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10 - Skilled Nursing Facility (SNF) Prospective Payment System (PPS)

and Consolidated Billing Overview
(Rev.4163, Issued: 11-02-18, Effective: 12-04-18, Implementation: 12-04-18)

All SNF Part A inpatient services are paid under a prospective payment system (PPS).
Under SNF PPS, beneficiaries must meet the regular eligibility requirements for a SNF
stay. That is, the beneficiary must have been an inpatient of a hospital for a medically
necessary stay of at least three consecutive calendar days. In addition, the beneficiary
must have been transferred to a participating SNF within 30 days after discharge from the
hospital, unless the patient’s condition makes it medically inappropriate to begin an
active course of treatment in an SNF within 30 days after hospital discharge, and it is
medically predictable at the time of the hospital discharge that the beneficiary will
require covered care within a predetermined time period. (See the Medicare Benefit
Policy Manual, Chapter 8, “Coverage of Extended Care Services Under Hospital
Insurance,” 820.2, for further information on the 30-day transfer requirement and
exception.) To be covered, the extended care services must be needed for a condition
which was treated during the patient’s qualifying hospital stay, or for a condition which
arose while in the SNF for treatment of a condition for which the beneficiary was
previously treated in a hospital.

Also under SNF PPS all Medicare covered Part A services that are considered within the
scope or capability of SNFs are considered paid in the PPS rate. In some cases this
means that the SNF must obtain some services that it does not provide directly. Neither
the SNF nor another provider or practitioner may bill the program for the services under
Part B, except for services specifically excluded from PPS payment and associated
consolidated billing requirements.

Any DME or oxygen furnished to inpatients in a covered Part A stay is included in the
SNF PPS rate. The definition of DME in 81861(n) of the Social Security Act (the Act)
provides that DME is covered by Part B only when intended for use in the home, which
explicitly does not include a SNF. This definition applies to oxygen also. (See the
Medicare Benefit Policy Manual, Chapter 15, “Covered Medical and Other Health
Service,” §110.)

Most prosthetics and all orthotic devices are included in the Part A PPS rate. An
exception involves certain designated customized prosthetic devices that are specifically
identified as being outside the rate (see the regulations at 42 CFR 411.15(p)(2)(xvi) and
Major Category 111.D of the SNF consolidated billing editing). Those customized
prosthetic devices that are considered outside the PPS rate are billed by the qualified
outside entity that furnished the service. That entity bills its normal MAC.

Services that are not considered to be furnished within SNF PPS are identified in sections
8820.1 - 20.4. These may be billed separately under Part B. Some services must be
billed by the SNF. (This is referred to as “consolidated billing.”) Some services must be
billed by the rendering provider (SNF or otherwise). These are discussed further in
8820.1 - 20.4.


http://www.ssa.gov/OP_Home/ssact/title18/1861.htm

10.1 - Consolidated Billing Requirement for SNFs
(Rev.4163, Issued: 11-02-18, Effective: 12-04-18, Implementation: 12-04-18)

Section 4432 (b) of the Balanced Budget Act (BBA) requires consolidated billing (CB)
for SNFs. Under the CB requirement, the SNF must submit ALL Medicare claims for
ALL the services that its residents receive under Part A, except for certain excluded
services described in 8820.1 - 20.3, and for all physical, occupational and speech-
language pathology services received by residents under Part B (see §20.5). A SNF
resident is defined as a beneficiary who is admitted to a Medicare participating SNF or
the participating, Medicare-certified, distinct part unit (DPU) of a larger institution.
Under the regulations at 42 CFR 411.15(p)(3)(i)-(iv), if such a beneficiary leaves the
facility (or the DPU), the beneficiary’s status as a SNF “resident” for CB purposes (along
with the SNF’s responsibility to furnish or make arrangements for needed services) ends
when any one of the following events occurs:

« The beneficiary is admitted as an inpatient to a Medicare-
participating hospital or critical access hospital (CAH), or as a
resident to another SNF;

« The beneficiary receives services from a Medicare-participating
home health agency under a plan of care;

« The beneficiary receives one of the types of outpatient hospital
services that CMS has designated as being exceptionally intensive
(see §20.1.2); or

o The beneficiary is formally discharged (or otherwise departs) from
the SNF or DPU, unless the beneficiary is readmitted (or returns)
to that or another SNF before the following midnight. This
provision is sometimes referred to as the “midnight rule” (see Pub.
100-02, Medicare Benefit Policy Manual, chapter 3, 820.1, which
specifies that an inpatient day “. . . begins at midnight and ends 24
hours later”). A “discharge” from the Medicare-certified DPU
includes situations in which the beneficiary is moved from the
DPU to a Medicare non-certified area within the same institution.

When a beneficiary is absent from the SNF overnight (i.e., the absence from the SNF
spans midnight), the beneficiary’s status as a SNF “resident” for CB purposes would end
upon the point of departure from the SNF (per the above-described “midnight rule”), and
would not resume until the actual point of arrival back at the SNF the next day.
Accordingly, that beneficiary would not be considered a SNF “resident” for CB purposes
between those two points, so that any offsite services furnished during the interim (such
as an overnight sleep study) would not be subject to CB.

It should be noted that the scenarios described in the first three clauses above would
become relevant only if a beneficiary leaves the SNF but then arrives back in that or



another SNF before the following midnight. This is because under the “midnight rule”
discussed in the fourth clause, whenever a beneficiary leaves the SNF but does not arrive
back in that or another SNF later on that same day, the beneficiary’s “resident” status for
CB purposes would end immediately upon departure--before any of the other events
described in the first three clauses could even occur.

By contrast, when a beneficiary does return to that or another SNF by the end of the same
day (a scenario that normally would serve to maintain the beneficiary’s status as a
“resident” of the originating SNF throughout the absence), the occurrence of one of the
intervening events listed in the first three clauses above would nevertheless serve to end
the beneficiary’s “resident” status at that point. For example, when a beneficiary leaves
the SNF to receive outpatient emergency services at the hospital, the emergency services
would never be subject to CB—even in a situation where the beneficiary returns to the
SNF later that same day—because the receipt of the emergency services themselves
under the third clause above would have already served to suspend the beneficiary’s SNF
“resident” status with respect to those services under the regulations at 42 CFR
411.15(p)(3)(iii).

These requirements apply only to Medicare fee-for-service beneficiaries residing in a
participating SNF or DPU.

Claims are submitted to the A/B MAC (A) on the ASC X12 837 institutional format or
Form CMS-1450. All services billed by the SNF (including those furnished under
arrangements with an outside supplier) for a resident of a SNF in a covered Part A stay
are included in the SNF’s Part A bill. If a resident is not in a covered Part A stay (Part A
benefits exhausted, posthospital or level of care requirements not met), the SNF is
required to bill for all physical therapy, occupational therapy, and/or speech-language
pathology services provided to a SNF resident under Part B. The CB provision requires
that effective for services and items furnished on or after July 1, 1998, payment is made
directly to the SNF.

Thus, SNFs are no longer able to “unbundle” services to an outside supplier that can then
submit a separate bill directly to an A/B MAC (B) or DME MAC for residents in a Part A
stay, or for SNF residents receiving physical therapy, occupational therapy, and/or
speech-language pathology services paid under Part B. Instead, the SNF must furnish the
services either directly or under an arrangement with an outside supplier or provider of
services in which the SNF (rather than the supplier or provider of services) bills
Medicare. Medicare does not pay amounts that are due a provider to any other person
under assignment, or power of attorney, or any other direct payment arrangement. As a
result, the outside supplier must look to the SNF (rather than the A/B MAC (A), or (B),
or DME MAC or the beneficiary) for payment. The SNF may collect any applicable
deductible or coinsurance from the beneficiary.

NOTE: The requirements for participation at 42 CFR 483.15(c)(1)(i)(A)-(F) specify the
limited circumstances under which a resident can be involuntarily moved out of a
Medicare-certified SNF or DPU. These circumstances can include situations in which
the resident's health has improved to the point where he or she no longer needs SNF care.



However, if a resident has exhausted Part A benefits but nevertheless continues to require
SNF care, he or she cannot be moved out of the Medicare-certified SNF or DPU for
reasons other than those specified in the regulations. For example, the resident cannot be
moved to avoid the CB requirements, or to establish a new benefit period. The
determination to move the beneficiary out of the SNF or DPU must not be made on the
basis of the beneficiary having exhausted his or her benefits, but rather, on the
beneficiary's lack of further need for SNF care. Once a resident of a Medicare-certified
DPU ceases to require SNF care, he or she may then be moved from the DPU to the
Medicare non-certified area of the institution. As discussed above, such a move would
end the beneficiary's status as a SNF "resident” for CB purposes.

Enforcement of CB is done through editing in Medicare claims processing systems using
lists of Healthcare Common Procedure Coding System (HCPCS) codes that are subject to
the CB provision of SNF PPS. In order to assure proper payment in all settings,
Medicare systems must edit for services, provided to SNF beneficiaries, both included
and excluded from CB. Transmittals with instructions provide updates to previous lists
of the exclusions, and some inclusions, to CB. Such transmittals can be found on the
CMS Web site at: https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Internet-Only-Manuals-10Ms.html or
http://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/index.html. Step-by-step
instructions for accessing the exclusion list itself appear in the Medicare Benefit Policy
Manual, Chapter 8, §10.2.

The list of HCPCS codes enforcing CB may be updated each quarter. For the notice on
CB for the quarter beginning January, separate instructions are published for A/B MACs
(A) and A/B MACs (B)/DME MACs. Since this is usually the only quarter in which new
permanent HCPCS codes are produced, this recurring update is referred to as an annual
update. Other updates for the remaining quarters of the year will occur as needed prior to
the next annual update. In lieu of another update, editing based on the prior list of codes
remains in effect. Some non-January quarterly updates may apply to each of A/B MACs
(A) and (HHH) and A/B MACs (B)/DME MACs, and the applicability of the instruction
will be clear in each update. All future updates will be submitted via a Recurring Update
Notification form.

e Effective July 1, 1998, CB became effective for those services and items that were
not specifically excluded by law from the SNF prospective payment system (PPS)
when they were furnished to residents of a SNF in a covered Part A stay and also
includes physical therapy, occupational therapy, and/or speech-language pathology
services in a noncovered stay. SNFs became subject to CB once they transitioned
to PPS. Due to systems limitations, CB was not implemented at that time for
residents not in a Part A covered stay (Part A benefits exhausted, post-hospital or
level of care requirements not met). Section 313 of the Benefits Improvement and
Protection Act (BIPA) of 2000 subsequently repealed this aspect of CB altogether,
except for physical therapy, occupational therapy, and/or speech-language
pathology services. In addition, for either type of resident, the following
requirements were also delayed: (1) that the physicians forward the technical


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs.html
http://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/index.html

portions of their services to the SNF; and (2) the requirement that the physician
enter the facility provider number of the SNF on the claim.

Effective July 1, 1998, under 42 CFR 411.15(p)(3)(iii) published on May 12,
1998, a number of other services are excluded from CB. The hospital outpatient
department will bill these services directly to the A/B MAC (A) when furnished on
an outpatient basis by a hospital or a critical access hospital (see §20.1.2).
Physician’s and other practitioner’s professional services will be billed directly to
the A/B MAC (B) (see §20.1.1). Hospice care (see §20.2.2) and the ambulance
trip that initially conveys an individual to the SNF to be admitted as a resident, or
that conveys an individual from the SNF when discharged and no longer
considered a resident (see §20.3), are also excluded from CB.

Effective April 1, 2000, §103 of the Balanced Budget Refinement Act (BBRA)
excluded additional services and drugs from CB that therefore had to be billed
directly to the A/B MAC (B) or DME MAC by the provider or supplier for
payment (see §20.3). As opposed to whole categories of services being excluded,
only certain specific services and drugs (identified by HCPCS code) were excluded
in each category. These exclusions included ambulance services furnished in
conjunction with renal dialysis services, certain specific chemotherapy drugs and
their administration services, certain specific radioisotope services, and certain
customized prosthetic devices.

Effective January 1, 2001, 8313 of the BIPA, restricted CB to the majority of
services provided to beneficiaries in a Medicare Part A covered stay and only to
therapy services provided to beneficiaries in a noncovered stay (see §820.5).

e Effective for claims with dates of service on or after April 1, 2001, for
those services and supplies that were not specifically excluded by law and
are furnished to a SNF resident covered under the Part A benefit,
physicians are required to forward the technical portions of any services to
the SNF to be billed by the SNF to the A/B MAC (A) for payment (see
§20.1.1).

10.2 - Types of Facilities Subject to the Consolidated Billing

Requirement for SNFs
(Rev. 4409, Issued: 10-04-19, Effective: 11-05-19, Implementation: 11- 05-19)

Consolidated billing applies to:

Participating SNFs;

Short term hospitals, long term hospitals, and rehabilitation hospitals certified as
swing-bed hospitals, except critical access hospitals (CAHSs) certified as swing
bed hospitals (however, while a CAH’s SNF-level swing bed services are not
subject to consolidated billing, they remain subject to the bundling requirement
for hospitals, as specified in the Medicare Claims Processing Manual, Chapter 3,
860). Rural (non-CAH) swing bed hospitals that furnish SNF-level services are



subject to both the consolidated billing and hospital bundling requirements (see
8100.1); accordingly, as explained in the FY 2002 SNF PPS final rule (66 FR
39593, July 31, 2001), for the small number of services (such as dialysis) that are
excluded from consolidated billing but remain subject to hospital bundling, the
billing responsibility would remain with the rural swing bed hospital itself (in
accordance with the hospital bundling requirement), but it would use a separate
inpatient Part B claim to bill for those services outside of the bundled SNF PPS
rate (in recognition of their exclusion from the consolidated billing requirement).

But consolidated billing does not apply to:
e A nursing home that is not Medicare-certified, such as:

o A nursing home that does not participate at all in either the Medicare or
Medicaid programs;

o A non-certified part of a nursing home that also includes a participating
distinct part SNF unit; and

o A nursing home that exclusively participates in the Medicaid program as
an NF.

o CAMHs certified as swing-bed hospitals. However, as noted above, CAH swing-
bed services are subject to the hospital bundling requirement at section
1862(a)(14) of the Social Security Act and 42 CFR § 411.15(m).

Medicare Coordinated Care Demonstration

Services for beneficiaries covered under the Medicare Coordinated Care Demonstration
will not be subject to consolidated billing. Common Working File (CWF) will
appropriately edit for these codes so that the A/B MACs (B) will pay them separately.

10.3 - Types of Services Subject to the Consolidated Billing

Requirement for SNFs
(Rev. 2573, Issued: 10-26-12, Effective: 04-01-13, Implementation: 04-01-13)

As previously discussed, the consolidated billing requirement applies to all services
furnished to a SNF resident in a covered Part A stay (other than the excluded service
categories described below) and for physical therapy, occupational therapy, and/or
speech-language pathology services provided to residents and paid under Part B.
Examples of services that are subject to consolidated billing include:

« Physical therapy, occupational therapy, and/or speech-language pathology
services, regardless of whether they are furnished by (or under the supervision of)



a physician or other health care professional (see §1888(e)(2)(A)(ii) of the Act).
Physical therapy, occupational therapy, and/or speech-language pathology
services (other than audiology services, which are considered diagnostic tests
rather than therapy services) furnished to a SNF resident during a noncovered stay
must still be billed by the SNF itself. This is known as “Part B” consolidated
billing (see §20.5 of this chapter).

o Psychological and other services furnished by a clinical social worker; and

« Services furnished as an “incident to” the professional services of a physician or
other excluded category of health care professional described in §20.1.1 below.

10.4 - Furnishing Services that are Subject to SNF Consolidated Billing

Under an “Arrangement” With an Outside Entity
(Rev .4001, Issued: 03-16-18, Effective: 06- 19- 18, Implementation: 06-19-18)

As discussed in §10.1 and §10.3, the SNF consolidated billing provisions (at
§1862(a)(18), 81866(a)(1)(H)(ii), and §1888(e)(2)(A) of the Act) place with the SNF
itself the Medicare billing responsibility for most of its residents’ services. “Part A”
consolidated billing requires that a SNF must include on its Part A bill almost all of the
services that a resident receives during the course of a Medicare-covered stay, other than
those services that are specifically excluded from the SNF’s global PPS per diem
payment for the covered stay. (These “excluded” services, such as the services of
physicians and certain other practitioners, remain separately billable to the A/B MAC (B)
directly by the outside entity that actually furnishes them.) In addition, “Part B”
consolidated billing makes the SNF itself responsible for submitting the Part B bills for
any physical therapy, occupational therapy, and/or speech-language pathology services
that a resident receives during a noncovered stay (see 820.5).

Further, for any Part A or Part B service that is subject to SNF consolidated billing, the
SNF must either furnish the service directly with its own resources, or obtain the service
from an outside entity (such as a supplier) under an “arrangement,” as described in
81861(w) of the Act and in 880.5. Under such an arrangement, the SNF must reimburse
the outside entity for those Medicare-covered services that are subject to consolidated
billing; i.e., services that are reimbursable only to the SNF as part of its global PPS per
diem or those Part B services that must be billed by the SNF.

Since the inception of the SNF PPS, several problematic situations have been identified
where the SNF resident receives services that are subject to consolidated billing from an
outside entity, such as a supplier. (In this context, the term “supplier” can also include
those practitioners who, in addition to performing their separately billable professional
services, essentially act as a supplier by also furnishing other services that are subject to
the consolidated billing requirement.) As discussed in greater detail below, such
situations most commonly arise in one of the following two scenarios: 1) A SNF does


https://www.ssa.gov/OP_Home/ssact/title18/1862.htm
https://www.ssa.gov/OP_Home/ssact/title18/1866.htm
https://www.ssa.gov/OP_Home/ssact/title18/1888.htm
https://www.ssa.gov/OP_Home/ssact/title18/1861.htm

not accurately identify services as being subject to consolidated billing when ordering
such services from a supplier or practitioner; or 2) A supplier fails to ascertain a
beneficiary’s status as a SNF resident when the beneficiary (or another individual acting
on the beneficiary’s behalf) seeks to obtain such services directly from the supplier
without the SNF’s knowledge.

The absence of a valid arrangement in the situations described above creates confusion
and friction between SNFs and their suppliers. Suppliers need to understand which
services are subject to consolidated billing to avoid situations where they might
improperly attempt to bill the A/B MAC (B) (or other payers such as Medicaid and
beneficiaries) directly for the services. In addition, when ordering or furnishing services
“under arrangements,” both parties need to reach a common understanding on the terms
of payment; e.g., how to submit an invoice, how payment rates will be determined, and
the turn-around time between billing and payment. Without this understanding, it may
become difficult to maintain the strong relationships between SNFs and their suppliers
that are necessary to ensure proper coordination of care to the Medicare beneficiaries.
Whenever possible, SNFs should document arrangements with suppliers in writing,
particularly with suppliers furnishing services on an ongoing basis, such as laboratories,
x-ray suppliers, and pharmacies. This also enables the SNF to obtain the supplier’s
assurance that the arranged-for services will meet accepted standards of quality (under
the regulations at 42 CFR 483.70(g)(2), SNFs must ensure that services obtained under
an arrangement with an outside source meet professional standards and principles that
apply to professionals providing such services).

However, it is important to note that the absence of a valid arrangement does NOT
invalidate the SNF’s responsibility to reimburse suppliers for services included in the
SNF “bundle” of services represented by the SNF PPS global per diem rate. As the SNF
has already been paid for the services, the SNF must be considered the responsible party
when medically necessary supplier services are furnished to beneficiaries in Medicare
Part A stays. This obligation applies even in cases where the SNF did not specifically
order the service; e.g., during a scheduled physician’s visit, the physician performs
additional diagnostic tests that had not been ordered by the SNF; a family member
arranges a physician visit without the knowledge of SNF staff and the physician bills the
SNF for “incident to” services.

Finally, while establishing a valid arrangement prior to ordering services from a supplier
minimizes the likelihood of a payment dispute between the parties, it is not unreasonable
to expect occasional disagreements between the parties that may result in non-payment of
a supplier claim. However, it is important to note that there are potentially adverse
consequences to SNFs when patterns of such denials are identified. Specifically, all
participating SNFs agree to comply with program regulations when entering into a
Medicare provider agreement which, as explained below, requires a SNF to have a valid
arrangement in place whenever a resident receives services that are subject to
consolidated billing from any entity other than the SNF itself. Moreover, in receiving a



bundled per diem payment under the SNF PPS that includes such services, the SNF is
accepting Medicare payment, and financial responsibility, for the service.

Accordingly, these instructions reiterate and clarify the applicable consolidated billing
requirements that pertain to SNFs and to the outside suppliers that serve SNF residents.

10.4.1 - “Under Arrangements” Relationships
(Rev.4163, Issued: 11-02-18, Effective: 12-04-18, Implementation: 12-04-18)

Under an arrangement as defined in §1861(w) of the Act, Medicare’s payment to the SNF
represents payment in full for the arranged-for service, and the supplier must look to the
SNF (rather than to A/B MAC (B)) for its payment. Further, in entering into such an
arrangement, the SNF cannot function as a mere billing conduit, but must actually
exercise professional responsibility and control over the arranged-for service (see the
Medicare General Information, Eligibility, and Entitlement Manual, Chapter 5, §10.3,
and the Medicare Benefit Policy Manual, Chapter 8, 870.4, for additional information on
services furnished under arrangements).

Medicare does not prescribe the actual terms of the SNF’s relationship with its suppliers
(such as the specific amount or timing of payment by the SNF), which are to be arrived at
through direct negotiation between the parties to the agreement. However, in order for a
valid “arrangement” to exist, the SNF must reach a mutual understanding with its
supplier as to how the supplier is to be paid for its services. Documenting the terms of
the arrangement confers the added benefit of providing both parties with a ready means
of resolution in the event that a dispute arises over a particular service. This type of
arrangement has proven to be effective in situations where suppliers regularly provide
services to facility residents on an ongoing basis; e.g., laboratory and x-ray suppliers,
DME supplies, etc. Sample model agreements involving arrangements between SNFs
and their suppliers are available for review on CMS’s “Best Practices Guidelines”
website, at https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/SNFPPS/BestPractices.html.

If a SNF elects to utilize an outside supplier to furnish medically appropriate services that
are subject to consolidated billing, but then refuses to reimburse that supplier for the
services, then there is no valid arrangement as contemplated under §1862(a)(18) of the
Act. Not only would this potentially result in Medicare’s noncoverage of the particular
services at issue, but a SNF demonstrating a pattern of nonpayment would also risk being
found in violation of the terms of its provider agreement. Under 81866(a)(1)(H)(ii) of the
Act (and 42 CFR 489.20(s)), the SNF’s provider agreement includes a specific
commitment to comply with the requirements of the consolidated billing provision.
Further, 81866(g) of the Act imposes a civil money penalty on any person who
knowingly and willfully presents (or causes to be presented) a bill or request for payment
inconsistent with an arrangement or in violation of the requirement for such an
arrangement.



https://www.ssa.gov/OP_Home/ssact/title18/1861.htm
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/BestPractices.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/BestPractices.html
https://www.ssa.gov/OP_Home/ssact/title18/1866.htm
http://www.ecfr.gov/cgi-bin/text-idx?SID=074bec02ae2f5e59c4aa84eed4e16871&mc=true&node=se42.5.489_120&rgn=div8

10.4.2 - SNF and Supplier Responsibilities
(Rev. 412, Issued: 12-23-04, Effective: 05-21-04, Implementation: 01-24-05)

Problems involving the absence of a valid arrangement between an SNF and its suppliers
typically tend to arise in one of the following two situations.

Problem Scenario 1: An SNF elects to utilize an outside supplier to furnish a
type of service that would be subject to Part A consolidated billing, but then
fails to inform the supplier that the resident receiving the service is in a
covered Part A stay. This causes the supplier to conclude mistakenly that the
service it furnishes to that resident is not subject to consolidated billing.

Based on the inaccurate impression that the resident’s SNF stay is
noncovered, the supplier inappropriately submits a separate Part B claim for
the service, and may also improperly bill other insurers and the resident.
Then, the supplier only learns of the actual status of the resident’s Medicare-
covered SNF stay when that Part B claim is denied. In this scenario, even
though the supplier made reasonable efforts to ascertain from the SNF both
the beneficiary’s status as an SNF resident and the specific nature of the
beneficiary’s SNF stay, the information from the SNF (on which the supplier
relied) proved to be inaccurate.

While we recognize that inadvertent errors may occasionally occur in the course of
furnishing such information, an SNF should not only make a good faith effort to furnish
accurate information to its supplier, but must reimburse the supplier once such an error is
called to its attention. If, in the scenario at issue, the SNF refuses to pay the supplier for
the service even after being apprised of the inaccuracy of its initial information, the SNF
would not be in compliance with consolidated billing requirements. As discussed
previously, having supporting documentation in place for the disputed service would not
only help to ensure compliance with the consolidated billing requirements, but should
also provide a vehicle for resolving the dispute itself.

Of course, the SNF can often prevent such disputes from arising to begin with, simply by
ensuring that the supplier receives accurate and timely information about the status of a
resident’s Medicare-covered SNF stay. The SNF’s responsibility to communicate
accurate and timely resident information to its suppliers is especially important in those
instances where a particular portion of an otherwise bundled service remains separately
billable to Part B (for example, the professional component that represents a physician’s
interpretation of an otherwise bundled diagnostic test).

Problem Scenario 2: A resident temporarily departs from the SNF on a brief
leave of absence, typically accompanied by a relative or friend. While briefly
offsite, the resident (or the relative or friend, acting on the resident’s behalf)
obtains services that are subject to the consolidated billing requirement, but fails
to notify the SNF. The SNF refuses to pay for the offsite services, and the
supplier bills the beneficiary/family member directly.



As in the previous scenario, the SNF remains responsible for any services included in the
SNF “bundle” of services subject to consolidated billing that are furnished to the resident
by an outside entity, even in the absence of a valid arrangement with the SNF.

The SNFs can act to prevent such problems from arising by ensuring that each resident
(and, if applicable, his or her representative) is fully aware of the applicable
requirements. For example, while the Medicare law at §1802 of the Act guarantees a
beneficiary’s free choice of any qualified entity that is willing to furnish services to the
beneficiary, in selecting a particular SNF, the beneficiary has effectively exercised this
right of free choice with respect to the entire package of services for which the SNF is
responsible under the consolidated billing requirement, including the use of any outside
suppliers from which the SNF chooses to obtain such services. SNF staff need to
communicate these requirements to beneficiaries and family members upon admission.
Further, in providing such advice periodically throughout each resident’s stay, the SNF
should take particular care to include any resident who is about to leave the facility
temporarily, in order to ensure that the resident (and, if applicable, the resident’s
representative) understands the need to consult the SNF before obtaining any services
offsite.

Moreover, while the SNF itself should take reasonable steps to prevent such problems
from arising, the supplier in this scenario is also responsible for being aware of and
complying with the consolidated billing requirements. This means that prior to
furnishing services to a Medicare beneficiary, the supplier should routinely ascertain
whether the beneficiary is currently receiving any comprehensive Medicare benefits
(such as SNF or home health benefits) for which Medicare makes a bundled payment that
could potentially include the supplier’s services. If the supplier ascertains that a
particular beneficiary is, in fact, a resident of an SNF with which the supplier does not
have a valid arrangement in place, then the supplier should contact the SNF before
actually furnishing any services to that beneficiary that are subject to the consolidated
billing provision. Further, under the regulations at 42 CFR 489.21(h), the beneficiary
cannot be charged for the bundled services.

20 - Services Included in Part A PPS Payment Not Billable Separately

by the SNF
(Rev. 2573, Issued: 10-26-12, Effective: 04-01-13, Implementation: 04-01-13)

For cost reporting periods beginning on and after July 1, 1998, SNF services paid under
Part A include posthospital SNF services for which benefits are provided under Part A,
and all items and services which, prior to July 1, 1998, had been paid under Part B but
furnished to SNF residents during a Part A covered stay regardless of source, except for
the exclusions listed in the annual SNF consolidated billing update files. Annual update
files, as well as subsequent quarterly updates to the annual update, for SNF consolidated
billing can be found at http://www.cms.hhs.qgov/SNFConsolidatedBilling/. This file lists
services by HCPCS code, short descriptors, and the major category under which the
HCPCS falls. HCPCS added or removed by subsequent quarterly update transmittals will
be listed under the respective year’s annual update at the above link. The respective
year’s annual update file will be updated to add or remove the HCPCS listed in the
quarterly updates.



http://www.cms.hhs.gov/SNFConsolidatedBilling/

A general explanation of the five major categories can also be found at the above link.

NOTE: It is important for MACs/providers to understand the major categories for SNF
CB. Some major categories exclude services by revenue code (see section 20.1.2.2 for
emergency room exclusion) as well as bill types (see section 20.2.1.2 on coding for renal
dialysis facilities and 20.2.2 for hospice facilities).

Services paid under Part A cannot be billed under Part B. Any service paid under Part A
that is billed separately will not be paid separately, or payment will be recovered if
already paid at the time of the SNF billing. The following subsections list the types of
services that can be billed under Part B for SNF residents for whom Part A payment is
made.

20.1 - Services Beyond the Scope of the Part A SNF Benefit
(Rev. 846, Issued: 02-10-06; Effective: 12-15-05; Implementation: 03-13-06)

The following services are beyond the scope of the SNF Part A benefit and are excluded
from payment under Part A SNF PPS and from the requirement for consolidated billing.
These services must be paid to the practitioner or provider that renders them and are
billed separately by the rendering provider/supplier/practitioner to the A/B MAC (A) or
(B). The SNF may not bill excluded services separately under Part B for its inpatients
entitled to Part A benefits. HCPCS procedure codes representing these excepted services
for services billed to the A/B MACs (A), (B), (HHH), and DME MACs are updated as
frequently as quarterly on the CMS Web site at:
https://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/ Physicians, non-
physician practitioners, and suppliers billing the A/B MAC (B) should consult the above
link for lists of separately billable services.

Note: There are separate Annual Update files for service billed to A/B MACs (B)/DME
MACs and services billed to A/B MACs (A) or (HHH) posted to the Web site mentioned
above.

20.1.1 - Physician’s Services and Other Professional Services Excluded

From Part A PPS Payment and the Consolidated Billing Requirement
(Rev. 4409, Issued: 10-04-19, Effective: 11-05-19, Implementation: 11- 05-19)

Except for the therapy services (see §20.5), physician’s professional services and services
of certain nonphysician providers listed below are excluded from Part A PPS-payment
and the requirement for consolidated billing, and must be billed separately by the
practitioner to the A/B MAC (B). See below for Rural Health Clinic (RHC)/Federally
Qualified Health Center (FQHC) instructions.

For this purpose “physician service” means the professional services of the physician as
defined under the Medicare physician Fee Schedule. For services that contain both a
technical component and a professional component, the technical component, if any,
must be billed by the SNF for its Part A inpatients. The A/B MAC (B) will pay only the
professional component to the physician. For example, the technical component of a


https://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/

diagnostic radiology test (representing the performance of the procedure itself) is subject
to SNF CB, whereas the professional component (representing the physician’s
interpretation of the test results) is excluded and, thus, remains separately billable under
Part B.

e Physician’s services other than physical, occupational, and speech-
language pathology services furnished to SNF residents;

« Physician assistants, working under a physician’s supervision;

« Nurse practitioners and clinical nurse specialists working in collaboration with a
physician;

o Certified nurse-midwives;
e Qualified psychologists; and
o Certified registered nurse anesthetists.

SNF CB excludes the categories of practitioner services described above, and this
exclusion applies specifically to those professional services that ordinarily require
performance by the practitioner personally (see the regulations at 42 CFR 411.15(p)(2)(i)
and 415.102(a)(3)). This means, for example, that an otherwise bundled task (such as a
routine blood draw) cannot be converted into an excluded physician service merely by
having a physician perform it personally, as such a task does not ordinarily require
performance by the physician. This exclusion also does not encompass services that are
performed by someone else as an incident to the practitioner’s professional service. Such
“incident to” services remain subject to SNF CB and, accordingly,