
of line 7 of the CM&591, do not caut the number of claims or beneficiaries involved in the
requests.

2. Part B Review-This is the first formal level of appeal following denial of a Part B claim. Itis
a second look by a different employee at the claim and supporting evidence. 3%e2 %3

3. Part B Hearing-This is an independent determination resulting from an appeal of your review
decision. This independent determination is rendered by a Hearing Officer (HO) you assigned.
The amount in controversy must be at least $108e §83794ff.)

Definition of Columns:

Column (1) TOTAL--All Part A reconsiderations. Column 1 must equal the sum of columns 2,
3 and 4.



Column (2) SNE--All skilled nursing facility reconsiderations.

Column (3) HHA/HOSPICE--All home health agencyna hospice reconsiderations.

Column (4) OTHER--All other Part A reconsiderations.

Column (5) PART B REVIEWS--Count one review per request received (i.e., Form 9
or equivalent written request). Do not count duplicate review requests or review
requests received before you have made an initial determination on a claim. With
the exception of line 7 of the CM&591, do not count the number of claims or
beneficiaries involved in the requests. (Report claim counts in line 7.)

Column (6) PART B HEARINGS--Count one hearing per request received (i.e., Form-CMS
1965 or equivalent written request). Include hearings requested that do not meet the
minimum $100 requirements and are subsequently dismissed. With the exception
of line 7 of the CM&2591,do not count the number of claims or beneficiaries
involved in the requests. (Report claim counts in line 7.) Do not count hearing
requests that qualify for a Part B ALJ hearinBart B intermediary hearings are
those Part B hearings that a hearingeeff adjudicates, as opposed to an AL3ee
definition for Section C.

Do not count requests for HO hearings received after you rendereetiagrecord
(OTR) decision in lines-#4 of the report. Count these cases only in lines 45, 46,
47, 48 and 50saappropriate.

Line 1. Opening Pending-Show under columns-4, the number of reconsiderations reported on
line 19 as the closing pending on the previous month's report. Show under column 5 the number
of reviews reported on line 30 as the closing pemdimthe previous month's report. Show under
column 6 the number of hearings reported on line 40 as the closing pending on the previous
month's report.

Line 2. Adjustments to Pendinglf it is necessary to revise the pending figure for the close of
theprevious month because of inventories or reporting errors, enter the adjustment. Report
requests received near the end of the reporting month and placed under control in the subsequent
month as received in the reporting month, not as requests recethedsimbsequent month. If

some cases were not counted in the proper month's receipts, count them as adjustments to the
opening pending in the subsequent month.

If line 3 of the current month differs from the closing pending of the previous monthptbstrbe
an entry in line 2 for the current month. Precede the entry by a "+", @s"appropriate.

Line 3. Adjusted Pending-Enter the result of line 1 + line 2 (taking into account theign, if
any).

Line 4. Requests ReceivedShow, under the apppriate columns, the number of requests for
reconsiderations, reviews, and Part B intermediary hearings received during the reporting month.
Include requests transferred to you by other intermediaries if you incur administrative costs for




processing thappeals and you report the cost on the Interim Expenditure Report (Form CMS
1523).

If an appellant submits one request involving several different claims (and several different
beneficiaries), count it as one request. If an appellant submits more theegaest (for different
claims) at different times, count each request.

NOTE: See definition of column (6) for instructions on hearings requested subsequent to OTR
decisions.

Line 4A. Medical Necessity Documentation DenialShow the number of requestsluded in
line 4 that involved initial claim denials for lack of medical documentation.

Line 5. Requests TransferreeShow under columns 1 thru 5 the number of reconsiderations and
review requests you transferred to other contractors because yat gideess the original

claim(s). Report under column 6 the number of Part B hearing requests transferred to other
contractors because the claimant is not within your geographical area (See §3794.3B) or
transferred to ROs because the issues are outgid¢Qls responsibilities. (See §3794.2.) For
columns 16, if you have reported a reconsideration, review or Part B hearing as transferred, do not
report any information regarding it on lines®. The transfer is the final action.

Line 6. Requests Cleade-Show, under the appropriate columns, the total numbers of
reconsiderations, reviews, and Part B hearings completed during the month. Report all completed
appeals, regardless if final outcome was affirmation, reversal, withdrawal, or dismissal.

Consicer a reconsideration or review cleared when the final determination (EOMB or other notice,
including dismissal) is printed or typed, or upon notification of withdrawal by the appellant. In the
case of a reversal, consider the case cleared when yoleittigaadjustment action.

A Part B hearing may be considered cleared when the decision is signed, or the following
conditions exist:

0 The claimant indicates that he/she is satisfied with th@@rRecord (OTR) decision;

0 The claimant indicates aftdré OTR decision that he/she wishes to proceed with an ALJ
hearing (if the amount in controversy is $500 or more);

o The HO dismisses the hearing request; or
o0 The appellant withdraws the hearing request.

Do not consider a hearing completed upon releés@ OTR decision unless the appellant
specifically requested an OTR hearing. Do not count the OTR hearing as completed until you
have completed all followap actions as required in 8379419as a result of the follovup

actions, the appellant requestn inperson or telephone hearing after release of the OTR decision,
the OTR hearing and decision are not counted on the report with the exception notedftt@iew.
appellant does not appear for the subsequent hearing, dismiss the hearing. (S8&3§3Féd
processing time purposes, the case is completed when you dismiss it; however, the decision to
record in lines 91 is the OTR decision.




NOTE: If you close a reconsideration, review or hearing after the end of a reporting month but
before the rport is due on the fifteenth of the subsequent montinptloount it until the
subsequent month's report.

Line 7. No. of Claims Involved-Show on line 6 the total number of claims involved in the

appeals reported as cleared during the month. For egarhpbu process one HHA

reconsideration decision which involves five claims, report five claims under column (3), or if you
process decisions for two Part B hearings in the month, one of which involved three claims and the
other seven, report 10 claimsder column (6).

Line 8. Amount in Controversy-For Part B hearings reported as affirmed (line 9) or reversed

(line 11) during the month, show the total dollar amount in controversy on the initial requests. The
amount in controversy is the differencavaeen the amount billed (less any reductions required by
legislation, e.g., GramfRudmanrHollings) and the amount you originally allowed less any unmet
deductible and coinsurance amounts. In effect, the amount in controversy is the amount of
payment thathe claimant would receive if the denial(s) was fully reversed. Show results rounded
to the nearest dollar.

Line 9. Affirmations.--Under the appropriate columns, show the number of completed
reconsiderations, reviews, and Part B hearings in which tiepsedeterminations were

completely upheld; i.e., no change was made. All parts of all claims in a case must be upheld in
order for the case to be counted as an affirmation. An OTR hearing decision does not count as a
previous decision if the appellasuibsequently requests argarson or telephone hearing. If the
in-person/telephone hearing is dismissed because the appellant did not appear, or the request was
withdrawn, use the OTR decision to determine if the case is counted here. (See linattiafor p
affirmations. Do not include them here.)

If you uphold your original determination, but pay under limitation of liability, count the
determination as an affirmation. Report the appropriate information in Section D of the CMS
2591.

Line 10. Dism/Withdr.--Report, under the appropriate column, the number of completed
reconsiderations, reviews, and Part B hearings that were withdrawn by the appellant or dismissed
(before determination) by you or the HO. Report here and in lines 4 and 6 an agpisal th

requested and withdrawn or dismissed within the same month. If the appellant requests an in
person or telephone hearing after receiving an OTR decision, and you dismiss the hearing becaust
the appellant failed to appear, the OTR decision is théde@sion, not the dismissal. Similarly,

for a withdrawal, use the OTR decision.

A dismissal at the reconsideration or review level is done when written correspondence has been
identified as an appeal request, but the claimant does not have the agtggpeal. Misrouted
correspondence and duplicate requests are not dismissals.

If you have incorrectly counted such correspondence as an appeal on a previous report, use line 2
(adjustments to pending) to correct the count. Do not count a duplicaestéor appeal
anywhere on the report. Likewise, do not count on the report a request for appeal received before
an initial claim determination has been rendered. (Consider the request an inquiry.)



Line 11. Reversals (Full or Part)Under the appropaie columns, show the total number of
completed reconsiderations, reviews, and Part B hearings in which at least part of the prior
determination was reversed. That is, a change was made and some or all of the new determinatior
was in favor of the appellant

If a reconsideration, review, or Part B hearing involves several claims, and the initial
determinations for some are affirmed and some are reversed, consider the decision a reversal. An
OTR hearing decision does not count as a previous decisionapfetiant subsequently requests

an inperson or telephone hearing. If thep@erson/telephone hearing is dismissed because the
appellant did not appear, or the request was withdrawn, use the OTR decision to determine if the
case is counted here.

Line 12. Amount Awarded-For cases included in line 11, show the amount of submitted charges
for services where the determination was reversed. Show charges prior to application of the
deductible and coinsurance. Round results to the nearest dollar.

Processin@nd Pending TimesThis deals with processing and pending times for Part A and Part
B appeals.

Computing Time to Process Part A Reconsiderations and Part B Reviews for (LLib@sid8 25

29)

For lines 1318 and 2529, use the matrix below to determthe number of days from receipt to
completion of reconsiderations and reviews. The date of receipt in all cases is the day the
processing contractor received it in its corporate mailroom.

Situation Date Completed

e The appellant withdraws the The date you were notified of the
request. withdrawal.

o Yf(?_u dishmiss_ the Eequest or
affirm the origina -
determination. The date of the notice.

The date when you submit the claim t

CWEF if payment can be made withoui

further development, or when you

initiate development; e.g., when you
must ascertain whether or not the

Brovm!e_r has refunded payment to the

eneficiary.

e You process the request to a
reversal.

Computing Time to Process Part B Hearings for Line885

For lines 3539, use the matrix below to detana the number of days from receipt to completion

of Part B hearings. The date of receipt, in all cases, is the day you receive the appeal request in its
corporate mailroom. In owdf-area cases, it is the date that the second intermediary receives the
request.

Situation Date Completed



An OTR decision is made and the appellant acce

the decision or decided to go directly to an ALJ The date of the OTR decisior
hearing.
The date of the second
An OTR decision is made and the appellant decision. If the appellant
chooses in a timely fashion to proceeith the in appears, and you dismiss the
person or telephone hearing. hearing, use the date of notic
of dismissal.

An in-person or telephone hearing is held withou The date of the dision.
an OTR decision.

The date you are notified of
the withdrawal.

The date of the dismissal

notice.

The appellant withdraws the hearing request.

The HO dismisses the hearing request.

RECONSIDERATIONS

Line 13. Processing TimeAverage--Report under the appropte columns the average number
of days from receipt of the reconsideration to the date of completion.

To compute the average number of days from request to completion, divide the total days elapsed
for all requests cleared in the month by the numbermfests cleared. Round results to the

nearest day. Calculate the days elapsed for an individual request by subtracting the Julian date of
receipt from the Julian date of completion. If the request is cleared in the year following the year
of receipt, ad®65 or 366 to the result, as appropriate. (Otherwise, you will get a negative
number.) If a case is cleared the same day it is received, consider it to require 1 day.

NOTE: Include all cases cleared, regardless of whether they were affirmed, redéessessed,
or withdrawn.

Line 14. Reconsiderations Completeetb Days--Show the number of reconsiderations that
required 145 days, to complete. If a case is cleared the same day it is received, consider it to
require 1 day.

Line 15. Reconsideration€ompleted 460 Days--Show the number of reconsiderations that
required 4660 days to complete.

Line 16. Reconsiderations Completed-8Q Days--Show the number of reconsiderations that
required 6190 days to complete.

Line 17. Reconsiderations Complet®1-120 Days-Show the number of reconsiderations that
required 91120 days to complete.

Line 18. Reconsiderations Completed over 120 Daghow the number of reconsiderations that
required more than 120 days to complete.

Line 19. Closing Pending Reasiderations-Show, under the appropriate columns, the total
number of reconsiderations that have not been completed by the end of the reporting month.




Line 20. Reconsiderations Pendinedbd Days--Show the number of reconsiderations included in
line 19that have been pendingdb days, inclusive, at the end of the reporting month.

Line 21. Reconsiderations Pending-66 Days--Show the number of reconsiderations included
in line 19 that have been pending@® days, inclusive, at the end of the repgrtimonth.

Line 22. Reconsiderations Pending-80 Days--Show the number of reconsiderations included
in line 19 that have been pending®Q days, inclusive, at the end of the reporting month.

Line 23. Reconsiderations Pending-220 Days-Show the numér of reconsiderations included
in line 19 which have been pending 920 days, inclusive, at the end of the reporting month.

Line 24. Reconsiderations Pending Over 120 Daghow the number of reconsiderations
included in line 19 which have been pendingre than 120 days at the end of the reporting month.

REVIEWS

Line 25. Processing Time Average--Report here the average number of days from the receipt of
the review to the date of completion.

To compute the average number of days from requestipleton, divide the total days elapsed

for all requests cleared in the month by the number of requests cleared. Round results to the
nearest day. Calculate the days elapsed for an individual request by subtracting the Julian date of
receipt from the Jidn date of completion.

If the request is cleared in the year following the year of receipt, add 365 or 366 to the result, as
appropriate. (Otherwise, you will get a negative number.) If a case is cleared the same day it is
received, consider it to rega 1 day.

NOTE: Include all cases cleared, regardless of whether they were affirmed, reversed, dismissed,
or withdrawn.

Line 26. Reviews Completed in-20 Days--Show the number of cases that requirégDIdays to
complete. If a case is cleared the satay it is received, consider it to require 1 day.

Line 27. Reviews Completed in 345 Days--Show the number of reviews that required4%l
days to complete.

Line 28. Reviews Completed in 460 Days--Show the number of reviews that required6fs
daysto complete.

Line 29. Reviews Completed in 61+ DaysShow the number of reviews that required more than
60 days to complete.

Line 30. Closing PendindReviews--Show the total number of reviews that have not been
completed by the end of the reportingntia

Line 31. Reviews Pending-B0 Days--Show the number of reviews included in line 30 that have
been pending-BO days, inclusive, at the end of the reporting month.




Line 32. Reviews Pending 345 Days--Show the number of reviews included in linetBat
have been pending 315 days, inclusive, at the end of the reporting month.

Line 33. Reviews Pending 460 Days--Show the number of reviews included in line 30 that
have been pending 4 days, inclusive, at the end of the reporting month.

Line 34 Reviews Pending Over 60 DayShow the number of reviews included in line 30 that
have been pending more than 60 days at the end of the reporting month.

PART B HEARINGS

Line 35. Hearing Processing TimeAverage--Report the average number of daysiineceipt of
the hearing request to date of completion. See methodology under line 25.

Line 36. Hearings Completed in 60 Dayshow the number of hearings that requiregDldays
to complete. If a case is cleared the same day it is received, cohsidequire 1 day.

Line 37. Hearings Completed in 890 Days--Show the number of hearings that requireeb61
days to complete.

Line 38. Hearings Completed 9120 Days-Show the number of hearings that requiredl20
days to complete.

Line 39. Hearhgs Completed Over 120 DayShow the number of hearings that required more
than 120 days to complete.

Line 40. Closing PendingHearings--Show the total number of hearings that have not been
completed by the end of the reporting month. You may noidena hearing completed upon
release of an OTR decision unless the appellant specifically requested an OTR hearing. See
definition for line 6.

Line 41. Hearings Pending-60 Days--Show the number of hearings included in line 40 that
have been pending@0 days, inclusive, at the end of the reporting month.

Line 42. Hearings Pending 620 Days--Show the number of hearings included in line 40 which
have been pending &0 days, inclusive, at the end of the reporting month.

Line 43. Hearings Pending 9120 Days-Show the number of hearings included in line 40 which
have been pending 920 days, inclusive, at the end of the reporting month.

Line 44. Hearings Pending Over 120 DayShow the number of hearings included in line 40 that
have been pendingore than 120 days at the end of the reporting month.

100.3i Section Bi Part B Hearing Results
(Rev. 45, 0528-04)



Section B deals with data on Part B hearings completed during the month. Base data shown on
actual counts of each activity and not dedrom sampling or other estimating techniques.

HEARINGS FALL INTO THE FOLLOWING CATEGORIES:

Column (1)

Column (2)

Column (3)

Column (4)

Onthe-Record with No Subsequent Hearinclude in column 1 hearings

held where the appellant originally requested an OTR hearing, indicates that
he/she is satisfied with the OTR decision, that he/she wishes to proceed with
an ALJ hearing (if the amount in controversy is $500 or more), or fails to
respond to the OTR within the required time frame. In addition, if the
appellant requests an-persm or telephone hearing subsequent to an OTR
decision, but the hearing is dismissed or withdrawn, include it here and not in
columns (2) or (3).

All Telephone--Include in column 2, hearings where the appellant requested
and had a telephone higey subsequent to an OTR hearing decision, or a
telephone hearing was held without a prior OTR decision. CGiuteiephone
hearings including those where the appellant did not felipwiimely to the

OTR notice, but later requested a telephone hearing.

All In-Person-Include in column 3 hearings where the appellant requested
and had an i#person hearing subsequent to an OTR hearing decision, or an in
person hearing was held without a prior OTR decision. Caluimt-person
hearings incluohg those where the appellant did not follaw timely to the

OTR notice but later requested arp@rson hearing.

Number in 120 Days-For the total cases included in line 47, columns 2 and 3,
(e.g., the sum) show for lines-#4 the numberthat were completed within

120 days of receipt. Use the methodology shown above the explanation for
line 13 to determine the completion date. Where an OTR decision is made and
the appellant chooses to not follays timely and later requests either an in
person or telephone hearing, completion time for this second reported hearing
is measured from the date of receipbafiinal request to the date of the

second decision. If the appellant does not appear, dismiss the hearing in
accordance with 83794.3kné@ use the date of notice of dismissal as your date
completed.

Line 45. Reversals-Under the appropriate columns, show the number of OTR, telephone;and in
person hearings completed in the month in which at least part of the review determination was
revased i.e., a change was made and some, or all, of the new determination was in favor of the
appellant. (See the definition for line 11.)

Line 46. Affirmations.--Under the appropriate columns, show the number of OTR, telephone, and
in-person hearings corgted in the month in which the review determination was completely
upheld, i.e., no change was made. All parts of all claims must be upheld in order for the case to be
counted as an affirmation. (See the definition for line 9.)

Line 47. Total Decisions-Show the total number of hearing decisions completed during the

month that resulted in a reversal or affirmation, excluding dismissals and withdrawals.


















































































































































































































































































































































































































































































































































































































