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Overview

For decades, ambulance services (air and ground) have used membership programs to
supplement patient fees and other revenue sources to support operations. Membership
programs are also referred to as subscription programs. The 2008 TRICARE Reimbursement
Manual states that “Ambulance membership programs typically charge an annual fee for a
subscription to an ambulance service.” (Exhibit 1) This is an important description, in that it
differentiates ambulance membership programs from insurance products. (In this report we
will use ambulance membership programs to refer to both air and ground ambulance. Insurers
and federal health programs consider air medical programs as ambulance services.)

The structure of most membership programs is such that for an annual fee the member would
satisfy any cost-share and deductible requirements. The air or ground ambulance provider
would submit claims for reimbursement for the transport to the patient’s insurer (commercial
insurance, Medicare, etc.) and accept whatever payment received as payment in full.

Prior to 2002, ambulance services were not required to take Medicare assignment. This allowed
the providers to balance bill the patient. With the implementation of the Medicare ambulance
fee schedule, all ambulance providers are required to take assignment which means that the
provider has to accept what Medicare allows as payment in full. For example, the retail base
rate charge for an air provider may be $10,000. Medicare allows approximately $3,300 of which
Medicare will pay 80% or $2,640. The air medical service is then obligated to invoice the patient
for the 20% co-insurance amount or $528. Prior to the rule changes on ambulance services
being required to take assignment on claims for Medicare beneficiaries, the air medical service
could bill the patient the full amount not paid by Medicare or $7,360. This is referred to as
balance billing.

The purpose of this example is to demonstrate a primary reason membership programs were
initially implemented in numerous jurisdictions throughout the country. The potential out-of-
pocket expenses for patients could be significant. Consumers had a strong financial incentive to
protect themselves for the potentially high ambulance bills and for what they considered a
nominal annual fee they would be assured that would not be subject to any out-of-pocket
expenses for ambulance transportation. The financial exposure of Medicare beneficiaries has
been significantly reduced since 2002, but seniors remain as the most active group participating
in ambulance membership programs.

' TRICARE Reimbursement Manual 1010.58-M, February 2008
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Rationale for Membership Programs

Even with less financial risk to participants, membership programs continue to thrive. There are
a number of reasons an air or ground ambulance service implements a membership program.
They include:

Political—as rates continue to climb for emergency medical transportation, one means of
“selling” rate increases to jurisdictions that may have rate approval authority and to the public
is to offer a membership program that allows constituents to eliminate out-of-pocket costs of
ambulance transportations.

Competition—membership programs can be used to differentiate one provider from another
by offering this additional protection to the consumer. Conversely, a service may have to offer
memberships to match a competitor’s program. This is particularly true for air medical
providers since the high charges and potential co-insurance amounts for which the patients are
responsible may be a deciding factor for choosing one provider over another.

Financial—successfully implemented membership programs can generate a significant amount
of revenue for a service. In fact, the business model used by some air and ground ambulance
providers requires the revenue from membership programs in order to be financially viable.

Consumer loyalty—membership programs create a direct link with members of the community
and the provider. The members perceive that they have “ownership” in their local ambulance
program and gain satisfaction in personally supporting the program financially. In many
situations the membership program has been described as essential to keeping this important
resource (i.e. medical helicopter) based in the community.

Marketing—the offering of a membership program provides for the opportunity for an
ambulance service to have a self-funding marketing campaign. Media spots, direct mail, and
community presentations allow for the direct connection to community members and their
participation in the membership program funds these activities.

The origin of ambulance and air medical membership programs is unclear, but they are not
unique to the US. Air Evac Lifeteam indicates that they modeled its membership program on
the Swiss program Rega. Air medical membership programs are prevalent in Europe and
Australia. Ground ambulance membership programs are common in Asia and South America.
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A common motivation for developing ambulance membership programs in the U.S. is to be able
to offer ground and air ambulances in locations where volume and fee-for-service alone cannot
support the deployment of ambulances or helicopters. The trend in the rotary wing air medical
service is to out-place helicopters in rural areas to provide proximity to ill and injured patients
and then to transport the patients to the urban tertiary care centers. The outplacement of
helicopters is an expensive operation and the reimbursement from insurance payers alone does
not support the staffing and operation of a medical helicopter.

In fact, many locations would have decreased availability of emergency medical resources
without the additional financial support provided by membership programs. Again, Air Evac
Lifeteam reports having nearly 1,000,000 enrolled, resulting in a contribution of nearly $55
million to support operations.
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Membership vs. Insurance

The insurance commissioners in a few states have ruled that ambulance membership programs
should be considered insurance, but the majority of states allow membership programs without
being classified as insurance programs and eliminating the need for membership program
providers from meeting the capitalization, financial reserves, and other stringent requirements
imposed on insurance companies.

While there is a common objective of an ambulance membership programs and insurance in
eliminating financial risk to the consumer, there are significant and important differences. First,
ambulance membership programs are carefully structured to represent that membership fees
are for the pre-payment of co-insurance and deductible amounts remaining after primary
insurance has provided reimbursement. Most membership programs also indicate that the plan
only applies to medically necessary transportation which would be covered by the primary
health insurer to limit the providers’ exposure to denied claims.

A more important factor that differentiates membership programs from insurance is that the
benefit is generally only applicable for transportation provided by the service offering the
membership program. While there are areas that have reciprocity between ambulance service
providers’ membership programs, there is no compensation between one of the reciprocal
members and the others—they simply honor each other’s programs. Primarily the membership
benefit only applies when the consumer uses the service offering the program. For example, if a
patient needs to be transported by helicopter from one hospital to another for medically
necessary care and there are two air providers in the area and if the patient is a member of one
provider’s program but is transported by the other service, the patient would be responsible for
the co-insurance and deductibles. For this reason, the membership programs are not
considered insurance paying for a particular type of medical care, but are defined as a
subscription to a particular ambulance service.

There is also an argument that states do not have the right to govern air medical membership
programs. The argument is that states are precluded from involvement due to the Airline
Deregulation Act, 49 U.S.C. Section 41712 (ADA). The ADA preempts any “law, regulation, or
other provision having the force and effect of law related to price, route, or service of an air
carrier.” One air operator’s attorney'’s letter to the Texas Department of State Health Services

dated December 15, 2006 outlines their argument to allow membership programs. See Exhibit
2.
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ﬁfk The difference between membership programs and insurance is not clearly evident and is
subject to interpretation. The most compelling evidence that ambulance membership programs
are not considered insurance is that the vast majority of states allows ambulance membership
programs and do not subject them to the same stringent requirements applied to insurance
-companies and products and providers offering membership programs do not compensate
other providers of ambulance service for their members.

One air and ground ambulance service specifically has the following disclaimer on their website
regarding their membership program.

"WARNING: This Ambulance Plan is not an insurance program. It will not compensate or
reimburse another ambulance company that provides emergency transportation to you or
your family. This may occur when the 911 Emergency System has ihdependently determined
that another company could provide more expeditious service or is next in the rotation to
receive a call. This might also occur when the Ambulance Plan is unable to perform within a
medically appropriate time frame due to a mechanical or maintenance problem or being on

another call." 2

A second air medical provider includes this response to the question of the membership

} program being considered insurance:

“Is an Air Evac Lifeteam membership considered insurance?

No. Air Evac Lifeteam is not an insurance company. An Air Evac Lifeteam membership is not
an insurance policy and cannot be considered as secondary insurance coverage or as '
supplemental coverage to any insurance policy. Membership provides prepaid protection
against covered Air Evac Lifeteam air ambulance transportation costs that exceed a

73

member’s health insurance or medical benefits.

: http://www.cal-ore.com/membership_information.htm
' http://www.lifeteam.net/Membership/overview aspx
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Air Medical Membership Programs in the
Northwest

There is no common source for identifying all air medical programs that have implemented
membership programs. We have focused our review on the Northwest United States. The
following are few examples of air services with membership programs. The annual fees are
either family or household amounts based on the individual organization’s descriptions.

Table 1. Annual Fees

Service s L

Airlift Northwest Seattle, WA $79

Northwest Medstar Spokane, WA $59
Reach Air Medical Services CA, OR, WA $45
Enloe Flight Care Chico, CA $45
Care Flight Reno, NV $55
Life Flight Boise, ID $50
Wyoming Life Flight Casper, WY $60
Care Flight Aberdeen, SD $49
Sanford Health Sioux Falls, SD $59
Air Life Bend, OR $50

Cal-Ore Life Flight Air & Ground Ambulance Crescent City, CA $65 -

FireMed Eugene, OR
Ground 552
Ground plus air S87

At least two networks have been established in the western U.S. to honor the network
participants’ membership programs. This reciprocity allows the members of one service to be
transported by another and still receive the benefit of prepayment of co-insurance and
deductibles. This establishes large areas within which a patient can be transported and still
benefit from membership.
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One such program has been established by The Association of Air Medical Membership
Programs, AAMMP. The members include:

Table 2 Alr Medlcal Membershlp Program (AAMMP) Members

A|r Llfe Bend OR

Arrl.lft NorthWest Seattle WA
| i A|r St. Luke s ” Bmse ID ‘
1 | CaIStar o VV | | McCIeIIan CA
I ‘ Care Fllght Reno ‘ Reno NV
% I Enloe Fllght Care | | Ch|co CA

Llfe Fllght Network o Portland OR

Northwest Medstar I Spokane, WA

Portneuf ere thht ” : Pocatello ID

St Alphonsus ere Flrght * Bonse ID

\ Another network honoring each other’s membership programs include:

Table 3 Networks honormg each other's Membershrp Programs

I,.!.ocatlon v ;
Reach Air Medical Services I Santa Rosa, CA I
EnIoe Flrght Care i Chuco CA |

——

-
Cal Ore Llfe Fllght Alr & Ground Ambulance , Crescent Clty, CA

The coverage by air medical programs with membership programs surrounds Montana except
no programs were found in North Dakota. Membership programs were identified for Idaho,
Wyoming, and South Dakota.
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Membership Program Actuarial Assessment

The federal government has recognized ambulance membership programs as a means for the
patients to pre-pay their cost-share portion of their ambulance bill. Even so, the Office of
Inspector General (0IG) and Centers for Medicare and Medicaid Services (CMS) have expressed
concerns that these programs may represent a routine waiver of co-insurance and deductibles
which is not allowed. The Office of Inspector General has opined that the “routine waiver of
Medicare Part B cost-sharing amounts®” may implicate the anti-kickback statute. (Exhibit 3) The
OIG further states that:

“In evaluating the risk, the threshold concern is whether, in the aggregate, (i) the
subscription fees collected from subscribers reasonably approximate the amounts that the
subscribers would expect to spend for cost-sharing amounts over the period covered by the
subscription agreement, or (ii) the amounts collected from subscribing Medicare Part B
beneficiaries reasonably approximate the amounts that the subscribing Medicare Part B
beneficiaries would expect to spend for cost-sharing amounts. If the subscription amounts
are not actuarially or historically reasonable in comparison to the uncollected cost-sharing
amounts under one of the two aiternatives noted above, then we would view the
subscription plan as a potentially illegal practice to disguise the routine waiver of Medicare

Part B cost-sharing amounts.”®

Previously, the Department of Health & Human Services addressed ambulance subscription
agreements in an August 14, 1991 letter. (Exhibit 4) This letter states that:

“in analyzing the legality of the subscription agreements...it would be necessary to
determine whether the amounts charged as “premiums” by the ambulance companies are a
reasonable assessment of the actuarial risk faced by these companies. In other words, it
would be necessary to determine whether the amounts charged as premiums are a
reasonable approximation of the amounts that an average beneficiary would expect to
spend for co-payments and deductibles over the period covered by the subscription
agreement.”®

4 O!G Advisory Opinion No. 03-11, May 21, 2003
® ibid.
i ® Letter from DHHS to Lawrence J. DeNardis, August 14, 1991
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The OIG declines to provide specific procedures to follow in order to actuarially or historically
project the amounts that members or beneficiaries would likely pay for co-payments in order to
compare with membership fees. The OIG also does not provide a definition for “aggregate”
used in the Advisory Opinion.

K H_fg»"’fﬁ
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Actuarial Calculations

Interpretation of the OIG Advisory Opinion No. 03-11 and the 1991 DHHS letter lends to three
potential tests for evaluating the legality of an ambulance subscription program. The OIG
Opinion indicates that either of the first two tests would suffice, but in order to provide a
conservative assessment, it is wise to make projections based on all three possible options. The
three tests are:

1. Subscription fees collected from subscribers reasonably approximate the amounts that
the subscribers would expect to spend for cost-sharing amounts over the period
covered by the subscription agreement.

2. Amounts collected from subscribing Medicare Part B beneficiaries reasonably
approximate the amounts that the subscribing Medicare Part B beneficiaries would
expect to spend for cost-sharing amounts.

3. Amounts charged as membership fees are a reasonable approximatiobn of the amounts
that an average beneficiary would expect to spend for co-payments and deductibles
over the period covered by the subscription agreement.

Facts and Assumptions

Specific facts and assumptions need to be ascertained in order to accomplish the described
testing. These include:

¢ Membership Price (includes multiple household members)
e Member Payer Mix

e Number of Members

e  Member Utilization

e Average Air Medical Charge

e Existing Collection Performance

Example of Testing Methodology

The following provides an example of how these three tests can be applied to an air medical
provider's membership program to ensure that it meets the OIG and CMS tests for the
membership revenue to approximate the amount that would have been paid by members
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through their cost-sharing requirements. The specific numbers, payer mix, and other items in
this example are hypothetical, but are consistent with our experience.

Membership Price

In this example the price for each- membership is $59.00.

Member Payer Mix

The payer mix used in this example are included in the table below and reflect that Medicaid
recipients’ air transportation is covered by the various state Medicaid programs and that they
do not need nor should they purchase memberships in the air medical program.

Table 4. Project Member Payer Mix

'S TR v

Medicare 60%

Commercial Insurance 30%
Un-insured 10%
Medicaid 0%

Number of Members

The estimated number of potential households in the service area is 1,071,000. (Service area
population divided by 2.487)

An initial roll-out of the membership program is expected to result in 4,000 members. This
represents a penetration of 0.4% of the households and is a realistic estimate for the first year.

Member Utilization

The estimated utilization of the population in the service area is 0.088%. This includes
calculations for estimates of competitor flights in the service area and conservatively restricts
the service area to account for the impact of other air medical services with overlapping
coverage. The following table shows the existing utilization rate.

7 U.S. Census Bureau, 2000 Census population per household.
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Table 5. Current Air Medical Utilization Rate

4 "‘v'” r \...Av "gﬁ' Ty \w’; facir,

Air Medical Transports

Service Area Population 2,655,822
Utilization Rate ' 0.088%

Using a weighted calculation to determine the number of people per household of members,
we assumed that Medicare beneficiaries had on average 2 members of their household and the
commercial and uninsured had an average of 2.48 members per household. Multiplying the
weighted number of individuals per household for members by the air medical utilization rate
for the service area we arrived at a projected utilization rate for members of 0.19%.

For the purpose of projections, the utilization rate for members is estimated at 2.0%. This
would result in the transport of 80 members per year and is more than 10 times the current air
medical utilization rate in the sample service area.

Average Air Medical Charge

In this example we will use an average air medical charge of approximately $9,300.

Existing Collection Performance

The sample service collects approximately 80% of the billed charges for patients with
commercial insurance. The average amount paid by Medicare is approximately $4,000 and the
amount collected from patients who do not have insurance represents a very small percentage.
Table 6 shows the average charge and the average amount collected on each transport that will
be used in the membership tests.

~ Commercial Ins $9,300 $7,440 $1,860
Medicare $9,300 $4,000 51,200
Uninsured $9,300 SO $9,300
Montana Independent Health Alliance 12 © Fitch & Associates, LLC

Ambulance Membership Programs September 8, 2009




P

Rk

The Medicare payments reflect actual payments from Medicare and the average co-payment
amount indicated is current experience of the example program. In testing, we have opted to
not include the small percentage of payments collected from uninsured patients.

Analysis

The following analyses provide the results of the three possible tests of legality inferred from
the OIG Opinion and the DHHS letter. Table 7 contains the membership payer mix, the number
of expected members, the projected membership fees, and the co-payments expected to be
the responsibility of the patients.

Table 7. Membershlp Fees and Co-payment Comparlson

N oy

i Number of Members Membership Phymems ! *,ro al cq pa\nhentdi

Medlcare 2,400 $141,600 $57,600
Cohaméfaal Ins | 1200 $70,800 $44,640
,Memc‘;a_,,,__ e e

Test #1:

Subscription fees collected from subscribers reasonably approximate the amounts that the
subscribers would expect to spend for cost-sharing amounts over the period covered by the
subscription agreement.

Total membership payments for all members are estimated at $236,000.

The total co-payments are the amount due after payment from primary insurance. We made no
adjustments for likely collections or the payments made from co-insurance or supplemental
policies. Total patient responsibility is estimated at $176,640.

The aggregate amount collected from membership fees exceeds the amounts for which the
patients are responsible by 34% and meets the test inferred by the 0IG. The amount that
could reasonably be expected to be collected from the patients’ cost-sharing responsibilities is
less than that collected from membership fees.
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On average, patients should expect to pay $44.16 per year in co-payment amounts. This
amount is less than the membership fees of $59.00 and therefore the test is met.

Test #2:

Amounts collected from subscribing Medicare Part B beneficiaries reasonably approximate
the amounts that the subscribing Medicare Part B beneficiaries would expect to spend for
cost-sharing amounts.

Total membership payments from Medicare beneficiaries are estimated at $141,600.

The total co-payments are the amounts due after payment from Medicare. We made no
adjustments for likely collections or the payments made from co-insurance or supplemental
policies. Total patient responsibility is estimated at $57,600.

The aggregate amount collected from membership fees exceed the amounts for which the
patients are responsible by 146% and meets the test inferred by the OIG. The amount that
could reasonably be expected to be collected from the patients’ cost-sharing responsibilities is

less than that collected from membership fees.

On average, Medicare beneficiaries should expect to pay $24.00 per year in co-payment
amounts. This amount is less than the membership fees of $59.00 and therefore the test is met.

Test #3:

Amounts charged as premiums are a reasonable approximation of the amounts that an
average beneficiary would expect to spend for co-payments and deductibles over the period
covered by the subscription agreement.

This test is a slight variation of Test #2 and focuses on the average rather than the aggregate.

Total membership payments from Medicare beneficiaries are estimated at $141,600.
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The total co-payments are the amounts due after payment from Medicare. We made no
adjustments for likely collections or the payments made from co-insurance or supplemental
policies. Total patient responsibility is estimated at $57,600.

The aggregate amount collected from membership fees exceeds the amounts for which the
patients are responsible by 146% and meets the test inferred by the OIG. The amount that
could reasonably be expected to be coliected from the patients’ cost-sharing responsibilities is
less than that collected from membership fees.

On average, Medicare beneficiaries should expect to pay 524.00 per year in co-payment

amounts. This amount is less than the membership fees of $59.00 and therefore the test is
met.

Conclusion:

The three tests of legality of membership programs have been evaluated based on the
conservative and realistic assumptions defined in this report. in this example the membership
program meets the intent of CMS and the OIG in that the fees collected from memberships
exceed the amount that would be due from patients from their cost-sharing obligations.

In fact, member utilization would have to exceed 4.9% before the average cost-sharing
obligations of Medicare beneficiaries would exceed the membership fees and 2.65% before the
entire group of members would have aggregate cost-sharing obligations that approach the
aggregate membership fees collected.
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Relevant Legislation, Opinions, Regulations,

and Documents

A number of documents have been cited and referred to in this report. The most relevant
documents are:

e The OIG Advisory Opinion No. 02-11 dated May 21, 2003

e The DHHS Letter dated August 14, 1991 (Exhibit 4)

e Federal Register / Vol. 68. No 56/Monday, March 24, 2003; “OIG Compliance Program
Guidance for Ambulance Suppliers (Exhibit 5)

The last of the documents represents the Office of Inspector General’s Compliance Program
Guidance for Ambulance Suppliers. The Guidance expresses concern regarding ambulance
membership programs but goes on to state that membership programs must meet the criteria
of the amount of membership revenue “reasonably approximate the amounts that the
subscribers or members would expect to spend for cost-sharing amounts.”

A few states have state legislation which governs membership programs. At least one only
allows fire services to provide memberships and mandates reciprocity. Others are less
restrictive. The Washington legislation represents an override of the Insurance Commissioner’s
determination that membership programs are insurance products. The legislature passed
specific legislation which excluded air medical membership programs from being classified as
insurance. See Exhibit 6.
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Conclusion

A cursory internet review revealed more than 30 states with active ambulance membership
programs. These programs continue to expand and are essential in financially supporting some
operations, particularly in rural areas. The membership programs develop a strong loyalty and
feeling of community support among members and are valued by these constituents.

Ambulance membership programs should not be considered insurance, particularly since there
is no indemnification or payment to other healthcare providers providing ambulance
transportation. The benefits of the membership programs are only accrue to the members if
they use the service providing the membership or with reciprocal partners.

The federal government is concerned that membership programs may be used to skirt the law
and may represent a routine waiver of the co-insurance and deductibles. The OIG has stated
that an ambulance membership program must meet the requirement of collecting in
membership fees a close approximation of what the patients would have paid for co-insurance
and deductibles. A well designed membership program should be able to fulfill these
requirements as long as the membership fees are at a reasonable level. A nominal membership
fee would not meet the tests required by the OIG.

Membership programs should be considered an important part of the business plan of many air

“medical providers—they offer value to the service’s patients and offer an opportunity to

generate additional funds to ensure availability of essential emergency medical services
provided by air medical and ground ambulance services.
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Exhibit 1

2008 TriCare Reimbursement Manual
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TRICARE Reimbursement Manual 6010.58-M, February 1, 2008

General
Chapter 1 | Section 14
Ambulance Services
tssue Date: August 26, 1985
Authority: 32 CFR 199.4(d)(3)(v)
L e R ARl o o et et A bt et i,

1.0 APPLICABILITY

This policy is mandatory for reimbursement of services provided by either network or non-
network providers. However, alternative network reimbursement methodologies are permitted
when approved by the TRICARE Management Activity (TMA) and specifically included in the
network provider agreement,

2.0 ISSUE

How are ambulance services to be reimbursed?
3.0 POLICY

3.1 General.

314 Allowable charge/cost methodology will be used to adjudicate ambulance claims.
Information from ambulance companies in each service area is to be used in the development of

prevailing base rate screens.

3.1.2 In contractor service areas where suppliers routinely bill a mileage charge for ambulance
services in addition to a base rate, an additional payment based on prevailing mileage charges may
be allowed. Charges for mileage must be based on loaded mileage only, i.e., from the pickup of a

patient to his/her destination. It is presumed that all unioaded mileage costs are taken into account
when a supplier establishes its basic charge for ambulance services and its rate for loaded mileage.

3.1.3 When there are both Basic Life Support (8LS) and Advanced Life Support (ALS)
ambulances furnishing services in a state, separate prevailing profiles are to be developed for each

type.

3.1.3.1  BLSvs. ALS. There are situations when an advanced life support ambulance is provided
but, based on hindsight, it appears that a BLS would have sufficed. In such cases, the question is
whether ALS should be billed (since it was provided) or whether BLS should be billed (since that
was the minimum service that would have met the patient’s needs).

3.1.3.0 In localities which offer only ALS ambulance service, the type of vehicle used, rather
than the level of service, is normally the primary factor in determining TRICARE payments.
Therefore, ALS may be billed for all transports if only ALS is offered in the locality. However, if the




TRICARE Reimbursement Manual 6010.58-M, February 1, 2008
Chapter 1, Section 14
Ambulance Services _

PR Attty dy ety et A -
provider has established a different pattern of billing for the level of service provided, then the
contractor may recognize the difference and allow payment to be based upon the level of services
rendered rather than the type of vehicle and crew. In other words, in an ail ALS environment where
the provider has established different billing patterns based on the level of care (e.g., emergency vs.
non-emergency), the contractor may allow one amount for emergency and another for non-
emergency.

3.1.3.1.2 If the company has only ALS vehicles but BLS and ALS vehicles operate in the locality,
then it is the level of service required which will determine the amount allowed by TRICARE. Thus,
even though the provider transported via ALS, it may be paid ALS or BLS rates, based on the
following:

» Iflocal ordinances or regulations mandate ALS as the minimum standard of
patient transportation, then ALS reimbursement will be made.

» Ifthe ALS was the only vehicle available, then the transfer may be reimbursed at
the ALS level at the discretion of the contractor.

« Ifthe company receives a call and dispatches ALS, although BLS was available,
then BLS will be paid if the patient’s condition was such that BLS would have
sufficed. There must be justification on the claim supporting the use of the ALS
ambulance in those areas where both ALS and BLS ambulances are available and
no state or local ordinances are in effect mandating ALS as the minimum
standard transport.

3.1.3.2 Information will be shared among the Managed Care Support Contractors (MCSCs)
regarding local and state ordinances/laws affecting payment of advanced life support ambulance
transfers within their respective jurisdictional areas/regions, the sharing of this information among
MCSCs should allow for the accurate processing and payment of beneficiaries traveling outside
their contract areas.

314 For ambulance transportation to or from a Skilled Nursing Facility (SNF), the provisions in
Chapter 8, Section 2, paragraph 4.3.13.5 will apply to determine if ambulance costs are included in

“the SNF Prospective Payment System (PPS) rate.

3.2 Charges made in addition to base rates and mileage charges. The following guidelines shall
be used when an ambulance supplier bills for other than the base rate and a mileage charge.

3.2.1 Reusable devices and equipment such as backboards, neckboards and inflatable teg and
arm splints are considered part of the general ambulance services and shall be included in the cost
of, or charge for, the trip. Any additional charge for such items is to be denied.

3.2.2 A separate reasonable charge based on actual quantities used may be recognized for
non-reusable items and disposable supplies such as oxygen, gauze, dressings and disposable
linens required in the care of the patient during his trip.

3.23 When separate charges are billed for specific covered ALS services, allowable charge
profiles for each such service should be developed. When a claim is filed for any one or a
combination of such covered services, the maximum allowable charge for the total ambulance
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service will be the sum of the allowable amounts for the supplier’s basc rate, any mileage charges,
and the specific specialized service(s). When the contractor does not have a profile for the
specialized service, it may use the profile for an equivalent service as a guideline for determining an
appropriate allowance. For example, if an ambulance supplier submits a separate additional charge
for covered EXG monitoring and the contractor does not have a prevailing profile for such charges
submitted by an ambulance supplier, the contractor may use the profiles for CPT' procedures
codes 93012 and 93270 as guidelines for determining the allowable amount.

3.2.4 Although separate charges may be allowed for specific ALS services, no separate charge
can be allowed for the personnel manning the ALS, even though they are obviously more highly
qualified than the personnel in a basic ambulance. Their costs are to be included in the base and
mileage charges with the exception of paramedic ALS intercept services (Pl) under the following

conditions:

3.2.4.1 Be furnished in an area that is designated as a rural area by any law or regulation of the
State or that is located in a rural census tract of a metropolitan area.

3.2.4.2 Be furnished under contract with one or more volunteer ambulance services that meet
the following conditions:

» Are certified to furnish ambulance services;
« Furnish services only at the BLS level; and
« Are prohibited by State law from billing for any service.

3.2.4.3 Befurnished by a paramedic ALS intercept supplier that meets the following conditions:

» s certified to furnish ALS services.
«  Bills all the recipients who receive ALS intercept services for the entity, regardless of

whether ar not those recipients are Medicare beneficiaries.

3.3 The cost-sharing of ambulance services and supplies will be in accordance with the status of
the patient at the time the covered services and supplies are rendered (32 CFR 199.4(a)(4)).

3.3.1 Ambulance transfers from a beneficiary’s place of residence, accident scene, or other
location to a civilian hospital, Military Treatment Facility (MTF), Veterans Affairs (VA) hospital, or SNF
will be cost-shared on an outpatient basis. Transfers from a hospital or SNF to a patient’s residence
will also be considered an outpatient service for reimbursement under the program. A separate
cost-share does not apply to ambulance transfers to or from a SNF, if the costs for ambulance
transfer are included in the SNF PPS rate (see Chapter 8, Section 2, paragraph 4.3.13.5),

3.3.2 Ambulance transfers between hospitals (acute care, general, and special hospitals;
psychiatric hospitals; and long-term hospitals) and SNFs will be cost-shared on an inpatient basis.

333 Under the above provisions, for ambulance transfers between hospitals, a
nonparticipating provider may bill the beneficiary the lower of the provider’s billed charge or 115%
of the TRICARE aflowable charge.

' CPT only & 2006 Amernican Medical Association (or such other date of publication of CP 11 All Rights Reserved
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334 Transfers to a MTF, VA hospital, or SNF after treatment at, or admission to, an emergency
room or civilian hospital will be cost-shared on an inpatient basis, if ordered by either civilian or

military personnel.

335 Medically necessary ambulance transfers from an Emergency Room (ER) to a hospital
more capable of providing the required level of care will also be cost-shared on an inpatient basis.
This is consistent with current policy of cost-sharing ER services as inpatient when an immediate
inpatient admission for acute care follows the outpatient ER treatment.

3.3.6 Cost-share amounts for ambulance services are included in Chapter 2, Section 1.

4.0 POLICY CONSIDERATIONS
4.1 Ambulance Membership Programs.

4.1.1 Ambulance membership programs typically charge an annual fee for a subscription to an
ambulance service. The ambulance provider agrees to accept assignment on all benefits from third
party payers for medically necessary services. By paying the annual fee, the covered family
members pay no additional fees (including third party cost-shares and deductibles) to the
ambulance service,

4.1.2 When a beneficiary pays premiums to a pre-paid ambulance plan, the premiums are
considered to fulfill the beneficiary's cost-share and deductible requirements. Under this
arrangement, the ambulance membership program becomes analogous to a limited supplemental

plan.

4.2 When an ambulance company bills a flat fee for ambulance transport within its service area,
reimbursement will be at the lesser of the billed amount (flat fee) or the statewide prevailing for
Healthcare Common Procedure Coding System (HCPCS) codes A0426 through A0429 subject to

applicable beneficiary cost-sharing.

4.3 The TRICARE national allowable charge system used to reimburse professional services does
not apply to ambulance claims. The above reimbursement guidelines are to be used by the

contractors.

4.4 temization requirements are dictated by the particular HCPCS codes used in filing an
ambulance claim.

-END -
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Texas Department of State Health Services
1100 W. 49th Street
Austin, TX 78756-3199

Re:  EMS Subscription Rule

Dear Mr. Jansky:
This firm represents PHI Air Medical Group (“PHI"), a national FAA-certificated air
Pl ambulance carrier with operations in Texas. PHI representatives were present during the Governor’s
3oy EMS and Trauma Advisory Council meetings in Dallas on November 18 and 19 and listened with
e great interest to your preliminary comment that the State may not be able to regulate air ambulance

matter.

. Wehave reviewed the Texas regulation governing subscription programs, 25 TX.
ADC Section 157.11 (the *“Regulation”), and are aware of the pending amendments. We agree with

The ADA preempts any “law, regulation or other provision having the force and
effect of law related to a price, route, or service of an air carrier.” Its purpose is to promote
competition and efficiency among air carriers for the benefit of consumers, through lower prices and

{ enhanced service

{

i
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As you know, in a typical subscription program, an air carmrier offers an alternative
(discounted) rate structure to jts prospective passengers pursuant to which they essentially prepay
that part of the carrier's fare that is not covered by insurance. In exchange, the carrier agrees to
accept what the passenger’s insurer Pays as payment in full at the time of transport. In addition to
the savings achieved by members, carriers who establish effective membership programs may be
able to reduce their overall rate structure to all their passengers, and/or provide a higher level of
service.

frustrate the intent of the ADA by precluding the discounts and potentially enhanced level of service
inherent in subscription programs. For these reasons, the Regulation as a whole is expressly
preempted by the ADA as applied to air ambulance carriers. When looked at individually, the
various parts of the Regulation also fail to survive preemption under the ADA.

A more detailed analysis follows:

DISCUSSION

1. The Preemption Provision of the ADA,

As you are aware, air ambulance carriers are extensively regulated by the Federal
Aviation Administration (“FAA™) under the Federal A viation Act, which was amended by the ADA
in 1978. Congress enacted the ADA after “determining that ‘maximum reliance on competitive
market forces' would best further ‘efficiency, innovation and low prices’ as well as ‘variety and
quality’. . . of air transportation services." Morales v, Wo irlines 504 U.S. 374, 378
(1992). To achieve this goal, Congress included a broad preemption provision in the ADA intended
to protect air carriers from state regulation that might hinder competition. That section provides, in
relevant part, as follows:

a state, political subdivision of a state, or political authority of at least
two states may not enact or enforce a law, regulation or other
provision having the force and effect of law related to a price, route, or
service of an air carrier that may provide air transportation under this
subpart. :

49 U.S.C. Section 41 713(b).

The seminal Supreme Court case interpreting this provision, Morales v. Trans World
Airlines, supra, construed it expansively. In that case, several airlines sued to enjoin State Attorneys

DLMR_263186 1
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Attorneys General (“NAAG™), had adopted guidelines that contained detailed standards governing,
: among other things, the content and format of airline fare advertising, the awarding of premiummns to
f regular customers (i.e., “frequent flyers”), and the payment of compensation to passengers who
: voluntarily yield their seats on overbooked flights. In striking down the NAAG guidelines, the
Supreme Court stated, in relevant part, as follows:

[The ADA] expressly preempts the states from enacting or enforcing
any law, rule, regulation, standard or other provision having the force
and effect of law relating to rates, routes, or services of any air carrier.
For purposes of the present case, the key phrase, obviously, is “relating
to.” The ordinary meaning of these words is a broad one - “to stand in
some relation; to have bearing or concern; to pertain; refer; to bring
into association with or connection with,” Black's Law Dictionary
1158 (5th ed. 1979) - and the words thus express a broad pre-emptive
purpose. ... State enforcement actions having a connection with or

_ reference to airline “rates, routes or services” are preempted under [the
e ADA]. -

o Morales, 504 U.S, 374, 383.

The Court made it clear that preemption under the ADA can be either express or
implied. Implied preemption can occur if a state regulation has a “forbidden significant effect upon

' fares.” Restrictions on advertising have such an effect because “[a)dvertising serves to inform the

‘ public of the . . . prices of products and services, and thus performs an indispensable role in the

i allocation of resources. [citations] Restrictions on advertising serve to increase the difficulty of

i Ss;o;;:nfgt;ne lowest cost seller. . . and reduce the incentive to price competitively.” Morales, 504

The Morales court further observed that a state law need not be one specifically
addressed to the airline industry to be preempted by the ADA as a law “relating to rates, routes, or
services” of an air carrier; the ADA expressly preempts all laws “relating to” rates, routes or
services, including laws of general applicability that fall within its sphere, cven if those laws are
consistent with the ADA 's substantive requirements. Morales, 504 U.S. 374, 389; sce also, Lawal

v. British Airways PLC, 812 F.Supp. 713 (S.D. Tex. 1992)

Numerous subsequent decisions have followed the Supreme Court’s lead in broadly

) construing the preemptive effect of the ADA. Any state [aw or rule that could cause rates in one

! jurisdiction to differ from those in other jurisdictions is preempted. Illinois Co te Travel, Inc. v,
: American Airlines, Inc., 682 F Supp. 378 (N.D. IIl. 1988), affirmed, 889 F.2d 751 (7% Cir. 1989),
Preemption has been deemed to apply in numerous cases in which states have attempted to impose
urifair or deceptive business practices prohibitions and similar statutory regimes of general

application upon air carriers. See, ¢.g., American Airlines, Inc. v. Wolens, 513 U.S. 219 (1995);
Sam L. Majors Jewelers v. ADX, Inc.. 117 F 3d 922 (5ix Cir. 1997); Trujillo v. American Airlines,

OLMR_293186.1
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Inc,, 938 F.Supp. 392 (N.D. Tex. 1995), affirmed without op., 98 F.3d 1338 (5® Cir. 1996).
Similarly, several courts have followed Morales in finding that advertising by carriers is out of
bounds for state regulators. For example, In o ical, Inc. v. F : ss Co! ]
89 F.3d 1244, amended on denial of rehearing on other grounds, 1998 W.L. | 17980 (6™ Cir. 1998),
rehearing en banc denied (January 15, 1998), the court held that Congress intended the Federal
Department of Transportation to be the sole legal control on possible advertising fraud by air
carriers.

- In addition to striking down regulations that implicate advertising and rates directly,
the courts have also struck down regulatory provisions purporting to control the entry of air carriers,
including air ambulance carriers, into state or local Jjurisdictions. For example, in Hiaw. iati

. V., Mi ta f 389 N.W.2d 507 (Minn. 1986), the court held that
the state of Minnesota was preempted from controlling entry into the field of ajr ambulance service

granting licensure. Rocky Mountain Holdings vs ~
of Health, No, 97-4165-CV-C-9 (W.D. Mo. Central Division 1997). The court heid that “in making
the determination of public convenience required by the Missouri provision, the state is making
decisions having a connection with or reference to the rates, routes or services of an air carrier.” Slip
Op., pages 13 and 4.

As the touchstone for finding a wide range of regulatory constraints to be invalid, the
courts routinely note that the ADA s preemption clause serves the statute’s goal of promoting
maximum reliance on competitive market forces, as opposed to state regulation, in shaping the
contours of the air carrier industry. See, e.g, v, Ai Airwa €., 342 F.3d 1248 (11%
Cir. 2003). In other words, any regulation that hinders competition among air carriers is suspect and
must fall if it relates to rates, routes or services. See generally, 149 ALR Fed. 229 (“Construction
and application of Section 105 Airline Deregulation Act, pertaining to preemption of authority over

Notably, the FAA itself has been active in opposing state regulation of air ambulance
carriers that intrudes upon its authority under the ADA and other provisions of the Federal Aviation
Act. In a case currently pending in Tennessee, the Department of Justice very recently filed a
“Statement of Interest of the United States of America” on behalf of the FAA in which it urged the
court to strike down Tennessee regulations purporting to regulate safety and related equipment of air
ambulance carriers. See “Statement of Interest of the United States of American” in
Inc, v. - Robinsop, M.D., Commissioner of Heal
Medical Services, No. 3 :06-0239 (M.D. of Tenn.). As one of its reasons for opposing the Tennessee
regulations, the Department of Justice states: :

In 1978 Congress included a provision within the ADA expressly
prohibiting a state from enacting any regulation “relating to rates,

DLMR_293186.1
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foutes or services of any air carrier.” [citing Morales and the ADA).
This express preemption provision is interpreted broadly, applying
evea to those state laws that have only an indirect effect on rates,
routes or services. See Morales, 504 U.S. at 383-384, 386.. . .
Accordingly, the preemption provision applies to any state regulation
baving a connection with or reference to a price, route or service. Id.
at 384, _

Statement of Interest of the United States of America, supra, at 9-10.

Finally, Texas state courts have also expansively interpreted the ADA's preemption
provision. See irli . v. B 116 S.W.3d 745 (Tex. 2003) (finding that an airline’s
boarding procedures and scating policies relate to “services” provided to customers for purposes of
the preemption provision) and v ican Airli 893 5.W.2d 305 (Tex. App. Ft.
Worth 1995), writ granted (August |, 1995) and judgment aff’d on other grounds, 920 S.W. 24 274

(Tex. 1996) (finding that claims under the Texas Deceptive Practices Act against an airline were
preempted by the ADA).

' IFOLEY
\
\

2 The Texas Subscription Regulation.
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 First, the requirement for a written authorization from the bureau chief elected official
of the governmental entity in which the carrjer proposes to operate provides unfettered and absolute
authority to that official to preclude the carrier from offering an alternative membership rate
structure within its jurisdiction. As noted above, the ADA has beeq construed as prohibiting
regulatory schemes which require different rates and rate structures within different Jurisdictions,
lllinois C t vel, Inc. v. | irlines, Inc., 682 F.Supp. 378 (N.D. 1il. 1988), affirmed,
889 F.2d 751 (7° Cir. 1989). This provision of the Regulation not only provides elected officials in
each local jurisdiction with unfettered authority over an air carrier’s rate structure, it also creates the

DLMR_293186.1
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| possibility that the carrier may be required to use a different rate structure in each Jjurisdiction to
} satisfy the requirements of such officials. Jt is therefore preempted on those grounds.

This part of the Regulation must also fall under the rationale of the court decisions in
J Minnesota and Missouri, in which regulations permitting state or local officials to serve as
§ gatckeepers of the air ambulance marketplace based on economic considerations were found
‘ preempted. Hiawa jation of ester, Inc. v. Minneso . of Health, 389 N.W.2d 507
| : (Minn. 1986); Rocky Mountai Idings vs. Ronald W Director, Mi | Department of
; Health, No. 97-4165-CV-C-9 (W.D. Mo. Central Division 1997). This part of the regulation has a
: similar impact, since it may not be feasible for a carrier to enter some Jjurisdictions without a
i membership program.

economic relationship between carriers and their passengers. In attempting to regulate membership
agreements establishing those relationships, including the rates payable and services provided
thereunder, the Regulation encroaches on preempted ground.

A Third, the requirement to submit a copy of all advertising used to promote the
subscription program runs afoul of the preemption provisions as interpreted by Morales and other
courts. One of the central holdings of Morales is that states may not regulate advertising by air
carriers, since this goes to the heart of competition.

Fourth, the requirement for carriers to provide evidence of financial responsibility is
preempted. Bond and insurance undertakings securing performance of financial obligations by air

Finally, the provisions of the Regulation providing for periodic review of the program
also impinge upon exclusive federal authority as set out in the ADA. Because the essence of a
subscription program relates to rates and services of a carrier, neither the state nor any local
jurisdiction has the authority to review that program on a periodic or any other basis, nor may the
state or local jurisdiction require the provider to furnish the names and addresses of its customers,

CONCLUSION

For the foregoing reasons, we believe that the ADA clearly preempts the Regulation
as applied to air ambulance carriers. Viewed as a whole, the thrust of the Regulation is to restrict
programs that enhance competition by providing passengers with reduced rates and potentially
enhanced service. When the various parts of the Regulation are viewed in isolation, each addresses

i an area that is out of bounds under the ADA—market entry, advertising, financial undertakings and
| other areas which directly and significantly relate to rates and services. We therefore believe our

DUMR_293186.1
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would be happy to answer any questions

Very truly yours,

R. Michael Scarano, Jr.

¢c:  Howard Ragsdale

e it b-
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[We redact certain identifi:ing information and certain potentiallv privileged,
confidential. or proprietary information ussociated with the individual or entity, unless
otherwise approved by the requestor. |

Issued: May 21. 2003

Posted: May 2%, 2003

[name and address redacted]
Re: OIG Advisory Opinton No. 03-11

|
\
Dear [name redacted]: |

We are writing in response to your request for an advisory opinion concerning an
ambulance company’s collection of a fixed annual subscription fee in lieu of Medicare
Part B cost-sharing amounts trom its members (the “Arrangement”™). Specifically. you
have asked whether the Arrangement would constitute grounds for the imposition of
sanctions under the exclusion authority at section 1128(b)(7) of the Social Security Act |
(the “Act™) or the civil monetary penalty provision at section 1128A(a)(7) of the Act. as |
those sections relate to the commission of acts described in section 1128B(b) of the Act,
or under the civil monetary penalties provision for illegal remuneration to beneficiaries at |
section 1128A(a)(5) of the Act.

\
You have certified that all of the information provided in your request, including all
supplementary letters, is true and correct and constitutes a complete description of the |
relevant facts and agreements among the parties. ‘
Inissumg this opimon. we have relied solely on the facts and information presented to us.

We have not undertaken an independent mnvestigation of such information. This opinion

is limited to the tacts presented. [t matenal facts have not been disclosed or have been

misrepresented, this opinton 1s wathout force and effect.
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Based on the facts certitied in your request for an advisory opinion and supplemental
subnussions, we conclude that the Arrangement could potentially generate prohibited
remuncration under the anti-kickback statute it the requisite intent to induce or reward
referrals were present, but that the Ottice of Inspector General ("OIG™) would not impose
admimstrative sanctions on [name redacted] under section 1128A(a)(S) of the Act or
under section 1128(b)(7) or 1128A(a)(7) of the Act (as those sections relate to the
commission of acts described in section 1128B(b) of the Act) in connection with the
Arrangement. This opinion is limited to the Arrangement and, therefore, we express no
opinion about any other agreements or any other arrangements disclosed or referenced in
your request letter or supplemental submissions.

This opinion may not be relied on by any persons other than [name redacted] (the
“Requestor”), the requestor of this opinion, and is further qualified as set out in Part IV
below and in 42 C.F.R. Part 1008,

L. FACTUAL BACKGROUND

The Requestor is a nonprofit corporation that provides emergency ambulance services.
The Requestor has operated since 1963 on a subscription basis and has two classes of
subsribers: individuals who pay an annual $20 subscription tee and businesses that pay
annual subscription fees proportionate to their size ($30 for those with fewer than 12
employees: $50 for those with 12 or more employees).

The Requestor does not collect Medicare Part B cost-sharing amounts from its subscribers
(other than supplemental insurance coverage of the subscriber’s obligations), but does
collect such balances from non-subscribers through its contracted billing agent.

The Requestor has certitied that the subscription revenues collected from its subscribers
currently exceed, in the aggregate. the cost-sharing amounts waived for all subscribers,
and that the subscription revenues collected from all subscribing Medicare Part B
beneficiaries currently exceed. in the aggregate. the cost-sharing amounts waived for the
subscribing Part B beneficiaries.

Il LAW

[he anti-kickback statute makes it a criminal offense knowingly and willtully to ofter.
pity. solicit, or receive any remuneration to induce or reward referrals of items or services
reimbursable by tederal health care programs. See section FH28B(b) of the Act. Where
remuneration 1s pard purposefully to induce or reward reterrals of items or services
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o

payable by a federal health care program. the anti-kickback statute is violated. By its
terms. the statute ascribes eriminal liability to parties on both sides of an impermissible
“kickback™ transaction. For purposes of the anti-kickback statute. “remuneration”
includes the transter of anything of value. in cash or in kind, directly or indirectly.
covertly or overtly.

The statute has been interpreted to cover any arrangement where one purpose of the
remuneration was to obtain money tor the reterral ot services or to induce further
referrals. United States v. Kats, 871 F.2d 105 (9th Cir. 1989): United States v. Greber.
760 F.2d 68 (3d Cir.), cert. denied. 474 U.S. 988 (1985). Violation of the statute
constitutes a felony punishable by a maximum fine of $25,000, imprisonment up to five
years, or both. Conviction will also lead to automatic exclusion from tederal health care
programs, including Medicare and Medicaid. Where a party commits an act described in
section 1128B(b) of the Act. the OIG may initiate administrative proceedings to impose
civil monetary penalties on such party under section 1128A(a)(7) of the Act. The OIG
may also initiate administrative proceedings to exclude such party from the tederal health
care programs under section 1128(b)(7) of the Act.

Hl. LEGAL ANALYSIS

The Arrangement may implicate the anti-kickback statute to the extent that it might be
construed as a routine waiver of Medicare Part B cost-sharing amounts. In evaluating the
risk, the threshold concern is whether, in the aggregate, (1) the subscription fees collected
from subscribers reasonably approximate the amounts that the subscribers would expect
to spend for cost-sharing amounts over the period covered by the subscription agreement,
or (i) the amounts collected from subscribing Medicare Part B beneficiaries reasonably
approximate the amounts that the subscribing Medicare Part B beneficiaries would expect
to spend tor cost-sharing amounts. It the subscription amounts are not actuarially or
historically reasonable in comparison to the uncollected cost-sharing amounts under one
of the two alternatives noted above. then we would view the subscription plan as a
potentially illegal practice to disguise the routine waiver of Medicare Part B cost-sharing
amounts,

In this case, the subscription amounts collected by the Requestor from participating
Medicare beneficiaries in the aggregate exceed the amounts that the Medicare Part B
benetfictaries would be expected to spend for Medicare Part B cost-sharing over the
period covered by the subscription agreement. Accordingly. we would not subject the
Arrangement to administrative sanctions under the anti-kickback statute or section
FI2SA@)(S) of the Act
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IV.  CONCLUSION

Based on the facts certified in your request for an advisory opinion and supplemental
submissions. we conclude that the Arrangement could potentially generate prohibited
remuneration under the anti-kickback statute if the requisite intent to induce or reward
referrals were present, but that the OIG would not impose administrative sanctions on
[name redacted] under section 1128A(a)(5) of the Act or under sections 1128(b)7) or
1128A(a)(7) of the Act (as those sections relate to the commission of acts described in
section T128B(b) of the Act) in connection with the Arrangement. This opinion is limited
to the Arrangement and, therefore, we express no opinion about any other agrecments or
any other arrangements disclosed or reterenced in your request letter or supplemental

submissions.
V. LIMITATIONS
The hmitations applicable to this opinion include the tollowing:
. This advisory opinion is issued only to [name redacted], the requestor of

this opinion. This advisory opinion has no application. and cannot be relied
upon. by any other individual or entity.

. This advisory opinion may not be introduced mto evidence in any matter
involving an entity or individual that is not a requestor to this opinion.

. This advisory opinion is applicable only to the statutory provisions
specitically noted above. No opinion is expressed or implied herein with
respect to the application of any other federal., state, or local statute, rule,
regulation, ordinance, or other law that may be applicable to the
Arrangement. including, without limitation. the physician selt-referral law,
section 1877 of the Act.

. This advisory opmion will not bind or obligate any agency other than the
U.S. Department ot Health and Human Services.

. This advisory opinton is limited 1in scope to the specific arrangement
described in this letter and has no applicability to other arrangements. even
those which appear sinular i nature or scope.
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. No opinion is expressed herein regarding the Lability of any party under the
False Claims Act or other legal authorities for any improper billing, claims
subnussion. cost reporting. or related conduct.

This opmion is also subject to any additional limitations set forth at 42 C.F.R. Part 100K,
The OIG will not proceed against [name redacted)] with respect to any action that is part
of the Arrangement taken in good faith reliance upon this advisory opinion as long as all
of the material facts have been tully, completely, and accurately presented, and the
Arrangement in practice comports with the information provided. The OIG reserves the
right to reconsider the questions and issues raised in this advisory opinion and. where the
public interest requires, rescind, modity, or terminate this opinion. In the event that this
advisory opinion is modified or terminated. the OIG will not proceed against [name
redacted] with respect to any action taken in good faith reliance upon this advisory
opinion, where all of the relevant facts were fully, completely, and accurately presented

and where such action was promptly discontinued upon notitication of the modification or

termination of this advisory opinion. An advisory opinion may be rescinded only if the
relevant and material tacts have not been fully. completely, and accurately disclosed to
the OIG.

Sincerely.

/S/

Lewis Morris
Chiet Counsel to the Inspector General
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The Honorable Lawrence J. DeNardis
President-Designate

University of New Haven

300 Orange Avenue

West Haven, CT 06516

Dear Larry,

This letter is in response to your recent call and Mr.
Werfel's June 14, 1991 letter concerning ambulance
subscription agreements. You state that it is common for
ambulance companies to offer subscription agreements (also
known as membership plans) to Medicare beneficiaries. Under
such an agreement, the ambulance company charges an annual
fee (typically $40-550 per household) and agrees to accept
assignment of all claims for medically necessary services.
The ambulance company does not bill the beneficiary for the
coinsurance or deductible. You state that the annual
membership fee is treated as the amount that would have been
paid for coinsurance and deductibles. You suggest that the
subscription fees are, in effect, premiums for coverage by
the ambulance company of coinsurance and deductible fees.
You question whether this practice is legal in light of the
Office of Inspector General's (OIG's) Special Fraud Alert on
Waiver of Copayments and Deductibles Under Medicare Part B.

As explained in the Special Fraud Alert, Medicare patients
are generally responsible for paying an annual Medicare
deductible and then a copayment for each item or service paid
for by Medicare. There are several purposes to this
requirement, including sharing costs between Medicare and
beneficiaries, and encouraging patients to be better health
care consumers by giving them a financial stake in the:ir
health care decisions. Unfortunately, however, some
providers routinely waive collection of coinsurance and
deductibles. Providers often waive these fees as a marketing
technique, to encourage Medicare beneficiaries to use a
particular provider, and to order items and services on the
theory that they are "free" because the beneficiaries incur
no-out-of-pocket expense. This, unfortunately, leads to the
ordering of many unnecessary items or services for which the
Medicare Part B program must pay. In our view, this practice
if unlawful under the anti-kickback statute, ¢2 U.S.C.

§ 1320a-7b(b) and the Civil Monetary Penalties statute,
42 U.S.C. § 1320a-7a.
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The OIG has found that, in order to be less obvious about
routinely waiving coinsurance and deductible fees, some
providers have established Phony "insurance programs." Under
these programs, providers charge nominal premiums to cover
the copayments and deductibles so long as the items or
services are ordered from that provider. These “premiums"
are often very small and are not based on a good faith
assessment of actuarial risk. Rather, these insurance
pPrograms are simply a disguise for illegal routine waiver of
coinsurance and deductibles.

Therefore, in analyzing the legality of the subscription
agreements discussed in your letter, it would be necessary to
determine whether the amounts charged as '"premiums" by the
ambulance companies are a reascnable assessment of the
actuarial risk faced by these companies. 1In other words, it
would be necessary to determine whether the amounts charged
as premiums are a reasonable approximation of the amounts
that an average beneficiary would expect to spend for
copayments and deductibles over the period covered by the
subscription agreement. 1If the answer to this question is
no, then we would likely view the membership plans as an
illegal practice designed to disguise routine waiver of
Medicare Part B coinsurance and deductibles.

You attached to your inguiry a June 3, 1986 letter from
S Elmer W. Smith, Director, Office of Eligibility Peolicy,
£ Health Care Financing Administration, and a copy of section
. 2306(E) of the Medicare Carriers Manual. As you know, .
Mr. Smith's letter states that he is not in a position to
render an answver on whether these subscription agreements
violate the anti-kickback statute nor, as vou point eut, does
Section 2306 (E) of the Medicare Carriers Manual discuss that

issue.

Thank you for your interest in exploring this issue.

Sincerely,
f4(
Lot

M

Michael J. Astrue
General Counsel

cc: David Werfe)

!
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foros the hasis fon determining the
antount ol extension i applicant
recene.

Avregnlatory review period consists of
two periods of time: A testing phase and
an approval phase. For medical devices.
the festing phase begins with « clizical
investigation of the device and runs
unti! the approval phase begins. The
approval phase starts with the initial
submission vl an application to market
the device and continues until
permission toanarkel the devics is
granted. Although onlv a portion uf «
regulatory review period mayv counl
toward the actual amount of extension
that the Director of Patents and
Trademarks may award (half the testing
phase must be subtracted as well as any
time thal may have occurred before the
patent was issued), FDA's determination
ol the leogth of a regulatory review
period for a medical deviee will include
all of the testing phase and approval
phase as specified in 35 US.C
156(2)(31B).

FDA recently approved {ur marketing
the medical device GENESIS
NEUROSTIMULATION SYSTEM.
GENESIS NEUROSTIMULATION
SYSTEM is indicaled as an aid in the
anagement of chronic, intractable pain
ol the trunk and/or limbs, including
unilaters! or bilateral pain associaled
with failed back surgery syndiome.
intractable low back pain. and leg pain.
Subsequent to this approval, the Patent
Aand Trademsrk Office received a palen
term restoration application for
GENESIS NEUROSTIMULATION
SYSTEM (U.S. Palent No. 4.793.353)
trom Advanced Neuromodulation
Systems. and the Patent and Trademark
Office requested FDA's assistance in
clelermining this patent's eligibility for
pratent lerm restoration. In a letter dated
Ociober 31, 2002, FDA advised the
Palent and Trademark Office that (s
medical device had undergone a
regulatory review period and that the
approval of GENESIS
NEUROSTIMULATION SYSTEM
represeoted the fisst penitted
cummercial marketing or use of the
product. Thereafter, the Patent and
Trademark Office requested that FDA
determine the product’s regulaton
review period.

FDA has detennined that the
applicabe regulatory review period for
GENESIS NEUROSTIMULATION
SYSTEM is 469 davs O this time, 292
duys occurred during the testing phase
o ! the cegulatory review percicd, while
177 davs nccurred during the approval
phase. These perrds of ime were
deved tom e laliowing dates:

L The date a clintcal investigation
irvvolvisig thes device was began Augns)

12000 The applicant claims that the
imvestigational device exemption (IDL)
required under section 520(u) of the
Federal ood. Drug. and Cosmelic Ac
Uhe act) (21 U050 d6itg)) tor human
lests to begin became effective on June
16,1999 However, FDA records
indicate that the D1 was determined
substantially complete tor clinical
studies to bave begun on August 11
2000, which represents the IDE effactive
date,

2. The date the application was
inttivlly submitted with respect to the
device under section 515 of the uct (21
U.S.C. 3600 May 24, 2001, The
applicanl claims April 3. 2001. as the
date the premarkel approval application
(PMA] for GENESIS
NEUROSTIMULATION SYSTEM (PMA
PO10032) was initiallv submitled.
However, FDA records indicate that
PMA PO10032 was submitted on Mav
29, 2001

3. The date the application was
approved. November 21, 2001, FDA has
verified the applicant’s claim that PMA
P010032 was approved on November
21, 2001,

This delerminstion of the regulatory
review period establishes the maximum
potential length of a patent extension.
However, the U.8. Patent and
Trademark Office applies several
slatutory limitations in its calculations
of the actual periud fur patent extension,
I its application for palent extension,
this applicant seeks 840 days of patent
term extension.

Anyone with knowledge thal any of
the dotes as published are incorrect may
submit to the Dockets Management
Branch {sec ADDRESSES) wrillen or
electronic comments and ask lor a
redetermination by Mayv 23. 2003,
Furthermore, any interested person may
pelition FDA for a determination
regarding whether the applicant for
extension acted with due diligence
during the regulatory review period by
September 22, 2003, To meet ils burden,
the petition must contain sufficient facts
to merit an FDA investigation. (Sce H.
Rept. 857, part 1. 98th Cang., 2d sess..
pp. 41-42. 1984} Petitions should be in
the foumat specified in 21 CFR 1040

Comments and petitions should he
submitted tn the Dockets Management
Branch, Three copies of any informalion
are Lo be subnutted. except that
individuads may submit vne copy
identilied with the dockel namber
lound v brackets m the heading ol this
document. Cominents and petitions may
be sevn o the Dockets Manageiont
Branch between 9am and 3 poa.
Monday through Friday.

Dated: February 702000
Jane A Axelrad,
Assaciate Tutector for Poin v Center for Do
Evaluation and Resears
TR Doc 046092 Tiled 3-21-04, 840 cm)
BILLING CODE 4160-01-§

OEPARTMENT OF HEALTH AND
HUMAN SERVICES

Health Resources and Services
Administration

Notice of Filing of Annual Report of
Federal Advisory Committee

Notice is hereby given that pursvant
tw section 13 of Public Law 92-464. the
fiscal vear 2002 annual report for the
following Health Resources and
Services Adiimstration’s Federal
advisory conmmiltee has been filed with
the Library of Congress: Maternal and
Child Health Rescarch Grants Review
Committee.

Copies are available lo the public for
inspection al the Library of Congress.
Newspaper and Current Periodical
Reading Room in the James Madison
Memorial Building. Room LM- 133
(entrance on Independence Avenue,
hetween Tirst and Second Streels. SE.
Washington, DC).

Copies moy be oblained from:
Kishena €. Wadhwani, Ph.D.. Executive
Secretary. Maternal and Child Health
Resvarch Grants Review Committee,
Parklawn Building, Roum 18A-55, 5600
Fishers Lane, Rockville, Mary land
20857. Telephone 301-443-23440.

Bated: Maren 17, 2004
Jane M. Harrison,

Director. Division of Poliey Beview ond
Conrdinatinn.

IFR Doc. 03-683% Ciled 5-21-014 8:45
BILLING CODE 4165-15-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Office of Inspector General

OIG Compliance Program Guidance for
Ambulance Suppliers

AGENCY: Office of Inspector General
{O1C), HIIS.
ACTION: Nulice.

SUMMARY: This Foederal Register notice
sets fouth the tecentiv issued
Complance Program Guidance tor
Ambubance Supplices developed by the
Ottice st inspecior General {OIC) Th
O hs provioasiy developed and
[rabhshed voluntany compliance
program guidance focused on soverat
different areas of the health care
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industey. This voluntary.complianc
program guidance shonla assisi
ambulance suppliers and uther health
care providers in developing their own
stralegies tor complying with federal
health care program requirenients.
FOR FURTHER INFORMATION CONTACT:
Semya Castro (202) 619-2078. o1 Joei
- Schaer. {202} 619-1306. Oflice o
Counsel o the nspector General.
SUPPLEMENTARY INFORMATION:

Background

The creation of compliance program
guidances (CPGs) s a major iniliative ol
the OIG in its effort to engage the private
health care community in preventing
the submission of erroneous claims and
in combating fraudulent and abusive
conduct. In the past several vears, the
OIG has developed and issved CPGs
direcled al a variety of segments in the
health care industry. The development
of thuse CPGs is based en our beliel that
a health care provider can use internal
contrals to more efficiently munitor
adherence to applicable statutes,
regulalions, and program requirements.
Copives of these CPGs can he found on
the O1G Web site at http.//oig hhs.gov.

Developing Compliance Program
Guidance for Ambulance Suppliers

Having experienced a number of
inslaaees of ambulance provider and
supplict raud and aluse. the
umbulance indusiey has expressed
inlerest in protecting against such
conduct through increased guidance (o
the industey. To date, the OIG has
issued several advisory opinions on a
variety of ambulance related issues {see
endnoie 13 in this compliance program
guidance) and has published linal
rulvmaking concerning a safe harbor for
ambulance restocking arrangements (66
FR 62979 December 4. 2001).

To provide further guidance, the OIG
published a Federal Register notice (43
FR 50204, August 17, 2000) thal
solicited general comuments,
recommendalions. and othe
suggestions [rom concerned parties and
onganizations on how best to develop
compliance guidance for ambulance
suppliers to reduce the potential o
fraud and abuse. On June 6. 2002, 1he
)G published a Dralt Compliance
Progra:n Guidance to attord alf
inerested parties a further spputtimiin
toprovide specific comments in the
development of this fing CPG (67 FR
SU015: June b, 2002). In response 1ot
natice the OIG recen ed three pabii
camments, eoled tively representing a
varieny of ontside sowrces. We have
carctullv considered thuse conmments. as
well as previous OIG pab'ications. and

have consulted with the Centers for
Medicare and Medicaid Services {COMS)
and the Departinent of Justice in
developing final guidance for

ambulanc e suppliers. This finad
guidance outlines some of the most
cotrmon and prevalent frand and abuse
risk dreas for the ambulance industiny
and provides direction on how to: (1)
Addiess various risk arcas: {2) proven!
the oceurrence of instances of fraud and
abuse; and (3) dey elup corrective
actions when those risks or instances of
fravd and abuse are identified.

This CPG is divided into the
fullowing five separale sections, with an
appendin:

e Scctian s a briel introduction.

e Section I provides information
about the basic, elements of a
compliance program for ambulance
suppliers.

o Section U1 discusses various frand
and ahuse and compliance risks
associated with ambulance services
covered under the Medicare program.

¢ Section IV briefly summarizes
compliance tisks related to Medicad
caoverage for lransportation services.

o Section V discusses various risky
under the anti-Kickback statute.

* The appendix provides relevant
statutory and regulalory citations. as
well as brief discussions of additional
potentia! visk arcas to consider whon
developing a compliance program,

Under the Social Security Act {the
Act).ambulance “providers™ are
Medicare participating institutional
providers that submit claims for
Medicare ambulance services (e
hospitals. including critical access
hospitals {CAHs) and skilled nursing
lacililies (SNI's): the term “supplicr”
means an entity that is other than a
provider. For purposes of this
document. we will refer 1o both
ambulance supplicrs and providers as
ambalance “suppliers

Compliance Program Guidance for
Ambulance Suppliers
[ Introduction

The OIG recognizes that the
ambulance industry is comprised of
entities of enormous variation: some
ambulance companies are large, nany
are small: some are Tor-profit, many are
nol-for-pralit: some are allilisted with
haspirals, many are independent. and
somu are uperated by municipalities or
countivs, while athers are commercially
awned. Consequently, this gidance is
notntended 1o he o cnesize-fits-all
guide Rather, like the previous CPGs,
s puidance s itended as g vl pta
tood for those eotities that are
considering establishing a voluntary

compdiance progrant and for those that
have already done so and are seeking 1o
analyzeoimprove or expand existing
programs. As with the OIG's previous

"sudance. the guidelines discussed in

this CPG are not mandatory, noras the
CPGan all-inclusive document
vontainiog all the components of 4
compliance program (ther 016
outreach efforts, as well as other icderal
ageno v eflorts to promiote complionde,
cart and should also be used in
developing o complianee program
tailoped To an entity"s particular
structure and operations,

This guidance Tocuses on compliance
measures related (o services urnished
primarily under the Medicare program
and. to a limited extent. ather federal
health care programs. (Sce. e.g.. section
IV for a brief discussion of Medicaid
ambulance coverage.) Supplicis are fres:
(o address privale payor claims and
services in their compliance programs.

As in other sectors of the health care
industry, most ambulance suppliers are
honest suppliers trving to deliver
guality services. However. like othe
health care industry sectors. the

ambulance industry has seen its share ol

fraudulent and abusive practices. The
OIG has reported and pursued a number
of different frandulen! and abusive
practices in the ambulance lransport
lield Examples.include ‘

» Loproper runsport of individuals
with other acceptable means of
transportation;

e Medically unnecessary trips.

o Trips claimed bul not rendered;

* Misrepresentation of the transport
destinalion (o make it appear as if the
Iransport was covered:

e Talse documentation:

+ Billing for cach paticnt transportend
in a group as il he/she was transported
separatelv:

o Upcoding from basic lite support to
advanced life support services: and

e Payvmen! of tm:kb.’u:ks.

To belp reduce the incidence and
prevalence of frandulent or abusive
conduct. an ambulance supplier should
consider the recommendations in this
gurdance.

" This final CPG has been modified
lram the dratt CPG Lo take into furiher
consideration CMS's sdoption af a new
[ev schedule Tor pay ment of ambulance
services, The CMS's ambulance fee

sc hedule is the produat of a negotiated
rulemaking process and will replace
{over a five-vear transition period; the
retrospective, reasonable cosl
reimbursement svstem for providers,
and the reasonable Charge svstem fon
supphers obambulance services As the
aonernment and the industiy gain nion
expenence under e nen fee sehedule
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the OIG may updalte or supplement this
CPG o address pew v adennhiod risk
Areas o appropriale

I Elements of a Complianee Program
tor Ambualance Suppliers

A Basic Elements ofa Compliance
Program

The following hastc components hinve
become areepted s the bulding blocks
of an ellective compliance program:

1 Development of Compliance Poiicios
and Procedures

The ambalance supplier should
develop and distribute written
standards of conduct. as well as wrillen
policies and procedures. that reliect the
ambulance supplicr’s commiutment to
compliance and address specific sreas
of potential fraud or abuse. These
writien policies and procedures should
be reviewed periodically le g annually)
und revised as appropriate 1o ensure
they are current and relevani,

2. Designalion ol o Compliance Offica

The ambulance suppher should
designaie a compliance oflicer and other
appropriste hodies le.g.. a compliance
commitlee) charged with the
respunsibility for operaling and
monitoring the organization's
compliance program, The compliance

officer should be o high-Jevel individual

in the organization who reports direciiy
to the organization’s upper
management, such as the chief
exncutive officer or board of directors.
The OIG recognizes that an ambulance
supplier may tailor the job functions of
the compliance officer posinion by
taking into accoun! the sjze and
stracture of the nrganization. existing
reporting Hnes. and other appropriate
factors.
3. Lducation and Training Programs

A key element ol a compliance
program should be regudar training and
aducation of emplovees and other
appropriate individuals. Training
content should be lailored appropriately
and should be delivered in a way tha
will maximize the Chances that the
information will be undersiond by the
targel audience
4 Internal Monitoring and Reviews

Appropriate memitoriig methads an
essentiad 1o detect and identity probloms
and 1o hetp reduce Qe Tuture tikelihiood
ol prontems.

S Responding Appropriately 1o
Detectod Misconduct

Ambulance supphers shonlddivelop
pohiaes and procedures dirccted a
cusuring it the nrgaizotiote responds

approprately to detected offenses,
mcudivg U initiation of appropriate
corrective action. An organizalton’s
response o detected misconduct wall
vary based on the fucts and
crcumstances of e offense. However,
the respanse should alwavs be
appropriate o resohve and corvect the
sitiation ina timeh manner. The
organization’s compliance officer, and
legal counsel in somu crcimstances.
should be nvolved in situalions when
serious misconduct s identified

6. Developing Open Lines ol
Commuication

Ambulance supphiers should create
and mainluin ¢ process. such as a
hotline or uther reporting systen. lo
receive and process complaints and to

cnsure effective lines of communication

between the complisnce officer and all
emplovees. Further, procedures should
be adopled to protect the anonymity of
complainants, where the complainants
desire to remain anonyvmous, and to

protect whistleblowers from relaliahon,

7. Linforcing Disciplinary Standards
Through Well-Publicized Guidelines
Ambulance suppliers should develop
policies and procedures to ensure that
there are appropriate disciplinary
mechanisms and standards that arc
applicd in an appropriate and consisien!
manner. These policies and standards
should address situations in which
employees or contrdetors violate,
whether intentionally or negligentiv,
internal compliance policies, applicable
statules, regulitions, or other federal
health care program requirements.
Developing and implementing a
complinnce program may require
significant resources and lime. An
individual ambulance supplier is bes
situated to tailor compliance measures
to its own organizational structure and
fimancial capabilities. In addition.
compliance programs shoald be
revicwed periodically to account for
changes in the health care industry.
federal health care statutes and
regulations. relevant pavinent policices
and procedures, and identified risks

B. Exaluation and Risk Analvsis

Itis pradent lor ambolance supplicrs
conducting a rish analysis to begin by
periorming an evaualion of inleraal and
external fucters that alfect thedr
operations. These may imclode internal
svstems amd management ssues, as well
as the federal boalth care program
requitements tal govern ther business
operations In manv cases, such
evataatien will resuit m the credtion
and adoplian or revision ol wiithen
podicies asd provedares. The evaluation

prrocess i be simple and
straightforward or it may be farhy
comples and invalved. For example, an
evaluation of whether an ambulance
supplier’s existing weitten policies and
procedutes acouridelv reflect current
tederal health care program
requireinents s stesightiooward.
However, an evalaation of whethesan
smbulance supplicr's actiad practees
confurm (o its policies and procedures
may be more complex and require

st eral analytical evaluations to
determine whether syvstem weaknuesses
ure present. Even more comples isan
evalualion of an ambulance supplier's
practices in light of applicable statutes,
regulations. and other program
requirements. when there are no pre-
exisling wrilten pulicies and
procedures.

The evaluation process shoald turnish
ambulance supplicrs wilh a snapshot of
their strengths and weaknesses and
assist providers in recognizing areas ol
potential risk. We suggest thal
ambulance suppliers evaluale a variety
of practices and tactors: including their
policies and procedures. employee
training and education. emplover
knowledge and understanding. claims
submission process. eoding and hilling,
accounts receivabhle management.
dacumentation practices. managemeii
stracture, emplovee turnover.,
cuntractual arrangements. changes in
reimbursement policies, and payor
expectations.

1. Policies and Procedures

Because policies and procedures
represent the written standard for dail v
operations, an ambulanece supplicr’s
policies and procedures should dueseribe
the normal operations of the ambulance
supplier and the applicable rules and
regulations, Further. writlen policies
and procedures should go through a
formal approval process within the
organizahon and shoadd be evaluated on
i routine hasis, and updated as needed.
to retlect curvent ambulance practices
(assuming these practices are
appropriate and camport with the
relevant statites. cegulations. and
program reguirements). In addition
ambidance supphers should review
palicies and procedures to easure that
they are represeatative of actual
practices. For example. an aimbulance
supplicr’s policy forreviewing
ambulance et reparts TACRS) shoald
not state tha st will review 100 percent
ol s ACRe anless the ambuelance
supplior s capable ol perlornting amd
enlorting such comprehensive review s,
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2 Trarning and Edocation

Ensuring that a supplive'cemployees
and agenls receive adeguate cducation
and taining is cssential W Minimiling
risk. Linplovees should learly
anderstand what s expedted of them
and for what they will be held
accountable Suppliers should ajso
docinment and track the trining thin
provide to employees and vihers

An ambulance supplier shoald
consider oflering two types of
comphance training. compliance
program training and joh-specifir
taing. IMan ambulance supplier is
implementing a lonmai compliance
progriun. emplovees should be (rained
on the clements of the pragram. the
importance of the program o the
organization, the purpose and goals ol
the program, what the prograns means
for each individual. and the key
individuals respoasible for ecnsuring
that the program is operating
successlully. Compliance program
education should be available 1o all
employees. even those whose job
functions are not directly related to
billing or patient care.

Awbulance suppliers should also
train emplovees on specilic arcas with
regard to their particular job positions
and responsibilities. whether or nol as
parl of a formal compliance plan. The
intensily and the nature of e specilic
training will vary by einpluvee type.
Training emplovees on the job funclions
of other people in the arganization may
alsu be an effective training toul.
Appropriale cross-ltaining can improve
cmplovees' overall awareness of
complisnce and job lunctions. thereby
increasing the likelihood that an '
individual emplovee will recognize
non-compliance. Training should be:
provided on a periodic basis o keep
emplovess current on ambulance
supplicr requirements, including, lor
enample, the lalest pavor requirenients,
Ambulance suppliers should conduct or
rnake available lraming fur employees ai
Feast vearlv, and more often if needed.

Generally - emplovees who atiend
anteractive training better comprehend
t he material presented. Tideraclive
tiaining offers eruplovees the chance to
i w5k yuestions and receive feedback
Nvhen possible. ambulance supplier s
s hould use Creal” exanzples of
Camphance pittalls provided by
joreesonnelwith “reai life " experienae
s uch as cmergency medical techmcians
and poranedios,

The Ol s coanizant tha offering
Phleractive e tdmmg often 1equires
s dgnilicon! personnel aid e

Comniebvenls Aspproqinnale,
a mbubance seppliers may wish to

consider seeking. developing. or using
other mnavative training methods,
Compuater or internel modules may be
an eflective means cf raining if
cmplovees have acoess to such
technotogy and ifa svstem is develaped
o allun empluvees 1o ask questions,
Tie OIC cannot endarse any
commuercial traimng product: itis up to

carh ambulance supplier to determine if

the raining mcthods and piodudts are
cllectve and appropriate.

Whatever larm ol training ambulance
supphers provide. the OIG alse
recommends that emplovees complete o
post-compliance training test or
questionnaire to verily comprehension
ol the material presented. This will
allow a supplicr to assess the
clectiveness and quality of its Iraining
materials and techniques. Addinonaliy,
training materials should be updated as
appropriale and presented in a manner
that is understandable by the average
lrainee. Finally, the OIG suggests that
the employces” attendance al, and
completion of, training be tracked and
appropriate documentation maintained.

3. Assessient of Claims Submission
Process

Ambulance suppliers should conduct
periodic claims reviews to verily that a
claun ready for submission, or one thal
has been submitted and paid, Contains
the required. accurate, and truthful
informatinn required by the pavor. An
amhulance claims review should fucus.
al a minimum, an the information and
documentation present in the ACR. the
medical necessity of the transport as
determined by pavor requirements, the
coding of the elaim. the co-payment
collection process, and the subsequent
pavor reimbursensent. The claims
reviews should be conducted by
individuals with uxperience in coding
and billing and familiar with the
cifferent pavors’ coverage and
reimbursement requirements for
ambulance services. The reviewers
should be independent and objective in
theiv approach. Claims reviewoers whe
analyze claims thai they themselves
prepared or supervised often lack
sutficient independence to accurately
evaluale the claims submissions process
and the accuracy ot individual claims,
The apprearance of o lack o!
independence may hinder the
eftectiveness of a clainis review

Depending on the purpose and scope
of a cdannsievien there are a varie!y of
wavs to conduct the revienw Tl clams
revicw iy focas on particaiac wieas ol
ienest leog, r_(u]mg SOCUTat A ) Gt mMan
auclade allasped ts of the O
subitssion and pavinent process. The
snivesse fromwhrch the claims are

selected will comiprise the area of focus
for the review. Once the universe ol
claims hes been identilied. an
acceptable nwmbes of aims should be

raidomly selected Beranse the umverse
“of claims and the variabhilioe ol ttems in

the universe with vary ., the OIC cannot
specily & gencraliy acceptable number of
claims for purposes of g claims review,
However tie number of claims sanipled
and reviewed should be sulficient 1o
ensure that the results are representative
ol the universe of claims from which the
sample was prilled.

Ambulance suppliers should not only
monitor identified crrors, but also
evaluale the source or cause of the
errors. For example, an ambulance
supplier mav adentifv through a review
a certain claims error rate. Upon further
evaluabon. the ambulance supplier may
determine that the errors were a resuls
ol inadequale documentation. Further
cvalualion may reveal that the
documentation deficiencies involve o
limited number of individuals who
work on a specific shift. Tt is the
ambutance supplier’s responsibility o
identify such weaknesses and to correcl
them prompdy In this example.ata
mistimu, additional employvee training
should be required and anv identified
overpayment repaid. A detailed and
logical analvsis will make claims
reviews useful lools for identifyving
risks. conecting weaknesses. and
preventing future errors

Ambulance suppliers should consider
using a baseline audit to develop a
benchmark against which to measure
perfurmance. This audit will establish a
consistent methodology for selecting
and examining records in future audits.
Comparing audit results from diflerent
audits will generally vield usetul results
onlv when the audits analyze the same
or stmilar information and when
matching methodologics are used.

As part ol its compliance efforts, an
ambulance supplier shonld document
how ofteu audits or reviews are
conducled and the information
revienwed for each andit, The ambulance
supplier shanld not only use internal
henchmarks, but should utilize external
intormation. i available. to establish
benchmarks fe.g. data [rom olher
ambulance suppliers, associations, or
From puvorst. Additionally risk areas
may be identitied from the resuits of the
audits

If o matenal deficuenov is fdentifiod
that cauld b a potential Criminal, vl
ot adinmistrative violaion (he
anthulance suppher may disclose the
matter o the OIG vie the Provider Seil-
Prisolosure otocol The Provider Selt-
Disclosure Presdocal was designed 1o
allow providersssupplhiers 1w disclose
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voluntarihy potential violations in their
deatings with the federal health care
prrograms. (n all cases. identified
mverpavinents should be reported lo the
Appropriale pas ot
a Pre-Billing Review of Claims

As g general matter. ambulanrc
suppliers should review claims ona
pre-hilling basis to identi v errors befare
ctanns are suhmitted. [ here js
insufficien! docamentalion to supporl
the claim. the: claim should not be
snbmitted. Pre-billing reviews also
aitow suppliers to review the medical
necessity of their claims. I as a resul)
ol the pre-billing claims review process,
a pullern ol claim submission or coding
errors is identificd, the ambulance
supplivr should develop a responsine
action plan 1o ensure that overpavments
wre identified and repaid.

b. Paid Claims

In additton to-a pre-billing review, a
review ol paid claims may be necessan
tu determine ervor rates and quantify
overpayments and/or underpaymients.
The post-payment review mav help
ambulence suppliers in identilving
billing or coding software system
problems. Any overpayments identified
from the review shauld be promptly
returned to the appropriate pavor in
accordance with pavor policies.

. Claims Denials

Ambulance suppliers should revien
their claims denijals perviodically tu
determine if denial patterns exist 1M

pattern of claims denials is deterted. the

pattern shuuld be evaluated 1o
deternmne the cause and appropriate
course of action. Lmplovee cducalion
regarding proper docwnentation,
coding. or madical nsuessity may be
appropriale. IHan ambulance supplicr
believes its pavor is not adequalely
vaplaining the basis oy its denials, the
ambulance supplier should seck
clarification in writing,
4. Svstem Reviews and Safeguards
Periodic review and testing ul s
supplict s coding and billing systins
are alsu essential 1o detect systemn
weahnesses. One reliable systems
revicw method is o analyze in delail
the entire process by whiclh a claim s
Lenvrated including how a transport s
documeated and by whom. how that
intormalion s eatered into the
ssupplivr’s antomated system (il any).
eoding and medical necessin
cleterciation pretocols: bilhing svstem
process sad conleols inclading
trdils o dada cntey Hnitations: aod
Einaliy the Ceims generation,
Submission, and subsequeint pavinent

taching processes. A weakness oy
dehicieney i amy part ol the supplie:’s
svstem can lead v improper claims
undeected overpavments. or laidue o
detect system defects

Each ambulance supphier showld have
computer or other svstem edits to
ensure thal minimum data requirements
are mel. For example. under CMS's new
fee schedule, each transport claim that
does not have an originating zip code
histed should be “flagged ™ by the
svste. Other edits should be
established to detect potentially
improper ¢laims submissions. A
systems review is especially important
whun documentation or billing
requiremnents are modilied or when an
ambulance supplicr changes its billing
sultware or claims vendors, As
approprigte. amhulance suppliees
should communicate with their pavor
when thev are implementing significam
changes to their syslem to alert the
payor to any unexpecied delavs. or
increases or decreases in claims
submissions.

Ambulance supplicrs should ensure
that their elecironic or computer billing
svslems do not automatically inserl
information that is not supported by the
documentation of the medical or trip
sheets. For example. billing systems
Lurgeting optimum efficiency may be sel
with defaults to indicate that a
physician’s signature was obtained
following an vmergency room transport,
Ifinlormation is automatically inserted
nnto a claim submitied for
reimbursement, and that inlormation is
false. the ambulance supplier's claims
will be false. If a required ficld on ¢
claim fornyis missing information. the
svstem should flag the claim prior to its
subaussion.

5. Sanctioned Suppliers

Federal law prohibits Medicare
pavment [or services furnished by an
excluded individual, such as an
exchided ambulance crew member.
Accordingly. ambulance suppliers
should query the OIG and General
Services Administration (CSA)
exclusion and debarments lists bufore
they emplov or contract with new
emplovees or new contractors,
Addutionally . ambulance suppliers
shounld periadically {at Jeast vearly)
check the OIG anid GSA wely sites 1o
ensure that they are not emploving or
cortracting with individuals or entities
that have beenaecentiv convicted of a
criminat allense related to health cane or
who are listed as debarred. suspendoed,
exeluded o otherwise inehigible for
participation i federad health vare
nrograms. The O1G and GSA Web sites
arc listed at

http:Yofa s goacand hitp .
wnwarnel.goviepls, respectively and
contain specific instractions tor
searching the exclusion and debarmen
databases.

G Identilication ol Risks

This ambulance CPG discusses many
of the areas 1that the ambulance
industry, the OIG. o8 CMS have
identilied as commuon risks for maim
ambulunce supphiers. However, this
CPC dnes notidentily or discuss ail
risks that an ambulance supplier may
itsell identifv. Morcover, the CPG man
ascribe more o less visk to a particular
praciice area than an ambulance
supplier would encovnter based on its
own internal findings and
circumstances. Becaase there are many
different types of risk areas, ambulance
suppliers should prioritize their
identified risks Lo cosure that the
various arcas are addressed
appropriately. Apart from the risks
identified in this CPG. ambulance
suppliers of all tvpes (eg. small, large.
rural. cinergency. nun-emergency)
should evaluate whether they have any
unigue risks atlendant to their business
relationships or processes, For example.
a small. rural not-for-profit ambulance
supplicr mav identify visk arvas
different from those of a large. for-profit
ambulance chain that serves a primarily
urban area. To slay abreast of risks
affecting the ambulance and othes
health care industries, the OIG
recommends that ambulance supplicrs
review OIG publicaiions regarding
ambulance services. including QIG
advisory opinions, OIG fraud aleds and
bulletins, Office of Evaluation and
Inspeclions (ORI) reports, and Office of
Audii Services reports. all focated on
the O1G™s Web site at http//otg hhs.gov.
A review of industry-specific rade
publications will also help ambulance
suppliers remain curcent an industry
changes.

D. Response io Identified Risks

An ambulance supplier should
develop a reasonablr response (o
address identilied risk aress, including
written profocols and reasonahie fime
friomes for specilic siuations
Develuping timely and appropriate
tesponsive actions demonstiates the
supplrer’s commitinent to addiess
probivms and concerns. Ditermining
whether igenlified problems respond to
correchn e schions imay require eontinual
oversight.
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1 Specitic Fraud and Ahuse [isks
Associated Witli Medicare Ambulance
Coverugre and Reimbursement
Reuiremients

Ambulance supplivis shonld revien
and undevstand applicabie ambulance
coverage requirements. Ambnlince
suppliers that are not complying with
applicable requirerients should take
appropriate. prompt corrective action o
follew the relevant requirements. The
nen fee schedule covers seven levels of
service. including Basic Lite Support
{BLS). Advanced Life Support. Level 1
(ALS1L Advanced Life Support. Level 2
{ALS2). Specialty Care Transport.
Paramedic ALS Inlercepl. Fixed Wing
Ait Ambulance. and Rulary Wing Aire
Ambulance. Generally, Medicare Part B
covers ambulance transports if
applicable vehicle and stafl
requirements, medical necessity
requirements. billing and reporting
requirements. and origin and
destination requirements are met.
Medicare Part B will not pay for
ambulance services if Fart A has paid
directiy orindirecty for the same
SOPVICES.

A. Medical Necessity

Medically unnecessary transports
have formed the basis for a nomber of
Medicare and Medicaid frand cases
Consequently, medical necessily js o
1isk area that should be addressed in an
amhulance supplier’s compliance
program. Medicare Parl B covers
ambulance services only if the
beneficiary’'s medical condilion
contraindicates another nicans of
iransportation. The medical necessity
requirements vary depending on the
stutus ol the ambulance tansport (i,
emergency iransporl vs. non-emergency
transport). If the medical necessity
requirement is mel, Medicare Part §
covers ambulanee services when o
beneliciary is transported:

o Tuahospilal o critical access
hospital (CAH), or a skilind nursing
tacility {(SNFIL fiom anywhere. including
another acute care facility, or SN

e To his ar her hame from a hospital.,
CAH. or SNF: ‘

* Round trip fronia hospital. CAH. or
SN o an vutside supplics to receive
tiedivaly necessary therapeutic o

SN0SHE Services or
o Tothe nearest appropriatc ronal
O edvsia oy Beote Bis or twer homee.

1. Upoading

Ambulance suppliers shoold be
Carebul v b al the appropriate ley el for
<cpvices ecnally provided 1he federa!
sroverntiesl has prosecnted aonuezher of

aahndani e ases mvolving upeoding

Irom BLS 1o ALS refated to both
criergency and non-cimergendy
transpouts, In 19949, Tor example, an OIC
i estigation determined thit an
ambulance supplier was not only biliing
for ALS services when BLS services
were provided, but the ambutance
supplier did notemploy an ALS
teriified individual to perforn; the
necessary ALS services, This suppher
paid ¢ivil penalties and signed a five-
vear corporate integrily agreement
(CIA].
2. Non-Emergency Transports

There have also been a number of
Medicare fraud cases involving non-
cmergeney h'unspmrls {1) to non-Lovered
destinations and (i) that were not

nedically necessary. An OIG OBl report.

issued in December 1998 tound that a
high number of non-emergency
transports for which Medicare claims
were submitled were medically
unnecessary as defined by Medicare's
criteria. Medicare's ambulance foe
sthedule identifies non-emergency
transport as appropriale il (i) the
benehiciary is bed-confined and his nr
her medical condition is such that other
methods of ransporlation are
contraindicated. or (i) the beneficiary's
medical condition. regardiess of bed
confinement, is such that iransportabion
by ambulance is medically required.
The beneficiary’s medical condition and
the necessity for ambulance
transportation must be documented. In
determining whether a beneficiary is
bed-confined. the Jollowing criteria
must he met: (i) The beneficiary must he
unable 10 get up from bhed without
assistanca; (i) the heneficiary must be
unable {o ambulate: and (iit) the
beneliciary must be unable 1o sit in a
char or wheelchair (42 CFR 410.40 (d))
The fact that other modes of
transportation mayv not be as readily
available o1 as convenicut does not
justily coverage for ambulance transpor
{ora beneliciary who does not mest
Medicare's medical necessity
requirements.

Under no circumstances shouled
ambulanee supplicrs mischaracterize
the condition of the patient at the time
ol transport i an effort to claun that the
transporl was medically necessan
ander Medicare coverage requirements
it s unclear whether the service will
be covered by Medicare, thir ambulance
suppher should nonctiieliss
apprapately docrnent the condition
ol the patient and muintan records of
the transport

3. Scheduled and Uascheduled
Transports

Because of the potential for abmse in
the arca of non-cmergency transporls,
Medicare hiss criteria for the coverwe of
non-emeraency scheduled and
unscheduled ambulance ransporie. o
example. physician cerlification
statements {(PCS) should be ubtamed by
an ambulance supplier 10 veritv that the
trensport was medically necessay. The
PCSs shoutd provide adequate
intormation on the transporl provided
for cach individual bencficiary. and
each PCS must be signed by an
appropriate phvsician or other
appropriale health care professional
Except for pre-signed PCSs for
scheduled. repetitive ambulance
transpuorts. which can be valid forup to
60 days of transport service, pre-signed
andéor mass produced PCSs are nol
acceplable because they increase the
opportunity for abuse.

Medicare does not cover transports for
routine doctor and dialvsi
appuintments w hen beneliciaries do not
meet the Medicare medical necessity
requirements, Similarly, ambulance
services thal are rendered for
cunvenience or because other methods
of more appropriate lransportation arc
not available do not mect Medicare's
medical pecessite requirements and
claims for such seevices should not be
submitted to Medicare for pavment. For
example, an ambulance supplior was
required ta pav over S1 million lo the
federal govermiment and enter inte o ClA
with the OIG for billing (or medically
unnecessary wibbulance trips and for
non-covered ambulance trips 1o dociors’
oftices.

B. Documentation, Billing. and
Reporting Risks

Currently, the HCFA 1491 ar 1500
forms arc the approved forms for
requesting Medicare paviment {o
ambulance services. Inadequate nr
laulty documentation is a kev risk arca
for ambulance supplicrs. The
compilation of correct and accurate
documentation {whether elecironic ur
hard copy) is generaliv 1he
responsibiliny of all the ambulance
persontel including the dispatcher w ho
ieceiv e a request for transportation. the

personned transporting the patieni and
the coders and bidlers submithing clains
bt reombursement. When documenting
aservice ambulance personael shoutd
nobinase assumptions or infercnces to
comrpensiate fora dack ol imtformation m
contradiclory intormatior on s trip
sheel, ACK. or other medical source
docunients.
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To ensure that adequate and
appropriate intormation is dootmented
an ambulance supplier should gathe
and record. at a minimum, the
fullowing:

o Dispalch instructions. il any

o Reasons whiy Il‘dnspull.lliuli by
other means was contratdicated:

o Reasuns [or selecting the level of
sSeryv e

o Information on the status of the
individual:

o Wha ordered the tnp,

o Time spent on the tripe

¢ Dispatch. arrival at scenc, and
destination times:

o Nileage traveled;

e Pickup and destination codes:

s Appropriate ¢ip codes; and

e Services provided. including drugs
or supplies.

1. Healthcare Common Procedure
Coding Svstem (HCPCS)

The appropriate HCPCS codes should
bie used when submitting claims for
reimbursenient. The HCPCS codes
reporied on the ambulanen trip sheets or
claim torms should be selected to
describe most accurately the type of
transpur! provided based on the
patient’s illness. injury, signs. or
svmptoms at the time of the ambulance
transport HCPCS codes shoudd not he
sielected hased an information relating
to the patient’s past medical history or
prior conditions, unless such
information also specifically celates 1o
the patient’s condition at the time ot
transporl. Ambulance suppliers should
use canlion not (o submit incorrect
HCPCS cudes on trip sheets or claims (o
justify reimbursement.

2. Origin/Destinalion Requirenicnts—
Loaded Miles

Mecheare only covers transports for
the time that the patient is physically in
the ambulace. Elfective Jaonuary 1.
2001, winbulance supplives must furnish
the "point ol pickup™ zip cade on cach
ambulance daim form. Under the new
Nedicare ambulance fee schedule, the
proint of pickup will determine the
ruileage pavment rale. The ambulance
supplier should document the address
ot the point of pickup o verifv thot the
Zip code is ancurale.

The ambulance crew should
Aceuralchy repont the nileage o eled
From the point of pickup 1o the
destinatrion. Mudicare covers ambulance
transports 1o the nearest avalable
Preatines! fac i TEthe nearest facijity
Pt ap propriate {e.g. because of rallic
Pratterns ra aninabiliny o address the
Patient s condiiong, the beactician
< hould be oken to the next dosest
appropriate taclinv, Ha beneficiaony

requests a transport toa facility other
than the nearest appropriate facility, the
ambulance supplier should bilorm the
patient that he or she may be
responsibie for pivment of the
additional mileage mcurved

4 Multiple Pavors Coordination of
Benelits

Ambulince sapplices should make
every attempl o determine whether
Medicare, Medicaid. ur othey federal
health care programs should be billed as
the primary or as the secondary insurer.
Claims for pavment should not be
submitted 1o nore than one pavor,
except for purposes of coordinating
benefits le.g . Medicare as secondary
pavor). Section 1862{b)(6) of the Act (42
[1.5.C. 1395v(b){6]) states that an entity
that knowingly, willfully. and
repealedly fails 1o provide accurale
information relating to the availabilin
of other health benefit plans shall be
subject to a civil money penally (CMP)

The OIG recognizes that there are
instances when the secondary pavar is
not known or cannot be determined
belure the ambulance transportation
claim is submitted. This mav be
particularly true for ambulance
suppliers that have incomplete
msirance inlormation from a
transporied patient. In such silualions.
if an ambulance supplier receives an
inapprapriale or duplivate pavment. the
pavmen! should be refunded to the
appropriate pavor in a timely manner,
Accordingly. ambulance suppliers
should develop @ system to track and
quantifv credit balances W return
averpayments when they occur,

C. Madicare Part A Pavment for “Under
Arrangements’ Services

In certain instances, SNFs, hospitals.
or CAHs, nav provide amwbulance
services “under arrangements” with an
ambulance supplier. In such cases, the
SNF. hospilal. or CAH is the entity
furnishing the transport Accordingly
Medicare pavs the SNF, hospital, or
CATH for the service. The SNF. hospital.
ur CAH payvs the ambulance supplier a
contractually agreed amount,
Ambulance suppliers that provide such
transports “under arrangements “with a
SNF. hospital. ur CAH should not bill
Medicare for these ransports. Al such
arrangeincats should be carefully
rev iewed to ensure that there is no
viotation of the anti-Kickback stalute, as
more Tully described i serbon V.

Do Medhend Ambulance Coveruge

The Medicaid program o jeint federd
and state heath mswence progian,
provides tands tor heabils care provides
and supphers that perlor or deliver

mudically nccessary services for chyible
Medicaid recipients Fach state
establishes s own Medicaid
regulations, which vary dependine on
the state plan. However, twa federal
regulations torm the basis for ol
Medicaid reimbursement for
transpartalion services gind ensige a
mimmuin level of coverage lot
transpaitation serviees. First, all states
that receive federal Medicaid Tunds ave
required o assure banspoitation lor
Medicard recipients (o and from
medical appointments {42 CFR 431 53).
Second. Jedural regulabions further
define medical transportation and
describe costs that can be reimbursed
with Medicaid Innds (42 CIFR

440 170{an)).

In short, Medicaid often covers
transports that are nol tvpically covered
by Medicare, such as transports in
wheclehair vans, cabs, and ambulvtles.
However. the trunsports are subject to
strict coverage and pavment rules, The
slali: Medicaid Fraud Control Units and
tederal law entorcement have pursned
wany fraud cases related to
transportation services billed to
Medicaid programs. Ambulance
suppliers should review the Medicaid
regulations governing their state or
serviee territories to ensure that any
hitled services meet applicable
Medicaid requirements.

V. Kickbacks and Inducements
A. What Is the Anti-Kickback Statwe?

The anti-kickback statute prohibits
the purposeful pavment of anvthing ot
value (f.e, remuneration) in order to
induce or reward referrals of federsl
health care program business. including
Medicare and Medicaid business. 1t (See
section 1128B(h) of the Act (42 LLS.C
1320a-7h}.) It is a criminal prohibition
thal subjects vielatos to possible
imprisonment and criminal lines T
addition. viclations of the anti-kickback
stalute nay give rise 1o CMPs and
exclusion from the tederal health care
programs. Both parties to an
impermissible hickback transaction may
be hable: the party offering or paving
the kickback, as well as the party
sohiciting or receiving it The key
inquiry ander the statute is whether the
partics mntend Lo pav. ur be paid. lor
referis, Paving tor eeferals need nol be
the oniv ar primary purpusce ol a
paviient: s courts hine found il any
ane purpose of e payvment is o ndece
arrewand reterrats, the statate is
violatind 1Sce e Daated Stafr sy
Rats, 871 F 2d 105 (9 h Cir jusa)
Unieted States v G ber, 700 1,20 B8 (e
Card cert dened 474 TTS Q8K 119831
nshortanambalance supphior shoald
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neither make noi doeep! pin menls
intended in whole ur in pare
generate lederal health care program
business

B. What Are Sale Harbors'?

The department has promulgated
Usade-harbor™ regulations that descrshe
payvment practices that do not violate
the anti-kickback statute. provided the
payment prachice fits squarelv within
safv harbor, The sale harbor regulations
can be found at 42 CFR 1001 952 and on
the OTG Web page at htip-/ oig.hhs.gos -
fraud/safeharborregulations.htmii 1.
Compliance with the safe harbor
regulations is voluntary. Thus. failure 10
complv with a safe harbor does not
niean that an arrangement is illegal,
Rathor. arrangements that do not fit in
a sale harbor must be analvzed unde
the anti Kickback statute on & case-hy -
case basis to determine if there is a
violation. Tu minimize the risk nnder
the anti-kickback statute, ambulance
supplicrs should structure arrangements
to take advantage of the protection
offered by the safe harbors whenever
possible. Safe harbors that mav be
useful for ambulance suppliers include
thosc for space rentals, equipment
renlals. personal services and
nuanagemenl contracts, disconnls,
employees, price reductions offered 1o
hiealth plans, shaved rvisk arrangements
and ambulance restocking
arrungements. (42 CFR 1001.952(h). {¢).
(d). (h) (i), (). (u). and (v). respectively )

C. What ls “Remuncration” lor Purposes
of the Sttuie? ‘

Under the anti-kickback statute,
“Tremuneralion” means virtualy
anvthing of value. A prohibited
Kickback pavment may be paid in cash
©rin kind, directly or indiroctly,
czaverth nr overtly. Alnost anyvthing ol
value can be a kickback. meluding. but
not limiled 1o, monev, goods. services.
Fvee or reduced rent. meals, travol, wills,
and invesument interests, :

D. Who Are Reterral Sources tor
Ambulance Suppliers?

Any person or entity in « positicn 1o
gonerate federal bealth care program
business for an ambulance supplics
divectly arindirectiv, is o potential
resferras source. Potentia) releeral seurces
include. but ore nat limnted 1
sOvernmental “9-1-1" or comparabice
tnergeney medical dispatoh sestems,
provate dispaleh systems s
resspondeis haspitals, nursing facilitios,
as sisted Living faciliics. hone Leald
d2 encies physician oflices. statt ol any
of the foregoing entities, and paients.

I For Whom Ave Ambulanee Suppliers
Sourrces of Relorrals?

In come crcumstances, mnhulance
suppliens luenishing ambulinee services
may be sources of referrals e
patients) for hospitals other receiving
lacilities. and second responders,
Ambulunce suppliors that turnish othie
Gpes of ansportation sueh as
ambuletie o van bansportation, also
may be sources of referrals for other
providers of federal) heath care program
services, such as physician offices,
diaguostic facilities, and certain senion
cenlers. In general. ambulance
supplivrs —-particularly those furnishing
cmergency services—have relalively
limited abilities 1o generate husiness tor
other pruviders or to inappropriately
steer patients 1o particular eiergency
providers
I How Can Ambulance Suppliers
Avoid Risk Under the Anti-Kickbhack
Statute?

Because ol the gravity of the penallies
under the anti-kickback stature,
smbulance suppliers are strongly
encouraged to consult with experienced
legal counsel abuut any financial
relationships invalving patential refurcal
sources. In addition. ambulance
suppliers should review OIG guidance
redated 1o the anti-kickbark statute.,
including advisory apinions. fraud
alerts, and special advisory bulletins.
Ambulance suppliers concerned ahout
their existing or proposed arrangements
may obtain binding advisory upinions
fromi the QIC.

Ambulance suppliers should exercise
cominon sense when evaluating exisfing
or prospeclive arrangements under the
anti-kickback statute. One good rule ol
thumb is that all arrangements for jfems
wr services should be al lair market
value in an arms-length transaction not
taking into uccount the volume or value
vl existing or potential referrals. Tor
wich arrangement, an ambulance
supplier shoold carelulhy and accuraieh
document how it has deternmned fair
market value. As discussed Turther in
appendin A4, an ambulance supplior
may not charge Medicare or Medicaid
substantially more than its usual charge
to other pavors,

Ambulance suppliers should consull
e safe harbor o disenunts (42 CFR
1001.952{h}) when entering 1o
arrangements involving discoanted
pocng. Innos! circamstances,
ambulance suppliers who offer
discounts to purchasers who bill federal
prograttis nust fellv and accarately
disclose the discounts on e i oice.
Cengoll on stateimcnld senl o parchasers
and inform purchiasers of the

purchasers” obligations o report the
discaunts tuthe federal programs
Aveurate and complete records should
be Kept of ali discount arrangements,

Ambulance suppiiers should exerjse
caution when selling services 1o
prure hasers who are also in g positton o
Aenerate federal health care progran
Lusiness for ambulance suppliers [0
SNI's or hospitals that purchase
ambualunce services for private payv and
Part A patients. hul reler Pard B and
Medicaid patients 1o ambulance
suppliers). Any Link or connedtion,
whether explicit ar implicit, hetween
the price offered fur business paid out
of the purchaser’s pocket and referrals
of federal program husiness billable by
the ambulance supplier will implicaie
the ati-kickback statuie,

An ambulance supplier should not
offer or provide gifts. free itemes or
services. or other incentives of grealer
than pominal yalue W refereal sources.
including patients. and should not
aceept such gilts and benefits from
parhes soliciting referrals fram the
ambulunce supplier. In geneeal, token
gills used on an occasional basis to
demonstrale good will orappreciation
{e.g  Jogo key chains. mugs, or pens)
will be considered to be nominal in
value.

G. Are There Particular Arrangements io
Which Ambulunce Suppliers Should Be
Alert?

Ambulance suppliers should revien
the following arrangements with
particular care. (This section is intended
lo be illustrative, not exhaustive, of
potential areas af visk under the anti-
kickback and beneficiary inducement
statules.)

L Arrangements for Cmergency Medical
Services (EMS)
a Mumcipal Contracts

Contracts witle cities or othee EMS
sponsors far the provision of vmergency
medical services mav raise anti-
kickbeck concerns. Amnbulance
supphers should not offer anvthing ol
value to cities or other EMS sponsots in
order 1o secure an EMS contract. (In
general aimbulance suppliers may
provide cities or other municipal
entitics with free o reduced cost EMS
lew varinsored. indigent patients.) In
addition. mrangements that cover hoth
EMS and non-EMS ambulance businuess
should be carefully semtimized.
conditioning NS services on obtaining
non ENIS business poteriiaily
implicates the anti-hickhack statute
Absenta steto ar Tocal lew requining a
tre beiween EMS and non NS
busimess anbulwiee supplives
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contempleling such arrangements
shoald consider obtaming vn 016G
advisoryv apinion. While cities and otha
EMS sponsors may charge ambuiance
suppliers amaounls o cover the cosis ul
services provided to the sappliers, they
should not solicin influted pavimens in
exchange for access 1o ENIS patients,
inc luding access 1o dispatch seivices
under "Y-1-1"" ur comparable svstens
Aditvor uth(l political sabdin isiun ol
a state {e.g. fire district, county
parishi lna) Ol require a unll.arhng
ambulance supplier to waive
copavinents lor its residents, but it may
pav nncollected. ont-of-poc ke
copavients un behalf of its residents
Such pavinents may be made through
lumyp sum or puriodic pavments. if the
ageregile payvments reasonably
approximate the otherwsse nncollected
cost-sharing amounts. However, a city
or other political subdivision thal owns
and operates ils own minbulance service
is permitted to waive cosl-sharing
amounlts for its residents under a special
CMS rule. (See CMS Corrier Manual.
section 2309.4: CMS lternediary
Manual, sechion 31533 A; see also. e.g.
OIG Advisory Opinivn Nu. 01-10 ant
01-11.)

b. Ambulance Restocking

Another common EMS arrangement
imvolves the restocking of supplies and
drugs used in connection with patients
tanspaoried to hospitals or other
emergency receiving facilities. These
arrangements Lvpically do net raise anti-
kickback concerns. However, ambulance
suppliors participating in such
arrangements can eliminate risk
altogether by complving with the
ambulance restocking safe harbor at 42
CFR 1001.952(v}. In general. the sale
harbor requires that TMS restocking
arrangements involving (ree or redieed
price supplies or drugs be conducted 11
an open. public, and wuiform manner,
although hospitals may eleat la restock
undy certain categories of ambulance
suppliers feg., nonprolits or
volunteers). Restocking must b
accuralehy documented using trip
sheets, palient care reporls, paticnt
encounter teports, or other
docwnentation that records he specific
tvpe and amannt of supplies or drags
userd o the transparted EMS pativnt
aind subsequenthy restycked. The
documentation must by maintained for
S years The saie harbor also covers fan
wnarke! alue restocking arrsngements
aand goveriment mandated restocking
carranze nents, The sate harbor
conditiens are sel lorth with spesificin
intheeanlations

Whaoin apart troon anti-kKickback
Conneris ambubinee stecking

ArranRements raise ssues with respeat
o proper hilling for vestocked supplies
and drugs. Pavment ainl coverage rules
are et by the health care program thal
covers the patient (e g Medicare or
Muodicaid). To determine proper billing
for restocked sopplies or drugs.
ambulance suppliers should consult the
retevant program paymeni rules o
conlact the relevant pavment enbily,
Under the Medicure progrant. in almost
Al circumstances the ambulance
supplicr—nal the hospital—will be the
party entitled 1o bill tor the restocked
supplies or drugs used in connuection
with an ambulance transport. even il
they are obtained through a restouking
progrant. However. under the
ambulance fee schedule, supplies and
drugs are included tn the bill fur the
hase rale and are not separately billable.
Ambulance suppliers should consull
with their pavor to conflirm appropridle
hilling during the new ambhulanee fee
schedule transition period.

2. Arrangements With QOther Responders

In many situations. it is common
practice Jor a paramedic intercepl ur
other first responder to treal a patient in
the field. with a second responder
transporting the patient lo the hospilal.
In some cases, the first responder is in
a position to influence the seledion of
the transpurting entity. While fair
markel value pavments for senvices
actually provided by the first responder
are appropriate. inflated payvients by
ambulance suppliecs to ganerate
business are prohibited, and the
government will serutinize such
pavients bo ensure that they are not
disguised payments o generate calls
the transporting entity.

3. Arrangements Witl Hospitals and
Nursing Facilities

Because hospitals and nursing
Lavilities are kev sonrces of non-
emergency anbulance business,
ambulance supplivrs peed Lo tike
particular care when enleving inlo
arrangements with such instilutions.
(See section F above.)
4. Arrangements With Patients

Arraugements that effer paiienis
incentives to selecl particalar
ambulance suppliers may violale the
anti-kickback statute. as well as the
CAP Taw that prohibits giving
mdocements o Medicare and Medicana
beneficiaries that the giver knows. o
shorld know wie likely to infiuence the
benefician to chouse a pachirata
praciinener, provider. or supplive of
Henrs or services pavable v Medicore o
Noedicaid (Sec section 1128 AR ol
Jie A {42 USC1820a 7ala)(D))

Prolubited incentives aiclode, without
limitation . free goods and <ervices and
Coprvinent waivers, The statute
contains seneral NGITOW exeepbons,
including financial hardship e opavment
waivers and neentives [o promote the
delivery af preventive care services as
defined iy regolations. In addinon,
items or services ol noming vidue ess
than S10 per item or service or $300n
the aggregate annuaily) and am
pavment that His into an anti Kickbdaek
safe harbor are peemitted.

An ambulance supplier should not
routinely wanve federal health care
program copavments le.g. no
insurance onlv™ hilling). althaugh the
supplier may waive d patient's
copavment if it makes s good faith.
individualized assessment of the
palient’s financial need (16) Financial
hardship waivers may nol be routine or
advertised. As discussed in section G
above, cities and other political
subdivisions are permitted to waive
copaymenls for services provided
directly lo their residents.

Subscription or membership programs
that offer patients purporied coverage
only for the ambulance supplier's
services are also problemaltic because
such programs can be used to disguise
the routine waiver of cost-sharing
amounts. To reduce their visk ander the
anli-kickback statute, ambulance
suppliers offering subscription programs
shoald carefullv review thear te ensure
hat the subscription or membership
fees enllected from subscribers or
members, in the aggregaiv, reasonahbly
appluxnndlﬁ—hum an acluarial or
historical perspective—the amounts that
the subscribers or members would
expect 1o spe md for vast-sharing
dmounts over the period cove el by the
subseription ar membership agreement

VI Conclustun

This ambulance vompliance program
gutdance is intended as a resource fon
ambulance supplicrs to decrease the
incidence of lraud and abuse as well as
crrors that might ocent due to
inadequale training or inadverlent
noncompliance. We encourage
ambulance suppliers to scrutinize thei
miternal practices to ensure the
development of a comprehensive
compliance program

Compliance prograns shonhd reflect
s h ambulance supphiers individuoal
and unique circumstances N has been
the O16G's experience thal those health
core prov b s and suppliens that have
devetoped compliance prograins ot
onh better understand applicable
teceral Tialth care program

requiremesis, bal also theirown

internal operatons We are hopeful tha
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this guidance will bea valuable toal in
the development and contnuation of
ambulance suppliers” comphance
[ll'(lgl'i!!ll\.

Appendix A—Additional Risk Areas

1.No Transport” Calls and Pronouncement
of Death

It an ambulance supplien responds toare
cinergeiey cacll bt s piatient is not
transported due 1o death three NMedicun
rules apphy Ian indis duzl is proncuneed
dead prios to the Bme the ambuianoe was
rinpested, there is ro pavient. It the
indivdual s proncunced dead after the
ambudance has been reguested. but hefoe
any services are rendered, o BLS pavment
will e made and no mileage witl be paid
i the individual v pronounced dead stte
being loaded into the ambulinee, the some
pymant rules apply as if the beneheian
wmere alive. Ambubimcee suppliers shouid
accurately reprosent the time of death wisd
requost pavinent based on thy.
aforementioned criteria.

2. Multiple Patient Transports

On occasion, it may I pecessany for an
ambulanee to transport multiple potieals
cuncurrently I more than one pationt is
transported cancurrentty in one ambalang e,
the amount billed showld be consistent with
the mult:ple transport gaidelines established
Dy the paven in that region Under CMS's
new fee sehedale rudes tor multiple
transports. NMedicare will puyv a percentage of
the pavment aflowaner: for the base rub:
applicable o the level of care firnished to
the Medicare beneficiary (eg. it two patients
are transported simnltancousle, 75 pereent of
the applicable base rat will be rejmbursed
fur each of the Medicare bencticiaries).
Coinsuranee and deductinle amoveats will
Spplv o the provited amoants,

3. Multiple Ambulances Called to Respond
to Emergency Call

On accasion, more than one ambnilance
supphicr responds to an emergency call and
15 present ty transport w benetiviay: Thesc
are often reteted to as “duat tansperts U n
stch cases, oniy the transporting ambulance
ssupplivy mav bill Medicare for the soivice
provided H pavmoent s desired for services
provided to s patient the non-ransporting
aimbulonce company should receive it
clirectly from the transporting suppher based
O negotated srrangement. These pavmonts
sshondd Le farr market vatue tor services
actaliv rendered by the nog-bransporting
supplios and the parties shouid review these
Yorarvment i wiments for complivneath
the sntr-kickbao s stotute, O oreas o, when
runttiple ambicnce cravs respond 1o cadl
o3 BLS wnbialanye man provide rae transpoat,
Faur the fovei of services provided man e !
tac ALS Tevor THaRLS sappdicr is bilhey
the ALS tevel becanse of services tarmisied
Fay an g Litonas ALS crew maembe
cyppropa e dacumeatation sheangdd

Preroip i the chanm voediote teothe o
bt it s triom s previded e e

At s B one sappoct i sahiont e

whe pavinen!

4 Billing Medicare “Substantially in Excess’
ol Usual Charges

Anthalanee suppliers generellv may not
charge Nedicare on Mede ad patients
stbstantialy more than they vsualiy vharge
cvervane clee 1 they da they are subrect b
exelusion by the OIG. This exclusion
mhority s natimplivated undess the
supplier’s chazge tor Medicare ar Medicand
patients s substantinlly mose than s mesdaa
nen Nedrcare Medivawd cnnrge. Tn other
wards, the stuppdier need not warn unless it
is discounting close 1o half of wts non
Medteare/Mediwonid business. Ambulance
sappliers snoitid review charging practices
with respect 1o Medicare and Medicaid
bitling to ensure that thev are net charging
Medicare or Medicaid substantiallv more
than they nstallv chinge other customers fur
comparable services, I is appropriate for an
ambidonce supplict to determine its usual
charge with reference (o its total charges to
neb-Medicare/Maedicaid custamers for an
ambulanee tansport {whether or not the
chiurges are structured as base rate plus
mileage: or othenwise) and then to compare
the resulting “usual charge™ to its tatal
charge to Medicare (e base rate plus
mileuge) or Medicaid for comparable
transport,

Appendix B—OIG/HHS Information

The OIC s web site thttji//oig hhs.gov)
couins vartous links describing the
following: (1) Anthorities and Federal
Register Notices, (2) Pubhications, (3)
Reports, {4) Hearing Testimony. (5) Fraud
Prevention and Detection. (6} Reading Room
17} OIC Organization amd (&) Emplovment
Opportunitics. Such infurmation is
frequently updated anddis o useful tool for
ambulance providirs secking additions! Q16
respuees.

Also disted on the OIG's web site s the OIG
Hotime Number One method tor providers
to report potential frand. waste and abuse s
o contuct the OIG Hotline number, AlFHHS
and contraictor emplovees have o
responsibility to assist in combating traud,
waste, and atse in sl departmental
programs. s such, providers are concouraged
Lo report matters invoiving fraid, wastesond
Fismandgement in am departmentsi
program to the OIG. The OIG maimuain. o
hottine that offers o confidential means b
veporting these matters

Cottas ting the OIG Fotling:

By Phone. 1-B00-TEIS-TIPS (1 800- 447
#477).

By Fax: 1-800-223-8164.

By LMl Hape@oig hbs.am

n}' TTY: | 800--377 =400,

By Nl Oftice of Inspector Genera!
Nepartment of Health and Human Senviees
At HOTHINE. 30 indepeadonee Ave
SWo Washinaton, 00 20000

\When contacting the botline pieas
provide the folowimeg sntorniation to the hest
Af vour abiliy
==Tvpe ar Complaint Ned care Part A

Noedie g et i3

frovbine M ahe Sevie

FRICARY

Other (please NUERY)

— HHS deparhineit or progra beng 2ffcted

uy vans allegation of fraud, waste, abuse
Hli;lh-llht;{ﬂ“ll:!)[ Centers for Medicare and
Nt Services (formerfy Health Care
Pinaeeing Administration) induan Hea o
Servie e Other please specify]

— P case povide the following intorsation
thowever, it vou wonld ke vour reternal
to b subniitted pnorvmiatsiv, pivase
mdisate such 1 vou correspondeiice o
phone calt)h Your Name,

Your Street Address
You: Cinn/County
Yuour State

Your Zip Code

Your Eomait Address

—ANutject Penson/Bosiness/Departinent t
allegation ts against: Name of Sabjest
Tith: ot Subject
Subject’s Street Address
Subjuc s Citv/County
Subject's Stute
Sthject’s Zip Code

—Plaase provide a brief summary of v
arlegatian and the relevant facts,

Appendix C—Carrier Contact
Information

1 Medicare

A complete list ot contact intormation
{address, phone numbey capanil address) o
Medieare Part A Fiseal Intermeddiaries.
Madicare Part B Carticrs, Regionnal Tome:
Health Intermediaries. and Durable Medical
Lguipment Regional Carricrs zan be found un
the CMS Web site at hitp/fewis hhs.gov/
contactsiincardit sy,
2 Medicaid

Contact information (address. phone
mnbnr, c-mnil address) for cadch state
Medicaid director can b found on the CMS
Wt site at hitpdfcms. hhs.gov/medicaid/
mcontact.asp. In addition to a list of state
Medicand dircetors, the Web site inchidas
contact information for ench state sty ey
ageney and the CMS Regional Offices

3. Ambulance Fee Schedule

Information related to the development of
the ambulance fee sehedule is tocated ot
httpleinis hhs govisupplierslafs/default.asy:.

Appendix D—Internet Resources

I Centers for Medicare and Medicad
Services

The CMS Web site thitp HZems hhs gon/)
includes toformation on & wide srray of
topics.inelding Muediram’s Nationai
Coverage Datahase, National Coverage
Poitcios. Lows and Rugulations and State
Wadver andd Demonstration Programs in
additivi, thee Web site contains intonmatiog
relsted to Medicard meindivg a General
NMuedicatd Overview State and Fedarad Headth
Progrem Contavts, State Modicaid NManus
State: Medicaid Plans, State Weivers nnd
Nemonstiation Progranes. Lotters oSt
Oltrciads and CNVEIS Pubicabans

2GS ATedy are Toitagay

This CVES Webe st ey
Wi s ihs g Cmedlearssebis asgs,
prcados s ct-bised rralinng related o

t
CNIS S pucposeand nistore the three tvpes
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cf Medicite coverage. the teles agencies and
vontractors plavesnd the claimes handimyg

PRI
£ Goverriment Peinting Ofice (GPO
The GPOWeb site {http/is

W ey g 2o ] provides aeoess o
tedleral statilies and rl)gillimmls prertainmng to
federad hesltn care programs

4 The 58 Hovse of Representatives hiternet
Lilrarnt

Tne 1.8 Honse of Represeatahin es taternet
Litnov Wels site thttp 2/ wscode honss gov/
usc At provides access to the Unired Siotes
Code which contains biws pertaining to
tedlerl health coave programs

Endnotes:

1. Ta date, the OIG has issued complianee
program guidanc e for the feilowing nine
industry sectors: (1) Hosprtals, (2) clindeal
lahovatories: (3) home health agencies (4
durable medical equipment suppliers. (3)
third-party medical billing companies: (6)
hospives: (7) Medicure+Choive arganizations
offering coordinated cire plans: ts) nursing
facilities: and () individual and small group
physiciar practices. The goidunces listed
here and referenced in this docament are
available on the OIG Web site ot httpe /s
uig.hhs.govan the Fraud Prevention and
Detection sechion,

2. Tne CMS's final ambulance fee schodule
nde was published tn the Federal Register
on February 27,2002 (87 FR 91000 and went
into effuct on April 1, 2002

3. The term “aniverse’™ s usisd inthis CPG
to mean the generalby accepied definition of
the terns fos purposes of pesforming «
stutishical analvsis, Specitically. the lerm
“universe” means the total namber of
samiphing units from which the simple was
seiocted.

4. The OIG encovirages that providers/
suppliers police themselves, correct
underlving problems. and work with the
guvernment to Tesolve any problematic
practices. The O1G's Provider Seli-Disclisne
Protocnl, published in the Federal Register
on October 30, 1998 (K3 FR 58399}, sets tarth
the steps. including a demailed audis
methodology, that mav benudertaken if
suppliers wish to work openly and
cooperatively with the OIG. The Provide
Sulf-Disclasmye Protocob s open to al! healtl
care providers and othes entities and s
ntended 1o facilitate theresolution of
matrers Enilin the provider's reasopsble
assessmant, may poteotisiiv viokite fedorad
s timingt cvil, or administrative s, The
Providir Selt-Dise tosnre: Protoc ol is gt
intended te resolve simple mistakes o
wrerpavinct prublems. The OIG s Seif-
Dlisclosurs Protocol can be forad onme OIG
NVeely siteat aMyoeda hhsan

5. Ambulance suppliers shondd reud the
KOG & September 14949 spec al Adveson
Thlletin entithd The Libeor of Lacbason

Fooun 40 crpation an the Federas Health Gare

Forperars  published m the Federal Register
e Ocroter 71800 (od PR35, whooh e

Yovated o httpdooie Bies con Midaldrt for mae e
Eotormiateon pegnrding enciaced nddiv odaa
Cepd et s aud the el t o emnloving o
vtrac g with such indsy idias o eanties

pa

U OLI-09-03-004 1 2, avaiiuble on the
CIG s Web siteat http o hhs govGer

7 CMIS Program Memorandum 8-00-04
deseribes different options tor ambulane
sapptivrs having difficulty obtaining PGS
1See 42 CER Q10 30id)isini) end (i ) A PCS
is pot reguned. ey beneticianes who ave nel
wider the direet care of o phivsiciar, whetio
e heneficiary resides wt home opina
facrlitv 1. Section 4 13 300d .

d 42 CIR410.420d).

4. 0On December 28. 2000, the Departinent
of Heaith and Human Services (1HS)
released ite final rale implemenning the
privacy provisions of the Health lusuranee
Portability and Accountability Art of 1990
The rute became effective in Apni! 2001, aed
regulates aveess vse, and disclusure of
personallv identifiable health intormation b
rovered entities thealth providers, plans. and
Chearinghauses). Guidance on an ambulance:
supplier’s comphance with the HHS Privacy
Regulations is hevond the scope of this CPG:
nowever it will be the responsibility of
ambultance suppliers to comply. Maost health
plais aud providers must comply with the
vitle by April 14, 2003 Tn the meantime.
many arganizations re considering and
analyvzing the priveey issues.

10. Losded miles refurs to the number of
mihes that the patient is physicatlv on board
the wmbuldanee,

11, HCPA Program Memorindum
Transmittal AB-00-118. issued on Novesohia
30. Zoowu

12, In addition to Medicare and Maedicand.
the fudera! bealth care programs inclhade, b
are wut-lmited to. TRICARU. Veterans Health
Care, Public Heslth Service programs, and
the Indian Health Services.,

13, The provedures for appiying for an
advisory opinion are set forth ot 32 CFR par
1008. and on the OWG Web page at hitp-//
wniv.oig.hhs govefraud/
advisorvopinions. btml# 4. AlFOIG advisory
opinions arc published on the O1G web page.
A number of published upimons involving
wnbntlance arrangements provide useinl
guidance for ambulance suppliers. Thase
inchide O1G Advisory Opinions Nos. 97-6,
GH-3 UK-7 0B-11 9U-1. 94=-2, Y=5 (11-7,
On=-4 0O-11, 01-10, 01=11.01=-12,01-18
02-2, 02-3. 02-R. and 02-15, Other advison
upinions not specitivally involving
ambulance arrangements mav also jrovide
useful gnidance.

14, Sew 63 FR 24400 April 260 2000.

15 See Speatal Advisory Bulletin: Otfering
Gifts and Other Inducemmit to Benetdaries,
located on the OIG Wby page at hip:?’
win oje hhs gov/fraud/ fraudolerts htinla?

16 See Special Fraud Aletr: Routine
Waiver of Cupaveents or Deductinles Under
NMoedicore Part B (59 FR 65472, 65374 (19494,
tocated un the O1G Web page at http 7/

v o fths gon fiotiraudalerts vinile 1.

VT The O0G may exelude fro
patticapation i the federat health care
prograris eny proyider that sabimits or catses
to be sahminted bills o0 requasts tor pavimant
Mhosed on charges or costshander Medica
o Medieand that arg substantallv i excess
aof caich proveders waralcharges orcosts,
neiess e Secretary finds good canse o
ten bleethih;

HiDN

such biliv o requosts iSee s

elthe Ac b2 S G bsZoy 7

Pated: Tebruany 14 2004
Jauet Rehinguist.
Tisjprctor General
R Do 0g- 66 Fried 5-21-04 45 am
BILLING CODE 4152-01-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Substance Abuse and Mental Health
Services Administration

Agency Information Collection
Activities: Proposed Collection;,
Comment Request

In comnpliance with section
33061C)(2)(A) of the Paperwark
Reduction Acl ol 1995 concerning
opportunity for public comment on
proposed collections of informatiou. the
Substance Abuse and Moeuntdl Health
Services Adnunistration will publish
periodic summaries of proposed
prajects. To request more information
on the proposed projects or Lo ubliin o
copy ol the information collection
plans. call the SAMISA Repoits
Clearance Officer on {301) 443-7978.

Comments are invited on: {a) Whether
the propused collections of information
are necessary {or the proper
performance of the functions of the
agency, including whether 1he
information shall have practical utility:
(b) the accuracy ol the agency's estimale
of the burden of the proposed collection
of information: {c) ways lo enhance the
quality, utilitv, and clarity of the
inlormation to be collected: and {d)
wavs luo minimize the burden of the
collection ol information on
respondents. including through the use
of automated collection technigues or
other forms of infurmation technology

Proposed Project: Nahonal Cross-Site:
Assessment of the Addiction
Technology Transfer

Centers Network—(OMB No. 0930-
0216. Revision —The Subslance Abuse
and Mental Health Administration’s
(SAMHSA) Center tor Substance Abuse
Treatment (CSAT) inlends to conlinuu
an assessment of its Addiction
Technology Transter Centers [ATTCs).
The data collection instruments are
being modilicd. and the methodolog
will be updaied to complywith CSAT s
new Government Performanr e and
Resalis Act {GPRA requirements. CSAT
is requiriag all of s programs to use
standard GPRA Custome? Satistaction
forms for training. technical assistanoe
and meeling events, approved by OMB
under OMB control namlber DY3E0- 0197,
T response o these new reguirennels,

the ATTC Network will modifv the
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SENATE BILL 6231

Fassed Legislature - 2006 Regular Sessio:
State of Washington 59th Legislature 2006 Regular Session
By Senator Spanel; by request of Insurance Commissioner

Read first time 01/09/2006. Referred tc Committee on Financial
Institutions, Housing & Consumer Protection.

AN ACT Relating to exempting certain private air ambulance services
from licensing under the insurance code; and adding a new section to

chapter 48.01 RCW.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF WASHINGTON:

NEW SECTION. Sec. 1. A new section is added to chapter 48.01 RCW

to read as follows:

A private air ambulance service that solicits membership
subscriptions, accepts membership applications, charges membership
fees, and provides air ambulance services, to subscription members and
designated members of their household is not an insurer under RCW
42.01.050, a health carrier under Chapter 48.43 RCW, a health care
services contractor under chapter 48.44 RCW, or a health maintenance
organization under chapter 48.46 RCW if the privaté air ambulance
service: v

(1) Is licensed in accordance with RCW 18&.73.130;

(2) Attains and maintains accreditation by the commission on
accreaitation of medical transport services or anotrer accrediting
organization approved by the departwent of health as having equivalent

reguirements as the commission for aeromedical Lranspcre;

p. 1 SE 6231.81L




(3) Has becn in operaticn in Washington for at least two years; and

1
o= (4) Has submitted evidence of ite corpliance with this section, the
L2 licensing reguirements of RCW 18.73.130, and accreditaticn from the
< comrission or another accrediting organization approved by thne
5 department of health as having equivalent requirements as the
€ commission for aeromedical transport to the commissioner.

Fassed by the Senate February 2, 2006.

Passed by the House February 28, 2006.

Approved by the Governor March 15, Z2C06.

Filed in Office of Secretary of State March 15, 2006.




