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20.3.1.5 - Impact of Consolidated Billing Requirements
(Rev. 1, 10-01-03)

The SNF may not charge the beneficiary or family members for any services that, in the
absence of a payment sanction, would have been covered under the SNF PPS.

However, the beneficiary is entitled to reimbursement for those services excluded from
the SNF PPS rate. Services excluded from consolidated billing such as outpatient
hospital emergency care and related ambulance service should be billed by the
provider/supplier actually furnishing services, and not by the SNF.

20.3.1.6 - Impact on Spell of Illness
(Rev. 1,10-01-03)

The SNF days during the sanction period will be used to track breaks in the spell of
illness. A beneficiary’s care in an SNF met the skilled level of care standards if a
Medicare SNF claim for the services provided in the SNF was denied on grounds other
than that the services were not at a skilled level of care. If the patient is receiving a
skilled level of care the benefit period cannot end.

30 - Skilled Nursing Facility Level of Care - General
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14)
A3-3132,SNF-214

Care in a SNF is covered if all of the following four factors are met:

e 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 a
condition for which he received inpatient hospital services;

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

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

e 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.

If any one of these four factors is not met, a stay in a SNF, even though it might include
the delivery of some skilled services, is not covered.; For example, payment for a SNF
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As noted in scenario 1, if a beneficiary is initially admitted to the SNF directly from the
qualifying hospital stay for a covered Part A SNF” stay, the presumption for that stay is
applicable when the beneficiary is correctly assigned one of the case-mix classifiers that
CMS designates for this purpose as representing the required level of care. However, if
that beneficiary is discharged to0 a non-hospital setting and then subsequently readmitted
to the SNF beyond the 3-day interruption window as described in scenario 3 above, there
is no presumption applicable to the second SNF admission. (If the beneficiary is
transferred to a hospital, and returns directly to the SNF, see scenario 3 above).
Alternatively, if the absence from the SNF does not exceed the 3-day interruption
window, the beneficiary’s return to the same SNF would represent a continuation of the
previous SNF stay; as such, any days remaining from the previous presumption would
continue to apply through the ARD of the original assessment.

6. Initial, Non-Medicare SNF Stay Followed by Qualifying Hospitalization and
Readmission to SNF for Medicare Stay

Dually eligible (Medicare/Medicaid) beneficiaries whose initial stay in the SNF is either
Medicaid-covered or private pay, are eligible for the Medicare presumption of coverage
when readmitted directly to the SNF following a qualifying hospitalization, when
correctly assigned one of the case-mix classifiers that CMS designates for this purpose as
representing the required level of care. (Of course, in order to qualify for Medicare
coverage upon readmission, the beneficiary must be placed in the portion of the
institution that is actually certified by Medicare as a SNF.) No presumption of coverage
applies when Medicare is the secondary payer for days 1 through 8 of the covered stay
where Medicare becomes primary after day 8 due to a reversal or denial by the secondary
insurer.,

7. Transfer From One SNF to Another

There is no presumption of coverage in cases involving the transfer of a beneficiary from
one SNF to another or from SNF-level care in a hospital swing bed to a SNF. The
presumption only applies to the SNF stay that immediately follows the qualifying
hospital stay when the beneficiary is correctly assigned one of the case-mix classifiers
that CMS designates for this purpose as representing the required level of care.
Therefore, in cases involving transfer of a beneficiary from a swing-bed hospital to a
SNF, the presumption only applies if the beneficiary was receiving acute care (rather than
SNF-level care) immediately prior to discharge from the swing-bed hospital.

30.2 - Skilled Nursing and Skilled Rehabilitation Services
(Rev. 1, 10-01-03)

A3-3132.1;'SNF-214.1
30.2.1 - Skilled Services Defined
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14)

Pg 3



BEAYEREIINIO N8 - POWERED BY PharMeFTcaw

EDUCATION THOUGHT LEADERSHIP

Simple and Easy: Winning in PDPM Payment and Regulatory Strategies
It's Complicated: Part A Medicare Utilization Review

Skilled nursing and/or skilled rehabilitation services are those services, furnished
pursuant to physician orders, that:

* Require the skills of qualified technical or professional health personnel such as
registered nurses, licensed practical (vocational) nurses, physical therapists,
occupational therapists, and speech-language pathologists or audiologists; and

e Must be provided directly by or under the general supervision of these skilled
nursing or skilled rehabilitation personnel to assure the safety of the patient and to
achieve the medically desired result.

NOTE: “General supervision” requires initial direction and periodic inspection of the
actual activity. However, the supervisor need not always be physically present or on the
premises when the assistant is performing services.

Skilled care may be necessary to improve a patient’s current condition, to maintain the
patient’s current condition, or to prevent or slow further deterioration of the patient’s
condition.

30.2.2 - Principles for Determining Whether a Service is Skilled
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14)
A3-3132.1.B, SNF-214.1.B

e Ifthe inherent complexity of a service prescribed for a patient is such that it can
be performed safely and/or effectively only by or under the general supervision of
skilled nursing or skilled rehabilitation personnel, the service is a skilled service;
e.g., the administration of intravenous feedings and intramuscular injections; the
insertion of suprapubic catheters; and ultrasound, shortwave, and microwave
therapy treatments.

e The A/B MAC (A) considers the nature of the service and the skills required for
safe and effective delivery of that service in deciding whether a service is a skilled
service. While a patient’s particular medical condition is a valid factor in
deciding if skilled services are needed, a patient’s diagnosis or prognosis should
never be the sole factor in deciding that a service is not skilled.

EXAMPLE: When rehabilitation services are the primary services, the key issue is
whether the skills of a therapist are needed. The deciding factor is not the patient’s
potential for recovery, but whether the services needed require the skills of a therapist
or whether they can be provided by nonskilled personnel. (See §30.5.)

e A service that is ordinarily considered nonskilled could be considered a skilled
service in cases in which, because of special medical complications, skilled
nursing or skilled rehabilitation personnel are required to perform or supervise it
or to observe the patient. In these cases, the complications and special services
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involved must be documented by physicians' orders and notes as well as nursing
or therapy notes.

EXAMPLE:

Whirlpool baths do not ordinarily require the skills of a qualified physical therapist.
However, the skills, knowledge, and judgment of a qualified physical therapist might be
required where the patient’s condition is complicated by circulatory deficiency, areas of
desensitization, or open wounds. The documentation needs to support the severity of the
circulatory condition that requires skilled care (see section 30.2.2.1).

e Indetermining whether services rendered in a SNF constitute covered care, it is
necessary to determine whether individual services are skilled, and whether, in
light of the patient’s total condition, skilled management of the services provided
is needed even though many or all of the specific services were unskilled.

EXAMPLE:

An 81-year-old woman who is aphasic and confused, suffers from hemiplegia, congestive
heart failure, and atrial fibrillation, has suffered a cerebrovascular accident, is
incontinent, has a Stage 1 decubitus ulcer, and is unable to communicate and make her
needs known. Even though no specific service provided is skilled, the patient’s condition
requires daily skilled nursing involvement to manage a plan for the total care needed, to
observe the patient’s progress, and to evaluate the need for changes in the treatment plan.
As discussed in section 30.2.2.1 below, the medical condition of the patient must be
described and documented to support the goals for the patient and the need for skilled
nursing services.

e The importance of a particular service to an individual patient, or the frequency
with which it must be performed, does not, by itself, make it a skilled service.

EXAMPLE:

A primary need of a nonambulatory patient may be frequent changes of position in order
to avoid development of decubitus ulcers. However, since such changing of position
does not ordinarily require skilled nursing or skilled rehabilitation personnel, it would not
constitute a skilled service, even though such services are obviously necessary.

e The possibility of adverse effects from the improper performance of an otherwise
unskilled service does not make it a skilled service unless there is documentation
to support the need for skilled nursing or skilled rehabilitation personnel.
Although the act of turning a patient normally is not a skilled service, for some
patients the skills of a nurse may be necessary to assure proper body alignment in
order to avoid contractures and deformities. In all such cases, the reasons why
skilled nursing or skilled rehabilitation personnel are essential must be
documented in the patient’s record.
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30.2.2.1 — Documentation to Support Skilled Care Determinations
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14)

Claims for skilled care coverage need to include sufficient documentation to enable a
reviewer to determine whether—

e Skilled involvement is required in order for the services in question to be
furnished safely and effectively; and

o The services themselves are, in fact, 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 documentation must also show that
the services are appropriate in terms of duration and quantity, and that the services
promote the documented therapeutic goals.

Such determinations would be made from the perspective of the patient’s condition when
the services were ordered and what was, at that time, reasonably expected to be
appropriate treatment for the illness or injury. Thus, when a service appears reasonable
and necessary from that perspective, it would not then be appropriate to deny the service
retrospectively merely because the goals of treatment have not yet been achieved.
However, if it becomes apparent at some point that the goal set for the patient is no
longer a reasonable one, then the treatment goal itself should be promptly and
appropriately modified to reflect this, and the patient should then be reassessed to
determine whether the treatment goal as revised continues to require the provision of
skilled services. By the same token, the treatment goal itself cannot be modified
retrospectively, e.g., when it becomes apparent that the initial treatment goal of
restoration is no longer a reasonable one, the provider cannot retroactively alter the initial
goal of treatment from restoration to maintenance. Instead, it would make such a change
on a prospective basis only.

Although the presence of appropriate documentation is not, in and of itself, an element of
the definition of a “skilled” service, such documentation serves as the means by which a
provider would be able to establish and an A/B MAC (A) would be able to confirm that
skilled care is, in fact, needed and received in a given case.

It is expected that the documentation in the patient’s medical record will reflect the need
for the skilled services provided. The patient’s medical record is also expected to provide
important communication among all members of the care team regarding the
development, course, and outcomes of the skilled observations, assessments, treatment,
and training performed. Taken as a whole, then, the documentation in the patient’s
medical record should illustrate the degree to which the patient is accomplishing the
goals as outlined in the care plan. In this way, the documentation will serve to
demonstrate why a skilled service is needed.
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Thorough and timely documentation with respect to treatment goals can help clearly
demonstrate a beneficiary’s need for skilled care in situations where such need might not
otherwise be readily apparent, as when the treatment’s purpose changes (for example,
from restoration to maintenance), as well as in establishing the efficacy of care that
serves to prevent or slow decline—where, by definition, there would be no
“improvement” to evaluate. For example, when skilled services are necessary to
maintain the patient’s current condition, the documentation would need to substantiate
that the services of skilled personnel are, in fact, required to achieve this goal. Similarly,
establishing that a maintenance program’s services are reasonable and necessary would
involve regularly documenting the degree to which the program’s treatment goals are
being accomplished. In situations where the maintenance program is performed to
maintain the patient’s current condition, such documentation would serve to demonstrate
the program’s effectiveness in achieving this goal. When the maintenance program is
intended to slow further deterioration of the patient’s condition, the efficacy of the
services could be established by documenting that the natural progression of the patient’s
medical or functional decline has been interrupted. Assessments of all goals must be
performed in a frequent and regular manner so that the resulting documentation provides
a sufficient basis for determining the appropriateness of coverage.

Therefore the patient’s medical record must document as appropriate:

¢ The history and physical exam pertinent to the patient’s care, (including the
response or changes in behavior to previously administered skilled services);

o The skilled services provided;
o The patient’s response to the skilled services provided during the current visit;
* The plan for future care based on the rationale of prior results.

* A detailed rationale that explains the need for the skilled service in light of the
patient’s overall medical condition and experiences;

e The complexity of the service to be performed;
e Any other pertinent characteristics of the beneficiary.
The documentation in the patient’s medical record must be accurate, and avoid vague or
subjective descriptions of the patient’s care that would not be sufficient to indicate the
need for skilled care. For example, the following terminology does not sufficiently
describe the reaction of the patient to his/her skilled care:
e Patient tolerated treatment well

e Continue with POC
e Patient remains stable
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A3-3132.1.D, SNF-214.1.D

There must be specific evidence that daily skilled nursing or skilled rehabilitation
services are required and received if:

e The primary service needed is oral medication; or
* The patient is capable of independent ambulation, dressing, feeding, and hygiene.

30.3 - Direct Skilled Nursing Services to Patients
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14)
A3-3132.2, SNF-214.2

Nursing services are considered skilled when they are so inherently complex that they
can be safely and effectively performed only by, or under the supervision of, a registered
nurse or, when provided by regulation, a licensed practical (vocational) nurse. (See
42CFR §409.32) If all other requirements for coverage under the SNF benefit are met,
skilled nursing services are covered when an individualized assessment of the patient’s
clinical condition demonstrates that the specialized judgment, knowledge, and skills of a
registered nurse or, when provided by regulation, a licensed practical (vocational) nurse
are necessary. Skilled nursing services would be covered where such skilled nursing
services are necessary to maintain the patient’s current condition or prevent or slow
further deterioration so long as the beneficiary requires skilled care for the services to be
safely and effectively provided, and all other requirements for coverage under the SNF
benefit are met. Coverage does not turn on the presence or absence of an individual’s
potential for improvement from nursing care, but rather on the beneficiary’s need for
skilled care.

A condition that would not ordinarily require skilled nursing services may nevertheless
require them under certain circumstances. In such instances, skilled nursing care is
necessary only when (a) the particular patient’s special medical complications require the
skills of a registered nurse or, when provided by regulation, a licensed practical nurse to
perform a type of service that would otherwise be considered non-skilled; or (b) the
needed services are of such complexity that the skills of a registered nurse or, when
provided by regulation, a licensed practical nurse are required to furnish the services.

A service is not considered a skilled nursing service merely because it is performed by or
under the direct supervision of a nurse. Ifa service can be safely and effectively
performed (or self-administered) by an unskilled person, the service cannot be regarded
as a skilled nursing service although a nurse actually provides the service. Similarly, the
unavailability of a competent person to provide a nonskilled service, regardless of the
importance of the service to the patient, does not make it a skilled service when a nurse
provides the service.

Some examples of direct skilled nursing services are:
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 Intravenous or intramuscular injections and intravenous feeding;

» Enteral feeding that comprises at least 26 percent of daily calorie requirements
and provides at least 501 milliliters of fluid per day;

e Naso-pharyngeal and tracheotomy aspiration;
e Insertion, sterile irrigation, and replacement of suprapubic catheters;

¢ Application of dressings involving prescription medications and aseptic
techniques (see §30.5 for exception);

o Treatment of decubitus ulcers, of a severity rated at Stage 3 or worse, or a
widespread skin disorder (see §30.5 for exception);

* Heat treatments which have been specifically ordered by a physician as part of
active treatment and which require observation by skilled nursing personnel to
evaluate the patient’s progress adequately (see §30.5 for exception);

¢ Rehabilitation nursing procedures, including the related teaching and adaptive
aspects of nursing, that are part of active treatment and require the presence of
skilled nursing personnel; e.g., the institution and supervision of bowel and
bladder training programs;

* Initial phases of'a regimen involving administration of medical gases such as
bronchodilator therapy; and

e Care of a colostomy during the early post-operative period in the presence of
associated complications. The need for skilled nursing care during this period
must be justified and documented in the patient’s medical record.

30.4 - Direct Skilled Therapy Services to Patients
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementatmn 01-07-14)
A3-3132.1.C, SNF-214.1.C

The following sections contain examples and guidelines concerning direct skilled therapy
services to patients, including skilled physical therapy, occupational therapy, and
speech/language pathology therapy.

Coverage for such skilled therapy services does not turn on the presence or absence of a
beneficiary’s potential for improvement from therapy services, but rather on the
beneficiary’s need for skilled care. Therapy services are considered skilled when they are
so inherently complex that they can be safely and effectively performed only by, or under
the supervision of, a qualified therapist. (See 42CFR §409.32) These skilled services
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may be necessary to improve the patient’s current condition, to maintain the patient’s
current condition, or to prevent or slow further deterioration of the patient’s condition.

If all other requirements for coverage under the SNF benefit are met, such skilled therapy
services are covered when an individualized assessment of the patient’s clinical condition
demonstrates that the specialized judgment, knowledge, and skills of a qualified therapist
are necessary for the performance of the rehabilitation services.

30.4.1 — Skilled Physical Therapy
(Rev. 1, 10-01-03)
A3-3132.3A, SNF-214.3.A

30.4.1.1 - General
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14)

Skilled physical therapy services must meet all of the following conditions:

e The services must be directly and specifically related to an active written
treatment plan that is based upon an initial evaluation performed by a qualified
physical therapist after admission to the SNF and prior to the start of physical
therapy services in the SNF that is approved by the physician after any needed
consultation with the qualified physical therapist. In those cases where a
beneficiary is discharged during the SNF stay and later readmitted, an initial
evaluation must be performed upon readmission to the SNF, prior to the start of
physical therapy services in the SNF;

o The services must be of a level of complexity and sophistication, or the condition
of the patient must be of a nature that requires the judgment, knowledge, and
skills of a qualified physical therapist;

e - The services must be provided with the expectation, based on the assessment
made by the physician of the patient’s restoration potential, that the condition of
the patient will improve materially in a reasonable and generally predictable
period of time; or, the services must be necessary for the establishment of a safe
and effective maintenance program; or, the services must require the skills of a
qualified therapist for the performance of a safe and effective maintenance
program. NOTE: See Section E. Maintenance Therapy for more guidance
regarding when skilled therapy services are necessary for the performance of a
safe and effective maintenance program.

e The services must be considered under accepted standards of medical practice to
be specific and effective treatment for the patient’s condition; and,

* The services must be reasonable and necessary for the treatment of the patient’s

condition; this includes the requirement that the amount, frequency, and duration
of the services must be reasonable.
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exercises to maintain range of motion in paralyzed extremities which are not
related to a specific loss of function; and assistive walking.) (See Medicare
Benefit Policy Manual, Chapter 1, “Inpatient Hospital Services.”)

30.6 - Daily Skilled Services Defined
(Rev. 249, Issued: 11-02-18, Effective: 12-04-18, Implementation: 12-04-18)

Skilled nursing services or skilled rehabilitation services (or a combination of these
services) must be needed and provided on a “daily basis,” i.e., on essentially a 7-days-a-
week basis. A patient whose inpatient stay is based solely on the need for skilled
rehabilitation services would meet the “daily basis™ requirement when they need and
receive those services on at least 5 days a week. (If therapy services are provided less
than 5 days a week, the “daily” requirement would not be met.)

This requirement should not be applied so strictly that it would not be met merely
because there is an isolated break of a day or two during which no skilled rehabilitation
services are furnished and discharge from the facility would not be practical.

EXAMPLE:

A patient who normally requires skilled rehabilitation services on a daily basis may
exhibit extreme fatigue, which results in suspending therapy sessions for a day or two.
Coverage may continue for these days since discharge in such a case would not be
practical.

In instances when a patient requires a skilled restorative nursing program to positively
affect his functional well-being, the expectation is that the program be rendered at least 6
days a week. (Note that when a patient’s skilled status is based on a restorative program,
medical evidence must be documented to justify the services. In most instances, it is
expected that a skilled restorative program will be, at most, only a few weeks in
duration.)

The daily basis requirement can be met by furnishing a single type of skilled service
every day, or by furnishing various types of skilled services on different days of the week
that collectively add up to “daily” skilled services. However, arbitrarily staggering the
timing of various therapy modalities through the week, merely in order to have some type
of therapy session occur each day, would not satisfy the SNF coverage requirement for
skilled care to be needed on a “daily basis.” To meet this requirement, the patient must
actually need skilled rehabilitation services to be furnished on each of the days that the
facility makes such services available.

It is not sufficient for the scheduling of therapy sessions to be arranged so that some
therapy is furnished each day, unless the patient's medical needs indicate that daily
therapy is required. For example, if physical therapy is furnished on 3 days each week
and occupational therapy is furnished on 2 other days each week, the “daily basis”
requirement would be satisfied only if there is a valid medical reason why both cannot be
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A conservative approach to retain the presumption for limitation of liability may lead a
facility to notify patients that leaving the facility will result in denial of coverage. Such a
notice is not appropriate. If a SNF determines that covered care is no longer needed, the
situation does not change whether the patient actually leaves the facility or not.

40 - Physician Certification and Recertification of Extended Care

Services
(Rev. 183, Issued: 04- 04-14, Effective: 05-05-14, Implementation; 05-05-14)

Payment for covered posthospital extended care services may be made only if a physician
(or, as discussed in §40.1 of this chapter, a physician extender) makes the required
certification, and where services are furnished over a period of time, the required
recertification regarding the services furnished.

The SNF must obtain and retain the required certification and recertification statements.
The A/B MAC (A) may request them to assist in determining medical necessity when
necessary. The SNF will determine how to obtain the required certification and
recertification statements. There is no requirement for a specific procedure or form as
long as the approach adopted by the facility permits verification that the certification and
recertification requirement is met. Certification or recertification statements may be
entered on or included in forms, notes, or other records that would normally be signed in
caring for a patient, or on a separate form. Except as otherwise specified, each
certification and recertification is to be separately signed.

If the SNF’s failure to obtain a certification or recertification is not due to a question of
the necessity for the services, but to the physician’s or physician extender’s refusal to
certify on other grounds (e.g., an objection in principle to the concept of certification and
recertification), the SNF cannot charge the beneficiary for covered items or services. Its
provider agreement precludes it from doing so.

If a physician or physician extender refuses to certify, because, in his/her opinion, the
patient does not, as a practical matter, require daily skilled care for an ongoing condition
for which he/she was receiving inpatient hospital services (or for a new condition that
arose while in the SNF for treatment of that ongoing condition), the services are not
covered and the facility can bill the patient directly. The reason for the refusal to make
the certification must be documented in the SNF’s records.

Certifications must be obtained at the time of admission, or as soon thereafter as is
reasonable and practicable. The routine admission order established by a physician is not
a certification of the necessity for post-hospital extended care services for purposes of the
program. There must be a separate signed statement indicating that the patient will
require on a daily basis SNF covered care.

In addition, only physicians may certify outpatient physical therapy and outpatient
speech-language pathology services.
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40.1 - Who May Sign the Certification or Recertification for Extended

Care Services
(Rev. 261, Issued: 10-04-19, Effective: 11-05-19, Implementation: 11-05-19)

A certification or recertification statement must be signed by the attending physician or a
physician on the staff of the skilled nursing facility who has knowledge of the case, or by
a physician extender (that is, a nurse practitioner (NP), a clinical nurse specialist (CNS)
or, effective with items and services furnished on or after January 1, 2011, a physician
assistant (PA)) who does not have a direct or indirect employment relationship with the
facility, but who is working in collaboration with the physician.

In this context, the definition of a “direct employment relationship” is set forth in the
regulations at 20 CFR 404.1005, 404.1007, and 404.1009. Under the regulations at 42
CFR 424.20(e)(2)(ii), when a physician extender has a direct employment relationship
with an entity other than the facility, and the employing entity has an agreement with the
facility that includes the provision of general nursing services under the regulations at 42
CFR 409.21, an “indirect employment relationship” exists between the physician
extender and the facility. By contrast, such an indirect employment relationship does not
exist if the agreement between the facility and the physician extender’s employer solely
involves the performance of delegated physician tasks under the regulations at 42 CFR
483.30(e).

Further information regarding certification and recertification of extended care services,
including details on the content of the certification or recertification, timing of
recertifications and the impact of delays on certifications and recertifications, appears in
Pub. 100-01, Medicare General Information, Eligibility, and Entitlement Manual, Chapter
4, “Physician Certification and Recertification of Services,” §§40 - 40.6.

50 - Covered Extended Care Services
(Rev. 1, 10-01-03)

A3-3133, SNF-230

Patients covered under hospital insurance are entitled to have payment made on their
behalf for covered extended care services. Payment may be based on reasonable cost or
be under the SNT Prospective Payment System (see §10). The facility may charge the
beneficiary for services they request that are not included in the PPS rate or otherwise
covered by Medicare (i.c. extra meals for family members).

An inpatient is a person who has been admitted to a skilled nursing facility or swing bed
hospital for bed occupancy for purposes of receiving inpatient services. A person is
considered an inpatient if formally admitted as an inpatient with the expectation that they
will remain at least overnight and occupy a bed even though it later develops that they
can be discharged and do not actually use a bed overnight.

NOTES:
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