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Nelia Adaci RN, BSN, CDONA/LTC, 
DNS-CT, RAC-CT has disclosed that 

she has NO relevant financial 
relationship(s) with commercial 

interests for this event.

QUOTES TO LIVE BY
“Efficiency is doing the thing right.  Effectiveness                 

is doing the right thing” – Peter F. Drucker

“The first step toward change is awareness.

The second step is acceptance. - Nathaniel Branden

“Resistance at all cost is the most senseless act there is”. -
Friedrich Durrenmatt

“Change before you have to”. - Jack Welch

“The best preparation for good work tomorrow is to do 

good work today.” – Elbert Hubbard

“If you are not at the table, you are in the MENU.” –

Michael Enzi
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LEARNING OBJECTIVES
State CMS’s initiatives to identify Medicare 

Payment Errors via data Analysis, Claims and 
Records Review

Identify the various Claims & Medical Review 
Contractors:  “Our Esteemed Auditors”

Describe CMS’s new “Targeted Probe & Education 
(TPE) Policy on Audits.

List the most common reasons for Claim Denials & 
Recoveries:  “Facilities' Vulnerabilities”

Explain the importance of accurate MDS & UB-04 
Coding, Documentation & Organized Records

Discuss practical strategies on how to prepare and 
be successful in audits.

SELF-ASSESSMENT:  Are you…

START WITH THE BASICS:  
“ WE PROVIDED THE SERVICES

WE DESERVE TO GET PAID”

66

SKILLED NURSING 

CARE

SKILLED

KEY:  PROVIDE EVIDENCE VIA PROPER 

MDS 3.0 AND UB-04 CODING, 

SUPPORTED BY APPROPRIATE 

DOCUMENTATION AS PER REGULATIONS
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HERE ARE THE FACTS:  

Current State of Affairs

7

CMS REPORT

An alarming fact: Medicare loses more money to 
overbilling than any other program government-wide.

The Centers for Medicare & Medicaid Services (CMS) 
Comprehensive Error Rate Testing (CERT) program, 
which is used to estimate improper payments made by 
Medicare, determined that more than $130 billion 
has been inappropriately lost by Medicare over the 
past three years due to improper payments . 

Even more disturbing, healthcare officials warn that 
without a change in payment distribution, the Medicare 
Trust Fund is on a path to becoming bankrupt by 2028.

8

U.S. DEPARTMENT OF HEALTH AND 
HUMAN SERVICES

The Centers for Medicare & Medicaid Services (CMS) 
is committed to reducing improper payments in all of its 
programs, as evidenced by improper payment 
reduction efforts contained in the Fiscal Year 2018  
President’s Budget.

 “ Due to the successes of actions we’ve put into place 
to reduce improper payments, the Medicare Fee-For-
Service (FFS) improper payment rate decreased from 
11.0 percent in 2016 to 9.5 percent in 2017, 
representing a $4.9 billion decrease in estimated 
improper payment.” (1st Time since 2013 that it was 
below the 10% threshold for compliance)

9
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U.S. DEPARTMENT OF HEALTH AND 
HUMAN SERVICES

The majority of Medicare FFS improper payments 
are due to documentation and billing errors 
where CMS could not determine whether the billed 
items or services were actually provided, were 
billed at the appropriate level, and/or were 
medically necessary. 

These errors could be unintentional, due to lack of 
education or review and in many cases, lack of 
effective communication between the clinicians 
and the billers. 

OIG REPORT

Top Management Challenge #1: 
Ensuring Program Integrity in Medicare
Key Components of the Challenge:
o Reducing improper payments
o Combating fraud
o Fostering prudent payment policies
o Implementing health care reforms and 

the promise of health information 
technology (Health IT)

11

LEGAL IMPLICATIONS

The claims submission process is complex, 
mandated by many policies and procedures 
outlined by CMS. 

When compliance with these policies and 
procedures is not met, providers risk (whether 

intentionally or with gross negligence) False 
Claims Act violations and potential criminal 
or civil proceedings.

12
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Government Structure and Who 

Handles Claim Audits
US Department of Health & Human 

Services (HHS)

CMS OIG

13

14

CMS – Centers of Medicare and 
Medicaid Services

Responsible for:
1)Establishing guidelines and policies
2)Administering Medicare program
3)Ensuring compliance – payment and 
processing
4)Ensuring quality of care
5)Provider and Beneficiary Education
6)Monitoring the process

14

15

OIG – Office of Inspector 
General

OIG’s job is also to conduct regular audits 
of healthcare facilities

OIG Audits are performed by the 
Department of OAS (Office of Audit 
Services) and OEI (Office of Evaluations 
and Inspections)

Requests can come from either or both

15
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OUR ESTEEMED AUDITORS

16

Many Agencies Charged with Oversight:  
Our Esteemed Auditors

18

QUESTIONS TO ASK BEFORE ANY REVIEW

1. From Whom?  Which Audit Contractor or Agency?

2. What? 

MEDICARE PART A = FACILITY AUDIT*

MEDICARE PART B = Audit on Providers of 
Ancillary Services

MEDICARE ADVANTAGE/HMO = FACILITY 
AUDIT*

3. Why?  Where?  When? How?

4. Then……..HOW SHOULD WE RESPOND?

5. How do we obtain all necessary & pertinent 
Medical Records:  More than Half of the Battle
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OUR ESTEEMED AUDITORS:  
From Whom?  What?  Why? Where? 

1. Medicare Administrative Contractors (MACs)*:
Process claims & submit payment to providers as 

per Medicare rules and regulations (includes 
identifying and correcting underpayments and 
overpayments)

Analyze claims data for medically unnecessary 
services.

TPE (Targeted Probe and Education) Program
*NJ:  NOVITAS SOLUTIONS
*NY:  NGS
*PA:  NOVITAS SOLUTIONS

20

OUR ESTEEMED AUDITORS:  
From Whom?  What?  Why? Where? 

2. Comprehensive Error Rate Testing (CERT): 
Collect documentation and perform reviews on a 

statistically valid random sample of Medicare FFS 
claims to produce an annual improper payment rate 

Calculate error rates besides identifying errors 
(widespread and provider scale)

E-Mail: cert@cms.hhs.gov
Website: www.cms.gov/cert
CERT Documentation Contrator (DC) - Livanta LLC.
CERT Review Contractor (RC) - AdvanceMed Corp.
CERT Statistical Contractor (SC) - The Lewin Group

21

OUR ESTEEMED AUDITORS:  
From Whom?  What?  Why? Where? 

3. Medicare FFS Recovery Audit Contractors (RA’s):
Review claims to identify potential underpayments & 

over-payments in Medicare FFS 
Focus on billing errors & comparison to documentation
Detect & correct past improper payments so that CMS 

and MACs can implement actions that will prevent 
future improper payments:
oProviders can avoid submitting claims that do not 

comply with Medicare rules
oCMS can lower its error rate
oTaxpayers and future Medicare beneficiaries are 

protected

21
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OUR ESTEEMED AUDITORS:  From Whom?  
What?  Why? Where? 

4. Unified Program Integrity Contractors (UPICs)
Perform detection of fraud, waste, and abuse , 

deterrence & prevention activities for Medicare and 
Medicaid claims. 

Perform investigations that are unique & tailored to 
specific circumstances & occur in situations where 
there is potential fraud & take appropriate corrective 
actions 

The Unified Program Integrity Contractors (UPICs) 
perform integrity related activities associated with 
Medicare Part A, Medicare Part B, DME, Home Health 
and Hospice (HH+H), Medicaid, and the Medicare-
Medicaid data match program (Medi-Medi).

22

23

OUR ESTEEMED AUDITORS:  

From Whom?  What?  Why? Where? 

5. SPECIALTY CONTRACTORS:   SUPPLEMENTAL 
MEDICAL REVIEW CONTRACTORS (SMRC) –
Conduct nationwide medical review as directed by 

CMS (includes identifying underpayments and 
overpayments) 

CMS contracted with Strategic Health Solutions, 
LLC, to perform and/or provide support for a variety 
of tasks aimed at lowering improper payment rates 

and increasing efficiencies of the medical review 

functions of the Medicare and Medicaid programs.

23

24

OUR ESTEEMED AUDITORS:  From Whom?  
What?  Why? Where? 

6. Payment Error Rate Measurement (PERM) 
Program 
Measures improper payments in Medicaid and 

CHIP and produces error rates for each program. 
The error rates are based on reviews of the fee-

for-service (FFS), managed care, and eligibility 
components of Medicaid and CHIP in the fiscal 
year (FY) under review. 

It is important to note the error rate is not a "fraud 
rate" but simply a measurement of payments 
made that did not meet statutory, regulatory or 
administrative requirements.

24
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OUR ESTEEMED AUDITORS:  

From Whom?  What?  Why? Where? 

7. OIG – Review benefits and policies and ensure 
all is enforced and working – May be On-site

8. BFCC-QIO AUDITS (LIVANTA):  
Manage all beneficiary complaints and quality of 

care reviews to ensure consistency in the review 
process while taking into consideration local factors 
important to beneficiaries and their families. 

9. MEDICARE PART C / MEDICARE HMO /         
MEDICARE ADVANTAGE AUDITS

25

26

TYPES OF MEDICARE AUDITS

1. Medical Review Audits - Performed by MACs/FI’s

2. Probe Reviews - Performed by MACs & SMRC’s

3. CERT Reviews – Performed by CERT contractor

4. Benefit Integrity Audits - aka BI Audits or 

investigation performed by UPICs

5. Recovery Audits - Performed by RA Contractors

6. OIG Audits - Performed by OAS (Office of Audit 

Services) & OEI (Office of Evaluations and 

Inspections)

26

TARGETED PROBE AND 

EDUCATION 

(TPE)

27
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Targeted Probe & Educate 
(TPE)

CMS announced a new policy, TPE, for conducting 
claims reviews. TPE started as a pilot but has 
expanded to all MAC Jurisdictions.

Selection of Claims:
oItems/services that pose the greatest financial 

risk to the Medicare trust fund and/or have the 
highest error rates.

oFocus on providers/suppliers identified through 
data analysis who have the highest claim error 
rates or have outlier billing practices.

28

Targeted Probe & Educate 
(TPE)

The purpose of this expansion is to reduce appeals, 
decrease provider burden, and improve the medical 
review process.

The goal of TPE is to reduce/prevent improper 
payments.

TPE will include targeted medical review and 
education along with an option for potential 
elevated action, up to and including referral to other 
Medicare contractors including the UPIC, RA, etc.

29

Targeted Probe & Educate (TPE)

The TPE review process includes 3 rounds of a 
prepayment probe review with education , where 
MACs will review 20-40 claims per provider per round.

Each round is accompanied and followed by 1-on-1 
education based on review results - provider specific 
education with focus on improving specific issues

 In addition, there is an opportunity for intra-round 
education as well if the nurse reviewer identifies a 
common theme that can be easily corrected during the 
review phase.

30
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TPE REVIEW AT A GLANCE

Providers who result in a “Minor ” Error Rate will 
NOT move on to the next round of TPE. 

Providers who result in a “Moderate ” or “Major ”
Error Rate will move on to the next round and will 
receive additional education.  

If there are continued high denials after the first 
three rounds of reviews, the MAC will refer the 
provider and results to CMS for further action.

31

TPE TOPICS FOR REVIEW
Each MAC selects the “Topics for Review” based upon 
existing data analysis procedures.  
Triggered by a High Percentage of Ultra High RUG 
Scores during a certain period of time.
Triggered by a High Percentage of Length of Stays 
that are above 40 days.
Triggered by Outlier Billing Practices , compared to 
the National Average. 
Medical Necessity of 3-DAY QUALIFYING HOSPITAL 
STAYS RESULTING IN A SNF ADMISSION:  Triggered 
by a High % of SNF Qualifying Stays, which is above the 
National Average, in 2017.  

32

33
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Most Common REASONS FOR DENIALS
MDS Errors - Coding; ARD; Completion; Transmission
Billing Errors – e.g. Discrepancies between UB-04 & 

MDS; Missing CC’s, OC or Occurrence Span Codes & 
Dates; Wrong QHS Dates; Wrong ICD-10-CM Codes 

 Insufficient Hospital Records - e.g. “Qualifying 
hospital days were not medically necessary”; “Skilled 
PT/ Skilled OT /Skilled ST were not related to a 
condition that was treated in the hospital”; “No referral in 
the hospital for in-patient skilled therapy intervention”;  
“Intensity of Rehab services did not warrant in-patient 
SNF stay”, etc.) 

 Incomplete MD Certs/Re-certs; Proper Beneficiary 
Notices not given; Records not signed/dated legibly  

35

EXAMPLES OF REASONS FOR DENIALS
THIS CLAIM WAS DENIED AFTER REVIEW AND IT WAS 

DETERMINED THAT THE DOCUMENTATION NEEDED TO 

MAKE PAYMENT WAS MISSING/INCOMPLETE. 

“Record lacks a valid CERT/RECERTIFICATION”

“Signatures are illegible; unable to determine who 

signed them”

“No signature log or other documentation within the 

records to identify authorized signature”

36

EXAMPLES OF REASONS FOR DENIALS
 “Medical records do not support beneficiary was evaluated 

by, treated by, or referred for inpatient skilled therapy while 
receiving inpatient hospital care”

 “There is no documentation within the content of the 
qualifying hospital record to support a new profound 
weakness or necessity of in-patient skilled care”. 

 “SNF Re-certification was not signed timely – one day late.”
 “Medical record lacks some pertinent qualifying hospital 

stay records.  QHS record submitted does not support 
beneficiary was evaluated by, treated by, or referred for 
inpatient skilled therapy intervention.”

 “Medical record has conflicting documentation as to level of 
care.  Transfer documentation from the hospital and 
Physician’s Orders indicate long-term care while SNF 
Certification lists Skilled PT/OT.  Hospital records do not 
support that skilled therapy was recommended.”
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MEDICARE ADVANTAGE / 

MEDICARE PART C / 

MEDICARE HMO AUDITS

37

38

OIG REPORT ON MAO’S:  9/25/2018

The September 25 report details an OIG study 
undertaken to address concerns that MAOs are 
inappropriately denying authorization of services for 
beneficiaries or payments to providers.

MAOs administer Medicare Advantage (MA) plans. 
Medicare pays these organizations under a capitated 
payment model: a monthly risk-adjusted payment per 
beneficiary. 

More than 20 million individuals are covered by MA 
plans as of 2018, even a low rate of inappropriately 
denied or delayed authorizations or payments can 
have a significant impact on beneficiaries and 
providers.

39

OIG REPORT ON MAO’S:  9/25/2018

OIG Study METHODOLOGY:
oReviewed data on denials, appeals, and appeal 

outcomes for 2014–2016 for each level of the MA 
appeal process. 

oAnalyzed CMS’s 2015 MA audit results & enforcement 
actions, including Star Ratings data from 2016–2018. 

FINDINGS:   
oMAOs overturned 75% of their own denials at the first 

level of the appeals process and additional denials 
were overturned by independent reviewers at higher 
levels of the appeals process. 
*Most Difficult Denials to Overturn:  TECHNICAL 

DENIALS (Therefore, KNOW the Terms of your 
Contract or SCA)
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INTRODUCTION WRITTEN IN SOME HMO DENIALS
 “According to the Medicare Program Integrity Manual 

Chapter 6 – Intermediary Medical Review guidelines for 
specific services, bill review process, contractors shall 
obtain documentation necessary to make a MR 
determination. 

Contractors are to use the MDS as part of the medical 
documentation used to determine whether the health 
insurance prospective payment system (HIPPS) codes 
billed were accurate and appropriate. Contractors shall 
also request documentation to support the HIPPS  
codes billed, including notes related to the ARD; 
Documentation related to the look back periods which 
may  fall outside the billing period under review, and 
documentation related to the claim period billed”. 

41

INTRODUCTION WRITTEN IN SOME HMO DENIALS

 “The requested documentation may include Hospital 
Records and Transfer Forms, Physician Orders and 
Progress Notes; Patient Care Plans; Nursing and 
Rehabilitation Therapy Notes: and Treatment and Flow 
Charts. 

According to the (RAI) Manual, Chapter 3, Activities of 
Daily Living codes should reflect a total picture of the 
resident’s ADL self performance over the 7-day period, 
24 hours a day. In addition, the coding of the MDS 
section G0110 comes from supporting documentation; 
as per Medicare Benefits Manual Chapter 8:30.4.1.1, the 
services must be considered under accepted standards 
of medical practice to be specific and effective treatment 
for the patient's condition”. 

42

EXAMPLES OF HMO DENIALS

The 14-day MDS was coded 3/3, 3/2, 3/2, and 3/2 while 
the 5-day MDS was coded 3/3, 3/3, 1/2, and 3/2 for bed 
mobility, transfers, eating & toileting, respectively. The 
documentation submitted indicates that the ADL’S are 
3/2 and 0/1 for bed mobility & eating for the 14-day 
MDS and 3/1 & 0/1 for transfer and eating for the 5 day 
MDS as reflected in (SNF) progress notes and the ADL 
log for 11/15/17 through 11/16/17 & 11/3/17 through 
11/9/17.

Furthermore, the patient was referred to occupational 
and physical therapy with diagnoses of degenerative 
joint disease and difficulty walking. The therapy 
treatment diagnoses were repeated falls and 
unspecified abnormalities of gait and mobility. 
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EXAMPLES OF HMO DENIALS

A portion of the Occupational Therapy was coded for 
neuromuscular re-education (97112). However, there 
was no evidence the neuromuscular re-education was 
for an impairment which affected the body's 
neuromuscular system. Neuromuscular re-education 
(97112) is provided to improve balance, coordination, 
kinesthetic sense posture, and proprioception to a 
person who had an impairment which affected the 
body's neuromuscular system such as severe trauma to 
the nervous system, CVA and systemic neurological 
disease. The documentation did not support coding 
97112. The MDS's for both RUGs were re-coded & re-
priced to reflect the documentation submitted, which 
resulted in lower RUGs. 

44

EXAMPLES OF HMO DENIALS

5 day assessment ARD 11/20/15, paying for 11/13/15-
11/16/15.  Billed RUG RMC * 14 day MDS. 
Documentation validated RUG RMA * 14 days. Unable 
to validate extensive 2 person assist coding with bed 
mobility, transfers and toileting ADLs on 5 day 
assessment, 

14 day assessment ARD 11/27/15, paying for 11/27/15-
11/30/15. Billed RUG RHC * 4 days. Validated RUG 
RMA * 4 days. 

Potential billing error identified. Section item Z0100 for 
14 day assessment is RM, validated RM category. 
Facility billed RH category. Unable to validate extensive 
2-person assist coding with bed mobility, transfers and 
toileting ADLs on 14 day assessment. 

45

EXAMPLES OF HMO DENIALS

5 day assessment, ARD 7/22/16 paying for 
7/15/16-7/28/16. CMS's RAI Manual requires 
clinical documentation to support RUG level billed. 
Unable to validate accuracy of therapy days and 
minutes on 5 day assessment. Unable to 
differentiate between concurrent minutes and 
individual minutes for Physical Therapy modalities 
7/16/16-8/21/16 

Nursing and Therapy notes do not show 3 
episodes of extensive assist required for bed 
mobility and toileting during the 7-day look back 
period.
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WHAT CAN YOU DO TO PROTECT YOUR FACILITY 
AND BE COMPLIANT?

Perform self-audits & have regular Benefits Integrity 
Audits

Keep up-to-date with rules & regulations: Follow 
GUIDELINES

Ensure compliance with documentation requirements; 
including justification of  medical necessity.

Be sure that Clinical & Rehab documentation matches 
MDS and MDS matches Billing (TRIPLE CHECK)

Develop policies & procedures related to compliance 
issues

Make sure that the facility has an effective system  
on how to communicate ADR’s and Denials 

RESPOND PROMPTLY!!!
46

WHY DO IMPROPER PAYMENTS 

OCCUR?

Not knowing the guidelines

Misinterpretation of rules and regulations

Incorrect Coding (UB-04 and MDS)

Lack of checks and balances

Lack of Effective Systems…….Including 
MEDICAL RECORDS MANAGEMENT & 
ORGANIZATION

IN RARE CASES – Actual intent to defraud the 
system

4747

THE BOTTOM LINE

IS…
“THE ONUS IS ON THE FACILITY TO JUSTIFY 

PAYMENT OF CLAIMS SUBMITTED TO MEDICARE 

FOR DAILY SKILLED SERVICES RENDERED TO 

BENEFICIARIES IN ACCORDANCE WITH 

MEDICARE GUIDELINES”

48
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CLAIM:  Should tell the story of the beneficiary of  
care provided across settings

MOST IMPORTANT DOCUMENTS FOR 
PAYMENT:  MDS & UB-04

REVIEWER’S GUIDELINES

IN CONDUCTING AUDIT

51
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SNF COVERAGE REQUIREMENTS:  
Care in a SNF is covered ONLY if ALL of the followi ng 4 

factors are met:

1. The patient requires skilled nursing services or 
skilled rehabilitation services , i.e., services that 
must be performed by or under the supervision of 
professional or technical personnel (see § 30.2 -
30.4); are ordered by a physician and the services 
are rendered for a condition for which the patient 
received inpatient hospital services or for a 
condition that arose while receiving care in a SNF 
for treatment of a condition for which the 
beneficiary was previously treated in the hospital.

2. The patient requires these skilled services on a daily 
basis (see §30.6); 

52

SNF COVERAGE REQUIREMENTS:  
Care in a SNF is covered ONLY if ALL of the followi ng 4 

factors are met:

3.  As a practical matter, considering economy and    
efficiency, the daily skilled services can be provided 
only on an inpatient basis in a SNF . (See §30.7.)

4.  The services delivered are reasonable and 
necessary for the treatment of a patient’s illness or 
injury, i.e., are consistent with the nature and severity of 
the individual’s illness or injury, the individual’s particular 
medical needs, and accepted standards of medical 
practice.  The services must also be reasonable in 
terms of duration and quantity .

53

54

SNF PRE-ADMISSION REQUIREMENTS

Preadmission requirements include: 

A three-day consecutive medically necessary 
hospital stay
oTime spent in observation does not qualify toward 

the three day stay
Transfer to SNF within 30 days after discharge
 Exception when post-hospital SNF care would not 

be medically appropriate within 30 days after 
discharge from hospital

Need for services which are for treatment of a 
condition for which beneficiary was treated in the 
hospital or one that arose during qualifying stay
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“Daily ” Skilled Services - Defined
Skilled nursing and skilled rehabilitation services  
must be needed & provided on a “daily basis”
A patient whose inpatient stay is based solely on 
need for skilled rehabilitation services would meet 
“daily basis” requirement when they need & 
receive those services at least 5 days/week
To be considered a skilled service, the service 
must be of sufficient complexity that it can only be 
safely and effectively performed by or under 
supervision of professional or technical personnel

56

Reasonable and Necessary 
Determination

Based upon review of all pertinent medical record 
documentation including information entered into 
MDS
oReviewer develops a clinical picture of beneficiary  

utilizing diagnosis, assessment information, and other 
observations contained in medical record

oClinical picture identifies functional limitations, 
complications (present and expected), cognitive 
factors, length and history of present illness, 
complexity of treatment regimen, previous 
functioning level, limitations due to decreased 
strength, hospital discharge information, teaching 
needs, rehabilitation goals, etc.

57

SNF DOCUMENTATION REQUIREMENTS

Physician Certification – Certification 
statement signed & dated upon admission or as 
soon as is reasonable and practical.  The 
routine admission order is not a certification.

Physician Recertification – First recertification 
should be obtained by the 14 th day from the 
admission date .  Subsequent re-certifications 
should be obtained no later than 30 day 
intervals from the last re-cert signed date.  
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CERTIFICATION STATEMENT

Must contain following information:  Individual 
needs skilled nursing care or other skilled 
rehabilitation services 
Services are required on a daily basis 
Services can only practically be provided in 

a SNF on an inpatient basis 
Services are for ongoing condition for 

which individual received inpatient care in 
hospital 

Dated signature of certifying physician or 
NPP 

59

PHYSICIAN CERT AND RE-CERT
Certification statement signed & dated upon 

admission or as soon as is reasonable & practical .
The routine admission order is not a certification of the 

necessity for post-hospital extended care services.
The 1st recertification should be obtained by the 

14th day after admission . Subsequent re-certifications 
should be obtained at no later than 30 day intervals.

Re-certifications should be signed and dated .  A 
reason for the recertification and any plans for 
discharge should be included .

For delayed certification or re-certifications, include an 
explanation for the delay as well as medical or oth er 
evidence that is relevant for the explanation of th e delay .

60

SNF DOCUMENTATION REQUIREMENTS

Therapy Documentation – Plans of 
Treatment, Start of Therapy Care Plan, 
progress towards goals, and notes including 
treatment dates and times.

Supporting Documentation – Nurse’s 
Notes, Hospital information, Minimum Data 
Set (MDS), Physician’s Orders and Progress 
Notes, Dietary Documentation, and 
Medication, Treatment and Wound Care 
Records.
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MDS 3.0 ASSESSMENTS

Scheduled and Unscheduled MDS 
Assessments completed and 
transmitted promptly.

Validation Reports:  Evidence that 
MDS assessments were transmitted 
and accepted in the QIES System.  
(Note:  Facility can submit a claim only after   
MDS has been completed, transmitted and 
accepted in the QIES System)

62

SUPPORTING SKILLED CARE 
DOCUMENTATION

Medical record should contain information 
detailing: 
Rationale detailing need for skilled services 
Patient response to skilled services 
Complexity of service 
Services are reasonable and necessary 
Services are consistent with nature and 

severity of illness and medical needs
Services promote documented goals 
Plan for future care

63

Supporting Documentation to Support RUG-IV Code 
Billed & Daily Skilled Services related to QHS

Nurse’s notes 30 days prior to the ARD of each MDS 
RUG-IV code billed and for DOS

Hospital Information – include the Discharge 
Summary, H&P, Progress Notes, Consults, Dx. Tests, 
Labs, Rehab Notes, Transfer Form, etc.

Each MDS for every RUG-IV code billed for the DOS
Physicians Orders and Progress Notes 
Therapy Evaluations, Therapy Notes & Tx Logs 
Care Plans
Dietary and SS Documentation
Complete MAR, TAR & Wound Care Records
All other documentation to support skilled services 

rendered
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STRATEGIES FOR 
SUCCESS

64

WHEN SUBMITTING RECORDS FOR 
REVIEW

Review checklist and include all 
documentation requested

Submit within the time frame required
Follow up to ensure that it has been 

received
Always Respond!

6565

WHEN SUBMITTING RECORDS 
FOR REVIEW

Be sure documentation submitted is clear & legible
Submit records for all DOS on the claim
Ensure that the medical records submitted provide 

proof that the service(s) was ordered by the MD 
and rendered.

All services must include necessary signatures 
and credentials of professionals . See the CMS 
IOM Publication 100-08, Medicare Program Integrity 
Manual, Chapter 3, Section 3.3.2.4, “Signature 
Requirements”. (KB 592)

6666
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WHEN SUBMITTING RECORDS 
FOR REVIEW

Provide justification to support the medical 
necessity

Documentation showing physician signature 
and diagnoses that necessitated the service.

Ensure documentation supports and 
matches the claim.  

Documentation followed guidelines.

6767

LET’S GET ACQUAINTED 

WITH THE 

DOCUMENTS/RECORDS 

IN CHECKLIST

68

69

UB-04
UB-04’s for dates of service of the claim: 
o“ Bill” or “Claim” that was submitted for payment. 

This is what we are trying to justify payment for.  
oThe MDS and Medical Records must support the 

UB-04.
oNecessary fields on the UB-04, including but not 

limited to:  Qualifying Hospital Stay (OC 70), 
Skip Days/LOA (OC 74) if applicable, ARD’s (OC 
50), HIPPS Codes [RUG Scores with Modifiers], 
Prior SNF Stays (OC 78), Condition Code 57 (if 
applicable) and ICD-10 Codes to support 
medical necessity.  
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COMPLETING THE MEDICARE CLAIM
*Make sure that Facility Information is Accurate:  

Name; Address; NPI #; etc.
Field #1:  Billing Provider Name, Address and 
Telephone Number
Field #2:  Billing Provider’s Designated Pay-to 
Address
Field #3a:  Patient Control Number – Patient’s 
Unique number assigned by the provider to facilitate 
retrieval of patient’s account of services - financial 
billing records & any postings of payment
Field #4:  TYPE OF BILL (Accuracy is 
CRITICAL)

COMPLETING THE MEDICARE CLAI M

Field #5:  Provider’s Federal Tax Number 
Field #6:  Statement Covered Period 
oFor all services received on a single day, use the 

same date for “From” and “Through”.
oEnter both dates as month, day & year (MMDDYY)
oThe “From” date should not be confused with the 

Admission Date (FL12).
oThe Statement Covers Period identifies the span 

of service dates included in a particular bill.   The 
“From” Date is the earliest date of service on the 
bill.

COMPLETING THE MEDICARE CLAIM

Field #8:  Last Name, First Name and Middle 

Initial of the Patient

Field #9:  Patient’s Mailing Address 

Field #10:  Patient’s Date of Birth 

Field #11:  Patient Sex 

*Ensure that all IDENTIFICATION INFORMATION IS 

ACCURATE (Name; HIC # or MBI #; Date of Birth; 

Gender; etc.)



10/24/2018

25

COMPLETING THE MEDICARE CLAIM

FL 12:  ADMISSION DATE/START OF CARE 
DATE:  
oRequired on in-patient claims
oDate is consistent on series of claims
oMMDDYY Format
*  If error in FISS – Expect a Denial if audited

FL 13:  Admission Hour
FL 14:  Priority (Type) OF ADMISSION (Hospital)
FL 15:  Point of Origin for Admission
FL 16:  Discharge Hour (Not required in SNF’s)

COMPLETING THE MEDICARE CLAIM

*EXTREMELY IMPORTANT TO BE ACCURATE!!!
FL 17:  Patient Status Codes- Indicates the 
patient’s status as of the ‘through’ date of the 
billing period.
01 – Discharged to Home (TOB = 211 or 214)
02 – Discharged/Transferred to Short-Term 
Hospital for In-Patient Care 

03 – Discharged/Transferred  to other SNF
04 – Discharged to an Intermediate Care Facility 
(NF not Medicare-Certified)

05 – Discharged/Transferred to Cancer Hospital

COMPLETING THE MEDICARE CLAIM
FL 31-34:  Occurrence Codes/Dates – The code & 
associated date describing a particular/significant  
event relating to this bill that  may affect payer 
processing.
22 – Date Skilled Care Ended (Part A)
24 – Date Insurance Denied (MSP)
50 – ARD of Assessment (Part A)
A3 – Benefits Exhausted (Part A) – Novitas states 
“Not necessary”
55 - Date of Death (TOB:  214)
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COMPLETING THE MEDICARE CLAIM

FL 31-34:  Occurrence Codes/Dates – Describe a 
particular condition or event that applies & the 
date.
11 – Onset of Symptoms/Illness (Part B)
17 – Date OT POC Established/Reviewed (Part B)
29 – Date PT POC Est/Reviewed (Part B)
30 – Date SLP POC Est/Reviewed (Part B)
35 – Date PT Started (Part B)
44 – Date OT Started (Part B)
45 – Date SLP Started (Part B)

COMPLETING THE MEDICARE CLAIM*
FL 35-36:  Occurrence Span Code/Dates – A Code 
and the related dates that identify an event that 
relates to the payment of the claim.
70 – Qualifying Stay Dates (3-day QHS)
74 – Non-covered Level of Care
76 – Patient Liability
77 – Provider Liability
78 – SNF Prior Stay Dates (Last 60 days)
80 - Prior SAME-SNF STAY dates for Payment Ban 
Purposes (as of 1/1/09)

*If OC 70, OC 74 and/or OC 78 are not coded 
accurately & appropriately in FISS = AUTOMATIC 

DENIAL

COMPLETING THE MEDICARE CLAIM*
FL 35-36:  Occurrence Span Code/Dates – A Code and 
the related dates that identify an event that relat es to 
the payment of the claim.
70 – Qualifying Hospital Stay Dates (3-day QHS) :  
The “From/Through Dates” of at least a 3-day inpatient 
hospital stay that qualifies resident for Medicare payment 
of SNF Services.
71 – Prior Stay Dates :                                                        
The “From/Through Dates” of any hospital stay that ended 
within 60 days of this SNF admission. 
74 – Non-covered Level of Care / Leave of Absence 
Days :  The “From/Through Dates” of a period at a non-
covered level of care or LOA in an otherwise covered stay
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COMPLETING THE MEDICARE CLAIM
FL 39 – 41:  VALUE CODES – A Code Structure to 
relate amounts or values necessary to identify 
elements to process the claim.
09 – Co-insurance amount (Part A) = $167.50 x # 
of Co-Insurance days
80 – Covered Days (Part A)
81 – Non-Covered Days (Part A)
82 – Co-insurance Days (Part A)

COMPLETING THE MEDICARE CLAIM
FL 42:  Revenue Codes - Identifies 
accommodations & charges for claim
0022 – SNF PPS:  HIPPS Code
120 – Room & Board (Semi-Private)
180 – Leave of Absence
250 – Pharmacy
260 - IV Therapy
270 – Med/Surgical Supplies
274 – Prosthetic/Orthotic Supplies

COMPLETING THE MEDICARE CLAIM
FL 42:  Revenue Codes - Identifies accommodations 
& charges for claim

290 – Durable Medical Equipment

300 – Laboratory

420 – Physical Therapy

430 – Occupational Therapy

440 – Speech-Language Pathology Therapy

623 – Surgical Dressings
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COMPLETING THE MEDICARE CLAIM

FL 44 – HCPC/Rate/HIPPS Rate Codes
HCPCS not used for Part A, Part B only
HIPPS Code needed for each MDS/PPS 
Period being billed.

o3 digit RUG score
o2 digit Modifier code

Facility Daily Rate also entered (Room & 
Board)

COMPLETING THE MEDICARE CLAIM
FL 46 – Units of Service
Part A Claims

o# of days per HIPPS Code
oEnter Value of ‘1’ for all services under      
Part A, except Therapy Services

- Med Supplies
- Labs
- Pharmacy

oTherapy services require # of days therapy
received.

Part B CLAIMS - Units per HCPC code/day

COMPLETING THE MEDICARE CLAIM

FL 47 – Total Charges
Part A Claims

oNo Charges needed for HIPPS Codes
oEnter Total Charges for each Revenue Code

– Room & Board
– Med Supplies
– Labs
– Pharmacy
– Therapy Services

Part B CLAIMS
oTotal charges for all units/HCPC/day.
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COMPLETING THE MEDICARE CLAIM

FL 67 AND 67A-67Q; FL 69:  
DIAGNOSIS CODES

o67:  Principal Diagnosis Code
o67A – 67Q:  Other Diagnosis Codes

(Fields 67 “I” – 67 “Q” will be ignored)
o69 – Admitting Diagnosis:  May or may not 

be the same as 67
128% AIDS ADD-ON

oEnsure diagnosis code of B20 is on claim
oUse only for those with AIDS, Symptomatic 

HIV, ARC

COMPLETING THE MEDICARE CLAIM
OTHER FIELD LOCATORS:
PAYER (FL 50)
REL OF INFO (FL 52)
ASSIGNMENT OF BENEFITS (FL 53)
INSURED NAME (FL 58)
RELATION (FL 59)
INSURED ID (FL 60)
AUTHORIZATION (FL 63)***
ATTENDING PHYSICIAN (FL 76)
REMARKS (FL 80)

ICD-10-CM

DIAGNOSIS CODING
“We need to focus & understand this. This 

will be our “niche” to success.”
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DIAGNOSIS CODES – ICD-10 IMPLICATIONS

 Reimbursement/Compliance Logic tests
 Heightened Emphasis on UB Coding:  

Transitions of Care, Medical necessity of 
services due to Medical Complexity, 
Appropriateness of Placement

 Track Patient Recovery (“Post-acute nature 
of ICD-10 codes in LTC”)

 Increase the accuracy of “Predictive 
Analysis”

 Measure Acuity at different points along the 
continuum 

ICD-10 CODING:  2018 UPDATES
 FISS Editing to Include the Admitting 

Diagnosis Code Field (MM9753)
 All NCD’s Updated
 NEW CODES
o CDC released around 453 new ICD-10 

codes effective 10/1/2017
o 142 DELETIONS
o More than 250 Code Revisions
o MI Codes added
o Heart Failure gets new codes

DIAGNOSIS CODES – NOW EXTREMELY 
IMPORTANT FOR SURVIVAL IN THE 

"NEW WORLD"
 INITIAL ADMISSION:  
o Physician stated reason for acute admission to facility
o Essentially reason for receiving skilled care on initial 

admission
CONTINUED STAY:
o Condition that is keeping the resident in nursing home 

for services
o The 2nd diagnosis after the primary will be the acute 

diagnosis requiring skilled or acute diagnosis requiring 
skilled or acute services.

(Coding Guidelines take precedence)
•Fields 67 and 69:  EXAMPLES
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DOCUMENTATION TO SUPPORT 
CODING AND CLAIM

 Medical Records Must support codes
o Review all available records to determine 

appropriate assignment of ICD-10-CM Codes.
 Hospital H&P
 Discharge Summary
 Physician/NP Progress Notes
 Consultation Notes
 Physician/NP Orders

DOCUMENTATION TO SUPPORT 
CODING AND CLAIM

 Medical Records Must support codes
o Justifying medically necessary services depends 

on specificity of diagnosis coding
o Coding MUST be supported in the medical 

record
o Under Audit, use of a “Default” or “Unspecified” 

code is acceptable ONLY if there is no additional 
documentation in the record that supports a 
more specific code which should have been 
used.

o With that, MD’s will need to provide more 
specificity when known

CODING ISSUES IDENTIFIED

 Coding pertinent ICD-10 codes on the 2nd line 
of the claim instead of in the 1st 8 diagnoses.  
Remember, that CMS only sees the first 8 
diagnoses on an electronic claim.

 Not coding the Primary Diagnosis as the first-
listed diagnosis 

 Not including Therapy Codes listed in the first 
8 codes in the sequence in order for them to 
be included in the electronic claim
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CODING ISSUES IDENTIFIED

 Incorrect Laterality
 Improper sequence according to priority 

of codes
 Incorrect codes used
 Did not list diagnosis that should have 

been included to support claim
 Not including the organism when there is 

an infection; or 
 Coding the organism but not the infection 

(remember, infection should be listed first, 
followed by the organism when known)

MDS ISSUES IDENTIFIED

Not including all diagnoses that should 
have been coded

Not including more specific diagnosis 
with ICD-10-CM code in Section I1800

Using incorrect codes not supported 
by Medical Records

THERAPY ISSUES IDENTIFIED

 THERAPY using whatever the facility 
used for the medical diagnosis regardless 
if that was the diagnosis that most 
supported their treatment plan or not

 You want to ensure that Billing is getting 
diagnosis codes from facility and not just 
from Therapy since Therapy Medical 
Diagnosis is NOT the same as the 
Principal Diagnosis for Continued Stay or 
for Medicare Part B. 
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ICD-10 CONCLUSION

Care Team Communication with Billing
o Nursing Department should utilize a form 

that is completed upon every admission 
listing Principal, Admitting and supporting 
diagnoses

o The form should be completed by the 
appropriate clinical personnel, discussed 
in UR and Triple Check Meetings. 
Business Office Manager needs to 
include appropriate diagnosis codes on 
the UB-04.

PHYSICIAN 

CERTIFICATION & 

RE-CERTIFICATIONS

98

99

SNF MD CERT & RE-CERT FORM
MD Cert and Re-cert:  Payment for SNF services 

requires MD certification and recertification 
DATES:
o Initial Certification: Required upon admission or 

soon thereafter (Ideally within 48 Hours)
oFirst Re-certification: Required no later than 14th 

day from admission
oRecertification within 30 days, thereafter (From the 

last recertification signature)
Certifications & re-certs may be signed & dated by:

oAttending MD, or MD who has knowledge of case 
oNP or CNS or PA who does NOT have a “Direct ”

or “Indirect ” Employment Relationship with the 
facility. 
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SNF MD CERT & RE-CERT FORM
MD SNF RE-CERTIFICATIONS MUST INCLUDE ALL 
OF THE FOLLOWING (in accordance with the Medicare 
Benefits Policy Manual Chapter 8)

Reasons for Re-certification (Need to be specific)
Estimated period for continued skilled services 

(usually “x 30 DAYS”)
Plan for post-SNF care (either Home; LTC; etc.)
Condition being treated is related to a condition 

that was treated in the qualifying hospital stay 
(This is usually a “Yes” or “No” question on the 
form – CHECK “YES”)

NOTE:  All must be filled out properly & legibly

Physician Certification Content:  
Regulation

“Must clearly indicate that post-hospital 
extended care services were required to be 
given on an inpatient basis because of the 
individual’s need for skilled care on a 
continuing basis for any of the conditions 
for which he/she was receiving inpatient 
hospital services.”
Source: Medicare General Information, Eligibility, and 

Entitlement Manual, chapter 4, §40.2

101

CERTIFICATION - Required 
Content:  Advice

Physician Certifications and Re-certifications:
Do not just provide a listing of the skilled services 

to be provided; Describe the medical and/or 
functional problems requiring the skilled 
services

Example:
oSkilled PT 5-7x a week for (identify modalities) 

secondary to Difficulty Walking related to CVA ;
Skilled OT 5-7x a week for muscle wasting, 
disuse atrophy related to CVA

oDaily IV antibiotics for pneumonia

102
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RECERTIFICATION:  
Required Content:  Regulation

Must contain:
Adequate written record of reasons for the 
continued need for extended care services
Estimated period of time required for patient 
to remain in the facility
Plans, where appropriate, e.g. for Home 
Care; LTC; Hospice, etc.

Source: Medicare General Information, Eligibility, 
and Entitlement Manual, chapter 4, §40.3

103

RECERTIFICATION:  
Required Content:  ADVICE

Stating the skilled care to be provided 
without citing beneficiary's functional 
impairment or medical condition that 
requires a skilled level of care may result 
in denial
If continued Part A stay is due to a condition 

that arose while on Part A in the SNF, re-
certification must say so.

104
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HOSPITAL RECORDS from QUALIFYING 
HOSPITAL STAY

HOSPITAL RECORDS:  H&P, Admission Notes,  
DC or Transfer Summary, Physician Progress 
Notes, Labs/Diagnostic Tests, Nursing, Rehab 
Notes, IV flow sheets, MARs, TARs, etc.

Medicare Benefits Policy Manual Chapter 8:  “Post-
hospital extended care services furnished to 
inpatients of a SNF are covered under the hospital 
insurance program . The beneficiary must have 
been an inpatient of a hospital for a medically 
necessary stay of at least 3 consecutive 
calendar days ”.[Unless waived – will need to 
explain why] 
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HOSPITAL RECORDS from QUALIFYING 
HOSPITAL STAY

Therefore, Auditors now require facilities to 
submit hospital records to support 
“Medically Necessary 3-Day QHS & to 
prove that condition being treated in the 
SNF was related to a condition treated in 
the hospital .  

Without this, auditors frequently automatically 
deny claims. 

107

 It is imperative for facilities to obtain pertinent HOSPITAL 
RECORDS, which include the following from all appropriate 
“hospital stays” .  These include, but not limited to the ff:
oAdmission and Discharge Summary; 
oPhysician orders; 
oHistory and Physical including documentation to 

support the diagnosis billed ; 
oAll progress notes including physician, nurse, dietitian 

and other multi-disciplines; 
oAll test results including lab results to support admission; 
oTherapy treatment logs and treatment notes; 
o Infusion therapy flow sheets; 
oMedication logs & TARs;
oEmergency Room Records; 
oOperative/procedure reports; 
oConsult reports; 
oDischarge assessment/plan.

HOSPITAL RECORDS from 
QUALIFYING HOSPITAL STAY

If beneficiary was transferred from another SNF, it 
is also critical for the facility to obtain the 
appropriate SNF Medical Records. 

The documentation submitted for review must be a 
copy of the patient's medical record for each 
encounter clearly identified for each requested 
beneficiary and the date of service.

Providers/suppliers are responsible for obtaining 
supporting documentation from third parties 
(hospitals, nursing homes, suppliers, etc.).

108
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PHYSICIAN’S H&P & 
MD PROGRESS NOTES; CONSULTS

PHYSICIAN H&P; MD Progress NOTES & 
CONSULTS
oPhysician H&P MUST BE SIGNED AND 

DATED BY MD
oIf no H&P (secondary to readmission), 

please include MD Admission/Readmission 
Progress Notes 

oPlease make sure that all entries are signed 
and dated 
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PHYSICIAN’S ADMISSION ORDERS
All Other Physician Orders: Including Monthly and 

Telephone/Verbal Orders

ADMISSION ORDERS:  Must be signed & 
dated

All Other MD Orders (Including Monthly 
and Telephone/Verbal Orders): 
oIn Chronological Order
oAll Orders must be signed & dated by 
MD/NP/PA
oSigned and dated by nurse(s) who 

transcribed & carried out the orders
110
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MDS Assessments & Validation 
Reports

All MDS Assessments completed during the 
benefit period: Include Original & Modified 
Assessments
oARD’S & RUG Scores with Modifiers must match 

the Information on the UB-04 
oLate loss ADL’s coded in Section G of the MDS 

must be supported by ADL Tracker and/or 
documentation

oFocus on Payment Drivers - Documentation in 
Medical Records must support MDS Coding

VALIDATION REPORTS:  Proof of transmission to 

and acceptance in the QIES-ASAP Server
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REHAB DOCUMENTS
Therapy Documentation for all therapies given:  
oRehab Orders; 
oTherapy Evaluation & Plan of Treatment from 

Start of Care; 
oDaily/Weekly Summary; 
oTENS; 
oDischarge Summary (If applicable); 
oTherapy Services Treatment Logs (Showing 

minutes of therapy per Discipline/Treatment) 
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REHAB DOCUMENTS
MD’s signatures with appropriate dates must 

be present and legible (Orders; Evaluations 
and POC; Re-certifications; Discharge 
Summary) 

Therapist’s’ signatures with appropriate 
dates must be present/legible 

Ensure that a progress note is complete 
after at least every 10th visit

Days & minutes in Logs must match what 
was entered in the MDS’s

ADMISSION NURSING ASSESSMENTS; 
NURSES’ NOTES; INTERDISCIPLINARY  

CARE PLAN
Admission Assessments:  Signed and dated by 

Nurses
Nurses’ Notes: 
oIn Chronological Order
oEntries must be signed and dated by nurses 

Interdisciplinary Care Plan:  To help support 
provision of daily skilled Rehab & Nursing 
services

114
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Medication Administration Record (MAR); 
Treatment Administration Record (TAR); 

ADL Trackers; Wound Care Records & Flow 
Sheets (if applicable)

MARS; TARS; ADL TRACKERS; WOUND CARE 
RECORDS; FLOW SHEETS
oArranged by Month
oWill help support the need for daily skilled 

services due to the complexity of resident’s 
condition

oADL Tracking Records - Supports Coding of 
Late Loss ADL’s .  If facility has no trackers, 
provide supporting documentation for coding of 
Late-Loss ADL’s

OTHER DOCUMENTS THAT AUDITORS 
STARTED  REQUESTING FOR

Electronic Records Protocol/Policy for Electronic 
Signatures/ EMR:  Will address potential/actual 
issues or questions with signatures in records

MD SIGNATURE LOG:  Will address legibility and 
accountability issues

NURSES’ SIGNATURE LOG: Will address legibility 
and accountability issues

SS Notes; Dietary Notes; Labs/X-rays; and other 
relevant documentation: Will help support the 
complexity of resident’s condition to justify skilled care 
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BENEFICIARY NOTICES:  NOMNC and 
FINANCIAL  LIABILITY NOTICE (if 

applicable)
NOMNC: Signed and dated by beneficiary at 

least 2 DAYS prior to LCD

Financial Liability Notice: 
oMEDICARE A: SNF-ABN Form
oMEDICARE B: ABN CMS R-131 Form

If not signed and beneficiary notice(s) were 
mailed to family, please provide proof of mailing 

with Return Receipt Request 

117
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THEN WHAT?
WRITE A SUMMARY TO JUSTIFY 

MEDICAL NECESSITY OF SKILLED 
SERVICES PROVIDED (HIGHLY 

RECOMMEDED FOR PART A ADR’S)

REVIEW, ORGANIZATION, LABELING OF 
RECORDS & IDENTIFICATION OF ISSUES 

Review and organize the chart. 
Recommend to label the 1 st page of each 
section of the chart 

 Identify Records or Documents with 
issues (e.g. missing; insufficient; 
illegible; problematic; etc.). Address 
promptly and appropriately. 

119

OBTAIN ALL PERTINENT & PROPER RECORDS 
TO AVOID TECHNICAL DENIALS & HELP JUSTIFY 

THE CLAIMS
Once the chart is complete, conduct a 

comprehensive clinical review of the records to 
identify any technicality issues and write a 
summary to help justify the claim. 
oReview the hospital records and determine all 

medical/psychiatric/functional problems that were 
treated during the hospital stay. Include any 
documents that reflect instability, functional decline, 
and treatment of resident’s co-morbidities.  

oReview SNF Records to justify medical necessity of 
daily skilled services in a SNF. 

120
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CASE SUMMARY TO JUSTIFY 
CLAIM

QUALIFYING HOSPITAL STAY: Write a short 
narrative of resident’s hospital stay, focusing on the 
above.  If there were other recent hospitalizations, 
include that as well.  It will support the acute 
condition and instability of the beneficiary. 

MEDICARE STAY IN SNF:  
oWrite a chronological summary of resident’s 

Medicare stay in the facility.  Show a correlation 
between the hospital stay and the daily skilled 
services provided in the SNF.  

121

CASE SUMMARY TO JUSTIFY 
CLAIM

MEDICARE STAY IN SNF:  (continuation)
o Indicate MD Orders given for daily skilled services.
o If Rehab picked up, include the dates of the MD 

Order, Evaluation, and discharge.  Make sure that you 
specify details of the Treatment Plan and the progress 
that patient made from the onset date to discharge. 

o Identify any co-morbidities that required the skills of 
licensed nurses in caring for the beneficiary. Include 
potential complications that resident may have without 
the skilled nursing services provided.
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CASE SUMMARY TO JUSTIFY 
CLAIM

REVIEW OF MDS & UB-04 :  
oCheck the MDS’s and make sure that MDS 

coding is supported by documentation in the 
Medical Records as per the RAI Manual.
oFocus on the payment drivers.  
oInclude the ARD’s, RUG Scores and Covered 

Dates in your summary. 
oCompare with UB-04 to ensure consistency. 

123
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CASE SUMMARY TO JUSTIFY 
CLAIM

CONCLUSION:  Based on the records, write 
a conclusion to justify the following:
o The skilled care provided to resident is 

related to condition(s) provided in the 
qualifying hospital stay;

o The daily skilled Rehab and/or Nursing 
services provided were medically 
necessary and can only be practically 
provided in a Skilled Nursing Facility.

124
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SENDING THE CLAIM TO MEDICARE 
AUDITOR OR HMO & AUDIT RESULTS
Completed summary & records are then scanned 

and sent by to the appropriate Medicare Auditor
Follow-ups are made to track status of each claim 

under review. 
GOAL:  Approval of all claims.  
Denied Claims:  Proceed with the Appeals Process. 

KEY TO FACILITY’S SUCCESS:  TEAMWORK; 
GOOD COMMUNICATION; & OBTAINING 

COMPLETE & PROPER MEDICAL RECORDS 
PROMPTLY

RESOURCES
www.cms.gov
www.ahca.org
www.hcanj.org
www.aanac.org
www.oig.hhs.gov
www.novitas-solutions.com
www.ngsmedicare.com
www.noridian.com
www.wps.com
Medicare Benefits Policy Manual Chapter 8
Medicare Claims Processing Manual Chapter 6
Medicare Program Integrity Manual Chapter 3
Medicare Program Integrity manual Chapter 6
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HOPE IS NEVER  A STRATEGY

127

THANK 

YOU! 


