
 

CMS Manual System Department of Health & 
Human Services (DHHS) 

Pub 100-02 Medicare Benefit Policy Centers for Medicare & 
Medicaid Services (CMS) 

Transmittal 190 Date: July 11, 2014 

 Change Request 8760 
 
SUBJECT: Beneficiary Signature Requirements for Ambulance Services 
 
I. SUMMARY OF CHANGES:  To correct the timeframe for filing a Medicare claim from 15-27 months to 
12 months in the Benefit Policy Manual to conform with the policy information in Pub. 100-04, Medicare 
Claims Processing Manual, chapter 10, section 20.1.2. 
 
 
EFFECTIVE DATE: August 12, 2014 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE: August 12, 2014 
 
Disclaimer for manual changes only: The revision date and transmittal number apply only to red italicized 
material. Any other material was previously published and remains unchanged. However, if this revision 
contains a table of contents, you will receive the new/revised information only, and not the entire table of 
contents. 
 
II. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated) 
R=REVISED, N=NEW, D=DELETED 
 

R/N/D CHAPTER / SECTION / SUBSECTION / TITLE 

R 10/20.1.2/Beneficiary Signature Requirements 
 
III. FUNDING: 
For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined in 
your contract. CMS does not construe this as a change to the MAC statement of Work. The contractor is not 
obliged to incur costs in excess of the amounts allotted in your contract unless and until specifically authorized 
by the Contracting Officer. If the contractor considers anything provided, as described above, to be outside the 
current scope of work, the contractor shall withhold performance on the part(s) in question and immediately 
notify the Contracting Officer, in writing or by e-mail, and request formal directions regarding continued 
performance requirements. 
 
IV. ATTACHMENTS: 
 
Business Requirements 
Manual Instruction 
 



Attachment - Business Requirements 
 

Pub. 100-02 Transmittal: 190 Date: July 11, 2014 Change Request: 8760 
 
SUBJECT: Beneficiary Signature Requirements for Ambulance Services 
 
EFFECTIVE DATE:  August 12, 2014 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE:  August 12, 2014 
 
 
I. GENERAL INFORMATION   
 
A. Background:  When a provider/supplier is unable to obtain the signature of the beneficiary, or that of his 
or her representative, at the time of transport, he/she may obtain this signature any time prior to submitting the 
claim to Medicare for payment.  There is a 12 month period for filing a Medicare claim, depending upon the 
date of service. 
 
B. Policy:  CMS is correcting the claims filing period of 12 months in the Benefit Policy Manual.  There are 
no new policy updates. 
 
II. BUSINESS REQUIREMENTS TABLE 
 
"Shall" denotes a mandatory requirement, and "should" denotes an optional requirement. 
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III. PROVIDER EDUCATION TABLE 
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IV. SUPPORTING INFORMATION 
 
Section A:  Recommendations and supporting information associated with listed requirements: N/A 
 
"Should" denotes a recommendation. 
 
X-Ref  
Requirement 
Number 

Recommendations or other supporting information: 

  
 
Section B:  All other recommendations and supporting information: N/A 
 
V. CONTACTS 
 
Pre-Implementation Contact(s): Anne Tayloe-Hauswald, 410-786-4546 or anne-e-
tayloe.hauswald@cms.hhs.gov, Marianne Myers, 410-786-5962 or marianne.myers@cms.hhs.gov 
 
Post-Implementation Contact(s): Contact your Contracting Officer's Representative (COR). 
 
VI. FUNDING  
 
Section A: For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined in 
your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is not 
obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to be 
outside the current scope of work, the contractor shall withhold performance on the part(s) in question and 
immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions regarding 
continued performance requirements. 
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20.1.2 - Beneficiary Signature Requirements 
(Rev. 190, Issued: 07-11-14, Effective: 08-12-14, Implementation: 08-12-14) 
 
Medicare requires the signature of the beneficiary, or that of his or her representative, for both the purpose of 
accepting assignment and submitting a claim to Medicare.  If the beneficiary is unable to sign because of a 
mental or physical condition, the following individuals may sign the claim form on behalf of the beneficiary:   
 

(1) The beneficiary’s legal guardian. 
 
(2) A relative or other person who receives social security or other governmental benefits on behalf of the 

beneficiary. 
 
(3) A relative or other person who arranges for the beneficiary’s treatment or exercises other responsibility 

for his or her affairs. 
 
(4) A representative of an agency or institution that did not furnish the services for which payment is 

claimed, but furnished other care, services, or assistance to the beneficiary. 
 
(5) A representative of the provider or of the nonparticipating hospital claiming payment for services it has 

furnished, if the provider or nonparticipating hospital is unable to have the claim signed in accordance 
with 42 CFR 424.36(b) (1 – 4). 

 
(6) A representative of the ambulance provider or supplier who is present during an emergency and/or 

nonemergency transport, provided that the ambulance provider or supplier maintains certain 
documentation in its records for at least 4 years from the date of service.  A provider/supplier (or his/her 
employee) cannot request payment for services furnished except under circumstances fully documented 
to show that the beneficiary is unable to sign and that there is no other person who could sign. 

 
Medicare does not require that the signature to authorize claim submission be obtained at the time of transport 
for the purpose of accepting assignment of Medicare payment for ambulance benefits.  When a 
provider/supplier is unable to obtain the signature of the beneficiary, or that of his or her representative, at the 
time of transport, it may obtain this signature any time prior to submitting the claim to Medicare for payment.  
(Note: there is a 12 month period for filing a Medicare claim, depending upon the date of service.) 
 
If the beneficiary/representative refuses to authorize the submission of a claim, including a refusal to furnish an 
authorizing signature, then the ambulance provider/supplier may not bill Medicare, but may bill the beneficiary 
(or his or her estate) for the full charge of the ambulance items and services furnished. If, after seeing this bill, 
the beneficiary/representative decides to have Medicare pay for these items and services, then a 
beneficiary/representative signature is required and the ambulance provider/supplier must afford the 
beneficiary/representative this option within the claims filing period. 
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