DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services

MLN Matters® Number: MM9585

Related Change Request (CR) #: CR 9585

Related CR Release Date: October 27, 2016

Effective Date: April 1, 2017

Related CR Transmittal #: R3629CP

Implementation Date: April 3, 2017

Denial of Home Health Payments When Required Patient Assessment Is
Not Received
Provider Types Affected
This MLN Matters® Article is intended for Home Health Agencies (HHAs) submitting
claims to Medicare Administrative Contractors (MACs) for home health services provided
to Medicare beneficiaries.
Provider Action Needed
Change Request (CR) 9585 directs MACs to automate the denial of Home Health
Prospective Payment System (HH PPS) claims when the condition of payment for
submitting patient assessment data has not been met. Make sure that your billing staffs are
aware of this change.
Background
Per the Code of Federal Regulations (CFR) at 42 CFR 484.210(e), submission of an
Outcome and Assessment Information Set (OASIS) assessment for all Home Health (HH)
episodes of care is a condition of payment. If the OASIS is not found during medical review
of an HH claim, the claim is denied. Original Medicare systems validate the HIPPS code
submitted on an HH claim against the HIPPS code calculated by when the OASIS
assessment is received in the Quality Information Evaluation System (QIES). If the codes do
not match, the HIPPS code calculated from the OASIS assessment is used for payment.
Currently, Medicare systems take no action on claims when the OASIS assessment is not
found.
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The Office of Inspector General (OIG) has recommended that Medicare strengthen its
enforcement of OASIS as a condition of payment. In Medicare's response to OIG report
OEI-01-10-00460, the Centers for Medicare & Medicaid Services (CMS) stated its
intention to use the claims-OASIS interface to do this.
Medicare implemented the initial stage in April 2015. Medicare informed providers
through the MLN Matters® Special Edition article SE1504. In that article, Medicare also
notified HHAs that “CMS plans to use the claims matching process to enforce this
condition of payment in the earliest available Medicare systems release. At that time,
Medicare will deny claims when a corresponding assessment is past due in the QIES but
is not found in that system.” CR9585 provides MACs with requirements to implement
this next step.
When an OASIS Assessment Has Not Been Submitted
As mentioned above, submission of an OASIS assessment is a condition of payment for
HH episodes of care. OASIS reporting regulations require the OASIS to be
transmitted within 30 days of completing the assessment of the beneficiary. In most
cases, this 30-day period will have elapsed by the time a 60-day episode of HH services
is completed and the HHA submits the final claim for that episode to Medicare. If the
OASIS assessment is not found in the QIES upon receipt of a final claim for an HH
episode and the receipt date of the claim is more than 30 days after the assessment
completion date, Medicare systems will deny the HH claim. (While the regulation
requires the assessment to be submitted within 30 days, the initial implementation of this
edit will allow 40 days.) In denying the claim, Medicare will supply the following
remittance messages:



Group Code of CO
Claim Adjustment Reason Code 272

Additional Information
The official instruction, CR9585, issued to your MAC regarding this change is available at
https://www.cms.gov/Regulations-andGuidance/Guidance/Transmittals/Downloads/R3629CP.pdf. The revised portion of
Chapter 10 of the “Medicare Claims Processing Manual” discusses this change further and
that manual portion is attached to CR9585.
If you have any questions, please contact your MAC at their toll-free number. That number
is available at https://www.cms.gov/Research-Statistics-Data-and-Systems/MonitoringPrograms/Medicare-FFS-Compliance-Programs/Review-Contractor-DirectoryInteractive-Map/.
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