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June 24, 2003

Centers for Medicare & Medicaid Services

Department of Health and Human Services

Room 445-G

Hubert H. Humphrey Building

200 Independence Avenue, SW

Washington, DC 20201

Re:
Comments on Proposed Medicare Rules  (42 CFR Parts 420, 424, 489 and 498)

File Code: CMS-6002-P 

Dear Administrator Scully:

The Healthcare Billing and Management Association (HBMA) represents the companies that provide billing and administrative support services for tens of thousands of physicians and other providers and suppliers throughout the United States.  Our 650 member companies report that many of them provide enrollment support services as part of their contractual relationship and, further, that this service is in growing demand due to the complexity of the application process.  HBMA has, for many years, provided commentary and input into the evolving provider enrollment process and forms and welcomes this additional opportunity to assist CMS in protecting program integrity and improving provider enrollment.

HBMA member companies serve virtually every medical specialty and subspecialty practice in private and academic practice, as well as billing for DME suppliers, ambulance companies, ambulatory surgery centers, rural health clinics, imaging centers, CORFs, FQHCs, ESRD facilities, chiropractors, hospitals and skilled nursing facilities. Our member companies support providers in all 50 states and have experience with every Medicare Carrier, Fiscal Intermediary and DMERC. We have extensive experience with the provider enrollment process; in fact, some of our larger member companies have entire departments devoted to provider enrollment while others provide enrollment assistance as an independent, fee-based service.

In preparing our comments, we surveyed our entire membership and empanelled a committee to consider member input and to assess the practical and operational implications of the proposed program changes published in the April 25, 2003, Federal Register.  The perspectives that contributed to our comments reflect extensive experience with the forms implemented in November 2001, their antecedents and their counterparts used by other payers requiring provider enrollment.

HBMA and its members have a long-standing record of advocating compliance and supporting program integrity.  We agree that proper provider identification is an essential element of protecting Medicare from fraud schemes and unscrupulous conduct.  In the past, CMS’ Office of Program Integrity conducted Town Hall Meetings to solicit input from affected parties, resulting in proposed changes that were far more relevant to the day-to-day realities of providers and Carriers.  We were disappointed, therefore, by the tone of the current proposed regulations, which read as though they were prepared by a prosecuting attorney with little apparent consideration or appreciation for the practical effects of some of the proposals.  This NPRM implies a high level of distrust by CMS by creating ‘emergency brakes’ with far too many interruptions of payment for legitimate services by honest, legitimate providers and far too few time-sensitive administrative and due process alternatives or remedies.

Please accept the following comments on specific provisions found in the NPRM published in the Federal Register on Friday, April 25, 2003.

1. Under III. A. Scope and Definitions (at FR 22066) makes reference to “managing employee” and indicates that this individual “….exercises operational or managerial control over…..” “….under contract or through some other arrangement, regardless of whether the individual is a W-2 employee.”  Later (at FR 22067), Sec. 424.510(a)(2) of the proposed regulations indicates that “The delegated official must be a W-2 managing employee of the provider or supplier…”.  We recommend that this contradiction be corrected, consistent with the initial explanation.

2. In the preamble (FR 22068), where CMS explains the proposed rule on basic Medicare enrollment (§424.510), there appear to be several numbering discrepancies or mistakes in citing the appropriate sections of the proposed rule.  Notwithstanding this confusion, the language of §424.510 states “CMS will not issue Medicare billing numbers or grant Medicare billing privileges retroactive to the date that the provider or supplier received final approval of their enrollment application [CMS 855].”  

We ask for clarification of this statement.  Does it apply only to those providers or suppliers seeking accreditation or will it be applied in some fashion to other providers and suppliers enrolling for Medicare billing privileges?  Many problems will be created if this proposal is applied to all classes of providers and suppliers.  Currently, Medicare carriers routinely grant Medicare numbers with an effective date retroactive to the date of application.  We ask that this practice continue unchanged.  Additional reasoning on this point appears in certain of the following comments.

In paragraphs (d) and (e) in proposed Sec. 424.510, you “are requiring that providers and suppliers must be operational as defined in Sec. 424.502 and must meet additional requirements that apply to both enrolling and currently enrolled providers and suppliers before receiving a Medicare billing number and becoming eligible for Medicare payments.”  This is the first of many ‘Catch 22’ problems noted in the NPRM.

The development and opening of any health care enterprise, whether it is a hospital, nursing home, ambulance program or medical practice requires planning and some amount of start-up capital.  As (mostly) small businesses, physician practices are particularly dependent on quickly establishing cash flow as the capitalization of a medical practice is most often derived from the family budget and personal loans.  Medical practices are economically vulnerable in the early months of operation since this is also the time when they are equipping the practice and incurring many of the one-time start-up costs of opening a practice.  And, recent history has also shown that operating costs have grown much more rapidly than the amounts allowed by Medicare.

The practical effect of the proposed rules will be that a new physician and/or a new practice will have to pass the following hurdles
:

1) Be “operational.”  We presume this equates to ‘open for business,’ although the proposed regulations offer no definition or explanation; 

2) Be subject to a site visit; 

3) Wait up to 60 days for 855 application processing and approval; and, 

4) Treat Medicare beneficiaries – for free – for all services provided prior to receipt of a provider number, based on the proposed elimination of payments retroactive to the date of application.  See also Sections 1802(b), 1834(j), 1866, 1866(a)(1), and 1870; 

or,

Avoid treating Medicare beneficiaries – despite being ‘open for business’ – until a Medicare number is issued.

From the providers’ perspective, arguments that this is somehow reasonable are gratuitous, at best.  The negative effects of this scenario are even more profound for specialties with large populations of Medicare beneficiaries, such as Rheumatologists, Geriatricians, Internists, Endocrinologists, and Ophthalmologists, to name a few.  This is most egregious for hospital-based specialties, who frequently find themselves recruiting ‘just in time’ staff replacements who must begin work as soon as they arrive.  Without the ability to anticipate retroactive processing of claims AND having no means of deferring care of Medicare beneficiaries until their application has been approved, it is predictable that these practices will be resentful, at least, and will feel they are the economic victims of Medicare’s policies.

HBMA fears that every practice will be affected by the combined effect of these rules, some to a great degree and some less.  We are concerned that practices will be unable to endure the economic losses of two months (or more) of uncompensated care of Medicare beneficiaries and may, under these pressures, engage in the very conduct that these rules seek to avoid.  HBMA members have worked hard over the years to eliminate a billing practice used by many new providers whereby they bill under an established physician’s provider number.   While we are confident that our members will continue to stress the importance of appropriate billing to their clients and will not succumb to these pressures, physicians not utilizing professional billing companies may not be as sensitive to this issue.  We anticipate that CMS could see an increase in questionable billing practices as physicians get creative in attempting to obtain payments for medically necessary services they have provided to Medicare beneficiaries but for which they cannot receive payment because of administrative delays.  

Alternatively, some practices may simply refuse to see Medicare beneficiaries during this initial start-up period, creating a beneficiary access problem.  This unintended outcome of the proposed regulations would, indeed, weigh more heavily on small communities and rural practices, since they are often faced with replacing and/or recruiting a single specialist for their community’s needs.  To have a new (Medicare) provider in the community unable to accept Medicare patients for an additional two months would be untenable for the community.

A variation of the above concern is even more likely.  The ebb and flow of practice arrangements often causes one or more providers to leave an existing practice to embark on their own within the same community.  The Medicare patients of these providers will be ‘trapped’ by the proposed new enrollment process: the individuals with whom they have an established relationship will be foreclosed to them while the providers reenroll (steps 1. – 4. above).  We believe that this will produce frequent episodes of access interruption for many Medicare beneficiaries, many of whom have complex medical problems well known to the providers made unavailable to them by administrative delay.  We recommend that careful consideration be given to the creation and funding of an expedited approval process for this and similar certainties.

3. Our committee noted the improvement in enrollment administration created by Section 424.510(a)(2)(ii) that will allow for a delegate to be ‘registered’ and thereafter sign on behalf of a practice.  This new policy will allow for more efficient administration of group practices and/or support by our members.  We noted, however, that the regulations do not provide for the possibility of a concurrent departure from the practice of both the authorized representative AND the authorized delegate.  Although not an everyday occurrence, changes in group leadership, particularly large groups, may face this unanswered question.
4. §424.510(f) would codify on-site inspections of all 855 applicants.  We agree with and support the proposed verification program, as it will further diminish the risk of fraud against the program.  HBMA does, however, have concerns related to the administration of this proposed rule.

a. Since the implementation of the current 855 series of forms, HBMA members have reported the frequent and ongoing inability of Carriers to comply with their obligation to acknowledge 855 applications within 15 days, and complete processing within 60 days, of receipt.  In fact, we are aware that practices handling their own enrollments, unaware of the current rules, continue to experience enrollment delays of six months or more!  Without significant additional resources and funding, we are extremely concerned that Carriers will be unable to sustain the 60 day enrollment requirement.  This, of course, will further exacerbate the problems discussed in 2., above.

b. Site visits to office practices would seem to be straightforward to administer, since the providers typically have normal business hours on weekdays and Carrier field staff work on a comparable schedule.  However, our members report that a number of their client practices operate branch office locations which are open only on selected days of the week and/or month.  Since the site visits are proposed to be unannounced, the field staff will have no way to prevent wasted trips to visit applicants with limited office hours.  This will particularly affect remote and rural practices with patient volumes too low to demand or economically support full time operation.  We are concerned that Carrier staff will squander scarce federal budgetary funds in repeated trips to a far-flung location; we are also concerned that this will have a deleterious effect on the timeliness of the application’s approval and may also cause inappropriately denied applications.

c. On the other hand, hospital-based physicians provide over three quarters [(5 x 8) ( (7 x 24)] of their services during non-business hours, with many individuals working exclusively at night and/or on weekends; in emergency medicine, weekend coverage often includes physicians who work only one or two weekends per month or other highly variable schedules.  We are concerned that on site inspections will fail when a field staff investigator arrives, unannounced, at a hospital to verify a new provider’s application and is told by weekday Emergency Room or Radiology Department staff that they have never heard of the applicant, who works exclusively on alternating weekend nights.

We expected, but did not find, any references in the proposed rules to alternatives that will allow Carriers to conduct the proposed verifications using currently available and less costly techniques, such as independent verification via the hospital’s Medical Staff office, inasmuch as all hospitals have their own mandatory credentialing process.

HBMA recommends that the proposed site visit rule be given additional consideration and investigation of alternatives in an effort to assure that it is effective and does not add delay or disruption to the enrollment process, nor add avoidable Carrier costs.  We would be happy to work with CMS’ staff to discuss effective, credible alternatives.  In addition, it is clear that this rule will add significant additional costs to the Carriers enrollment process and we strongly recommend that this rule be implemented ONLY after adequate budgetary support and staff training has been provided for all Carriers, even if this rule’s implementation must be delayed.

5. §424.515 addresses the proposed requirement for revalidation of Medicare enrollment and maintenance of Medicare billing privileges.   The concepts of uniform 855 enrollment and subsequent revalidation, while causing an increase in paperwork for both the providers and the carriers, are quite understandable and appropriate to protect the Medicare program.  The language in the proposed rule – “no more than once every three years” – does allow for less frequent revalidation.  We would strongly suggest that CMS consider this as it applies to the various types and classes of providers and suppliers.

While there may be certain categories that will require such frequent scrutiny, it also seems reasonable that many will not.  A five-year cycle may be sufficient for some classes of providers and suppliers, particularly in those cases where less burdensome means to validate the ongoing existence of a practice or for those using a third party billing company, a factor that we believe will increase the reliability of current enrollment data.  We also believe that hospital based providers (Radiology, Emergency Medicine, Pathology, Anesthesiology) could be verified as in active practice by correspondence with the hospital’s Medical Staff Office by confirming staff privileges.

In the preamble (FR22068), after describing the requirement for submitting updates and changes to Medicare timely (§424.520(b)), it says: “When no such changes or updates have been reported or submitted for a period of time, we believe that it is prudent to take steps to confirm the continued validity of the information that was previously submitted.”  CMS goes on to discuss the revalidation proposal.  Is this to be taken as an indication that if changes and/or updates are submitted to an original CMS 855, then the cycle of revalidation would be affected?  Would revalidation not be required for that cyclic period, or would the “clock start over” in some way?  

HBMA members reported abundant evidence that Carriers’ existing provider data is inaccurate, particularly related to the addresses of hospital-based providers.  We are concerned that revalidation notices will be sent to long-out-of-date addresses and the proposed regulations impose no obligation on, nor provide any additional resources for, Carriers to attempt to research or remedy these deficiencies before taking more punitive action(s).

If the revalidation cycle is not interrupted, and is tied to the completion of the original 855 application, the proposed rule states that the provider must resubmit a complete application within 60 days of notification by CMS.  Will this notification always come exactly 60 days before the anniversary date of original submission and validation?  If not, if there is some chance that the notification may not be anticipated by the provider, then 60 days may not be a sufficient time for the revalidation paperwork to be accomplished.  This is especially true where large groups of providers must be revalidated by the same office staff at the same time.  A 90-day time frame would be more feasible in these cases.

As noted earlier in our comments, HBMA is extremely concerned that the financial, staffing and training resources afforded CMS’s Carriers will falter or collapse if this rule is implemented without concurrent increases in budgetary support.  It takes little to imagine a ‘worst-case scenario’ whereby a revalidation in not completed within the proposed time frame due to Carrier resource limits – such as their inability to respond timely to provider questions, clarify rules, contact the provider, etc. –but the Carrier’s system automatically shuts down the provider’s billing number.  The proposed rules make no reference to administrative remedies or alternatives, even those as simple as those employed when a ‘Do Not Forward” mailing is returned.

We note with approval CMS’ intention to pursue Internet or online possibilities for this requirement, and would strongly encourage the migration of enrollment and application submission to electronic means as soon as possible.  A few State Medicaid programs have recently instituted online enrollment/update processing and other provider-friendly technologies (e.g., Oklahoma and Pennsylvania), and similar solutions for the Medicare program would be welcome for ease of use and cost-effectiveness.  We strongly recommend that implementation of the revalidation portions of all of the proposed rules changes be made contingent on the universal availability of electronic/on-line revalidation.

6. In proposing Sec. 424.520(b), CMS states: “that individuals and organizations are responsible for updating their CMS 855 information to reflect any changes in a timely manner. We define timely as meaning within 90 days, with the exception of a change in ownership or control of the provider or supplier that must be reported within 30 days. Failure to do so may result in deactivation or even revocation of their billing privileges.”  This proposal is consistent with existing requirements although it alters the time requirements.  It also imposes what we consider to be potentially extreme penalties for what will most often be minor oversights.

HBMA agrees that the Medicare program should have current information about enrolled providers and that providers have a duty to inform the program when changes occur.  However, we believe that the duty to notify should be limited to MATERIAL changes and that the regulations should explicitly and comprehensively identify what data is material from among the dozens and dozens of data elements required by the 855 applications.  We note, for example: that many telephone area codes have changed in the past five years, some more than once; that e-mail addresses change; and, that the USPS renumbers street addresses even though the residents have not moved.  We are concerned that failure to remember and report an area code change (or the other examples noted) could be construed to be a technical violation with draconian consequences for the provider and the practice.

The proposed rules make no note of a Carrier’s or CMS’ consideration of the materiality, intent or impact of an unreported change, something that would temper the impression given that the rules were written by a prosecutor.  They also do not clearly indicate whether deactivation or revocation will be applied only to the affected individual or to the entire group.  We consider the former to be problematic but the latter would to be catastrophic, particularly in the context of ordinary oversights.  In addition, groups with national contracts and/or affiliations might be subjected to national penalties for minor local omissions.

Further, unless there is a straightforward, electronic method of reporting changes, providers will face the daunting (we do not agree with the time or cost estimates included in the NPRM) task of completing new paperwork and will often procrastinate.  We propose that Section 424.520(b) be implemented only after Carriers are able to support electronic updates of existing enrollment information.

7. The Medicare program has a long-standing requirement that providers’ billing numbers be suspended if no claims are submitted for 12 consecutive months.  We acknowledge the validity of such a policy and the benefits it affords to program integrity.  New §424.540 proposes to deactivate a provider’s billing number if no claims are received within a six month period.  While this may be reasonable for some providers, it is much too short a time frame for many classes of providers:

a. Emergency Physicians, Anesthesiologists, Radiologists and others may work full-time at one facility but also must be available at others to provide additional coverage.  The burden of providing a 24/7 safety net in the emergency departments, operating rooms and Radiology Departments of America’s hospitals is difficult at best, as all three specialties are challenged by a shortage of providers.  If providers who support this safety net by working at other facilities when they are needed, stand to lose their Medicare billing privileges every six months, the ability of hospitals to staff essential departments may be jeopardized.  For these physician specialties, we strongly request that CMS leave the “no claim” limit for deactivation at one year.

b. Some physician providers, as noted in a., above, have natural fluctuations in their practice, including those in academic practice.  An academic specialist or sub-specialist may vary her/his practice between classroom teaching, research and clinical care with uneven and overlapping spans of time devoted to each, in addition to summer vacations.  The proposed six month ‘barrier’ would force these providers and/or their staffs to carefully monitor and time their billing patterns for relatively short intervals of time, merely to avoid the ‘hassle factor’ of reapplying for Medicare billing privileges.  We are concerned that this will produce the unintended consequence of depriving Medicare beneficiaries of access to the highest qualified practitioners, who will elect to defer treatment of Medicare beneficiaries for short or long intervals while these administrative requirements are satisfied.  Their only alternative would be to see Medicare beneficiaries knowing that they are providing care without opportunity of compensation, a highly charged circumstance that poses many negative consequences for the doctor-patient relationship.

Some physicians operate geographically divided practices, working half time (approximately, not exactly) in one part of the U.S. and half time in another, or even several others.  This arrangement routinely operates in disparate carrier jurisdictions.  As proposed, the regulations will have the effect of putting these providers, some of whom are semi-retired but highly experienced and active, in a perpetual ‘chase’ of tracking their billing status with two carriers, with the consequence of poor timing forcing them to reapply for billing privileges.  We anticipate that some will elect to foreclose their Medicare practice instead, creating another variation of provider ‘drop-outs.’

c. Over the course of their careers, many physicians are absent from their ‘regular’ practice for a variety of ordinary reasons.  Sabbaticals, reserve military service, maternity and injuries and Leaves of Absence (FMLA) are only a few of the short-term factors that often extend beyond six months, but are less than a year.  In addition, the increasing complexity of medical practice frequently necessitates additional clinical training, often in the form of short-term fellowships and other training programs to achieve proficiency in new techniques, areas of subspecialty and new therapies.  It would be most unfortunate to have these routine events cause a provider to be deactivated and force providers to reapply using a new 855 form.

d. Many Medicaid programs continue to use the Medicare program as a proxy for more diligent enrollment efforts of their own.  As a consequence, there are providers who have Medicare numbers solely as a means of acquiring a Medicaid provider number.  This is most evident in Pediatrics, where the treatment of a Medicare-covered beneficiary is rare, indeed.  As proposed, the new regulations (FASA, section 2455) would have the effect of deactivating both numbers every six months and would force these providers into an endless cycle of reapplication and/or correspondence with Medicare carriers, merely to sustain their non-Medicare practice.  We are aware that many Pediatricians have elected not to accept Medicaid patients for economic reasons and fear that this new requirement will produce a new ‘hassle factor’ reason for additional providers to make the same election.  CMS’ press release announcing this NPRM made reference to this issue, but we noted no reference to it in the regulations.

Regardless of the time frame, the deactivation for non-submission of claims issue raises the question of retroactive granting of Medicare billing privileges.  As discussed in 2., above, the current practice is for carriers to make billing numbers effective retroactive to the date of the initial application.  This is especially valid where the provider already has a provider agreement with Medicare and is only applying for a new number related to a certain location or employer, for example.  This allows the provider, upon receipt of the new Medicare billing number, to appropriately bill for those services provided to Medicare beneficiaries during the pendency of the application.  In cases where the time limit for deactivation looms, and the provider is called upon to serve patients in a practice or at a facility other than his/her primary workplace, a Catch-22 of deadlines, timing, and the ultimate ability to receive payment for services can arise.    

The language in the preamble (FR 22072) explicitly states that reactivation of billing number after deactivation for non-submission of claims will be achieved by re-certification, and not, as in all other cases, by the submission of a complete new 855.  This distinction seems quite valid, and we support the two-tiered process as described in the preamble.  However, in the proposed rule itself (§424.540 (b)), no such distinction is made.  In fact, the language says that a new 855 must be submitted, with the qualifying phrase “at a minimum” included with no further explanation.  We request that the distinction drawn in the preamble be adequately described in the rule itself, as our experience with multiple Carriers is that uniformity is an uncommon result when regulations are ambiguous or unclear.

We firmly oppose the reduction of ‘no-claim’ provider number deactivation from twelve months to six months, based on what we anticipate will be numerous unintended and unanticipated consequences that will produce chaos and hardships for beneficiaries and providers without producing meaningful improvements in program integrity.

8. §424.530(a)(3) outlines new regulations whereby CMS “may deny enrollment in the Medicare program if the provider or supplier, or any owner of the provider or supplier, has been convicted of a Federal or State felony offense that we determine to be detrimental to the best interests of the Medicare program or its beneficiaries.  This authority is afforded to us in many of the HIPAA fraud and abuse provisions and section 4302 of the BBA.  In making assessments, we are proposing to include any felony convictions from the last 10 years or more. In addition, we will consider the severity of the underlying offense.”

We acknowledge the logic and appropriateness of the spirit of the proposed regulation.  We are, nevertheless, concerned by the vague and ambiguous language, which makes such determinations potentially subjective (unfavorable or favorable).  In addition, the physicians with the most current training and the ones more likely to apply in underserved areas will have been college undergraduates and/or high school students within ten years prior to filing an 855 application.  We are concerned that, while misconduct that reached the level of a felony can never be entirely acceptable, it may be both explainable and forgivable.  This rule may have a greater negative effect on those coming from minority communities and areas where law enforcement does not equate to textbook fairness, uniformity and evenhandedness.  HBMA is troubled by the inherent subjective nature of the proposed regulation, as we have considerable experience with the absence of objective and fair interpretation and application of regulations and we encourage CMS to reevaluate the proposed regulatory language to establish more objective language.

9. §424.535(a)(1) allows for revocation of a provider’s billing number if it is determined the provider is not in compliance with the enrollment requirements in the 855 form.  Please clarify what this provision means, with examples of specific requirements that may trigger revocation, rather than rejection of the 855 application, denial of enrollment, or deactivation of the billing number.  See, §§424.525, 424.530, and 424.540.

We are concerned by the following language:  ”The provider or supplier certified as ``true'' deliberately submitted false or misleading information on the CMS 855 in order to enroll or maintain enrollment in the Medicare program. (Offenders may be subject to criminal or civil prosecution, in accordance with current laws and regulations).”  No mention is made of due process, hearings or appeals when there is a dispute as to the ‘truness’ or ‘deliberateness’ of an allegedly false statement.  ‘Misleading’ is even more troublesome – misleading to whom?

10. In new Sec.  424.545, CMS “propose(s) that a provider or supplier”….. ”whose enrollment has been revoked, may appeal our decision in accordance with our regulations at Part 405, Subpart H, for suppliers or Part 498, Subpart A, for providers.  CMS is currently drafting a single regulatory appeals process for all providers and suppliers denied or revoked from participation in the Medicare program.  In keeping with current policy, we also propose that no payments will be made during the appeals process.  If the provider or supplier is successful in overturning a denial or revocation, unpaid claims for services furnished during the overturned period may be resubmitted.”

Although revocation should be a last resort, our reading of the proposed new regulations suggest otherwise.  We are concerned that a byproduct of an improper revocation, vindicated by a successful appeal, will force the provider to resubmit claims already on file with the Carrier, thus adding new injury to insult.  Providers who successfully appeal a revocation should not be forced to resubmit claims that, due to the lengthy time consumed by the (currently unwritten) appeal process may be more than a year old.  We also suggest that Carriers processing such claims be reminded to apply the payment policies in effect at the time the services were provided inasmuch as they often change as time passes.

11. §424.555 sets out strict prohibitions concerning the payment and billing for services provided during a period of deactivation, inter alia.  We are concerned that a strict reading of these provisions may cause a provider who is caught in the Catch-22 described above to be unable to collect payment for the legitimate and necessary services he/she provided to Medicare beneficiaries in such an instance.  Please clarify that the prohibition on billing, and especially the potential for criminal liability for pursuing payment, does not apply to providers billing Medicare for services after a period of deactivation has been concluded.

Many of our committee members found all of the language in Section L confusing, even after multiple readings and discussion.  In view of the gravity of the subject and the importance of faithful compliance, we urge CMS to review and clarify the meaning of this entire section.

12. The proposed regulations indicate the use of a “correspondence address” (DCIA 31001(I), in addition to other data elements.  We welcome this data element and urge CMS to consider adding a data element or provider election (check-off) that will allow provider notices to be sent in duplicate when a provider’s services are billed by a billing company.  Our members report regular and frequent difficulties with timely receipt of material sent to providers (or to the hospital mail room, the provider’s home, etc.) when the billing company is under contract to assist the provider with the affected duty.  We agree that the provider should receive notification; we are proposing that there be added a provision for duplicate notification so that the billing company can monitor the provider’s progress and/or compliance with the requested data.  This may be implied in the “Contact Person(s)” addition.  If so, we applaud the proposed addition.

13. In the section of the NPRM marked IV. Data Requested on the CMS 855 and Its Iterations, FR 22074 (8.), CMS remarks that the information on billing agencies is needed to enable it “to monitor agreements made between billing and collection agents and providers and suppliers to ensure compliance with Medicare requirements . . .” [on reassignment].  Please clarify what is meant by “monitoring agreements” and explain how this monitoring will take place.   We would also stress the need for consistent interpretation and action among carriers in this regard.

14. We found no reference in the proposed regulations any indication of increases in Carrier budgets or, more importantly, Carrier accountability for timeliness, accuracy, fairness or responsiveness.   HBMA is concerned by both the omission and the inferences that post-implementation Carrier activity and performance will be ‘business as usual.’  CMS proposes to significantly ‘raise the bar’ for enrollment content and provider accountability and we believe the spirit of these proposals to be responsible protection of the Medicare program.  However, unless or until Carriers are identically obliged to conform to a more strict standard of performance and accountability and Carriers are provided with adequate time, budget, resources and training, we fear that the implementation of any new regulations will not produce the intended positive improvements.

The Board and membership of HBMA thank the Administrator for the opportunity to review and comment on these important new regulatory proposals.  As professionals with a significant amount of experience in supporting provider enrollment, we have a keen interest in this initiative and look forward to a better, stronger and more balanced and efficient Medicare program as a result.  We remain willing and interested in providing additional official and unofficial input into the review and evaluation process.

Respectfully submitted,

David Purvis CHBME

President

Healthcare Billing and Management Association (HBMA)

1540 South Pacific Coast Highway

Suite 203

Laguna Beach, CA 92651

(877) 640-4262
� Assuming that all activities occur according to existing time requirements.
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