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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.

lTRICARE 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
benefitbonly 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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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 independently 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.” ?

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
member’s health insurance or medical benefits.”’

: http://www‘cal—ore.com/membership‘information.htm
z http://www.lifeteam.net/Membership/overviewAaspx
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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

&wice .!{.‘. . » ; ‘. Al ocat R s pmaaMal
Airlift Northwest Seattle, WA $79

Northwest Medstar Spokane, WA $59
Reach Air Medical Services CA, OR, WA 545
Enloe Flight Care Chico, CA $45
Care Flight Reno, NV $55
Life Flight Boise, ID S50
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 $52

Ground plus air 587

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. A|r Medncal Membership Program (AAMMP) Members

B () o
[raAR R s e
A|r Llfe Bend OR
AlrLlft NorthWest o Seattle WA
A|r St. Lukes ” Bonse ID -
CalStar - ! McCleIlan CA
Care Fllght Reno - , Reno, NV l
i Enloe Flrght Care | Chnco CA N (
‘ Llfe thht Network Portland OR |
; l‘\lorthwest Medstar B } Spokane WA
,L Portneuf Life Flight B Pocatello D

i
|
|
I

St Alphonsus L|fe thht Bonse ID

o) Another network honoring each other's membership programs include:

Table 3 Networks honoring each other 3 Membershap Programs

Reach Alr Medlcal Serwces » Santa Rosa, CA

; -
; Enloe Fllght Care 1 Ch:co CA

|

Cal Ore Llfe thht AII’ & 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 abproximate 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 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.”®

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 OIG Advisory Opinion No. 03-11, May 21, 2003
°Ibid.
b 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.
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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 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.

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)
*  Member Payer Mix

* Number of Members

® Member Utilization

® Average Air Medical Charge

® 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

Paver v Perkent of K

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 All’ Medlcal Utlllzatlon Rate

AnrMedtcaITransports ‘ 2,331

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.

Table 6 Pro;ected Collectnon Amounts by Payer
? Commercial Ins $9 30 $7,440 7
Medicare  $9,300 $4,000
Uninsured $9,300 SO
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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. Membership Fees and Co-payment Comparison

ééyér © ' Number of Members Membership Payments - a'ciglto-ﬁhents
Medicare 2,400 $141,600 | $57,600
Commercial Ins | | ” 1,200 - 570,800 - 544'640
Uninsured a0 $23600 $74,400
Medicaid | ol 50 50
Total | 5236000  $176,640
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 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.
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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

tess 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 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.

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:

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

¢ 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




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

Chapter 1 | Section 14

Ambulance Services

fssue Date: August 26, 1985
Authority: 32 CFR 199.4(d)(3)(v)

R

|

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

3.1.1 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.

313 When there are both Basic Life Support (BLS) 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).

3.1.3.14 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 bitled for all transports if only ALS is offered in the locality. However, if the
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TRICARE Reimbursement Manual 6010.58-M, February 1, 2008
Chapter 1, Section 14
Ambg_lance Services
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provider has established a different pattern of billing far 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 all 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 Ifthe 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.

+ If the 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.

3.1.4 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 leg 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 dispesable
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 anyoneora
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 supplicr’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 EKG 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.

3.24 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 or 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)).

3349 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 fong-term hospitals) and SNFs will be cost-shared on an inpatient basis.

3.33 Under the above provisions, for ambulance transfers between hospitals, a
nonparticipating provider may bill the beneficiary the lower of the provider’s billect charge or 115%

of the TRICARE allowable charge.

" CPT only @ 2006 American Medical Association ‘o such other date of publication of CP1 1 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 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 AD426 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 Itemization requirements are dictated by the particular HCPCS codes used in filing an
ambulance claim.

-END -
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Mr. Donald J
Assistant General Counse}
Office of General Counse]
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 Ajr Medical Group (“PHI"), a national FA A-certificated air
e ambulance carrier with operations in Texas. PH] representatives were present during the Governor’s

, We have 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
your preliminary analysis and respectfully submit that the Regulation, both in its current form and
with the proposed amendments, is preempted as applied to air ambulance carriers by Section 105 of
the Airline Deregulation Act, 49 U.S.C. Section'41713 (the “ADA™), Therefore, we do not believe
that PHI or other air ambulance carriers should be obligated to comply with it. PHI has requested,

The ADA Preempts any “law, regulation or other provision having the force and
effect of law related to 3 price, route, or service of an air carrier.” |ts purpose is to promote
competition and efficiency among air carriers for the benefit of consumers, through lower prices and

enhanced service.

1
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Any state regulation that limits or burdens a carrier’s ability to implement such a
program would, on its face, be “related to a price, route, or service of an air carrier,” and would
therefore fall squarely within the purview of the ADA’s preemption. Such regulation would also
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 Aviation 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 ransportation services." Mo . Wo irlj 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 Jeast
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

DLMR_203186 1
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Attorneys General (*NAAG"), had adopted guidelines that contained detailed standards govemning,
among other things, the content and format of airline fare advertising, the awarding of premiums to
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 carrer.
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
ADA). :

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

allocation of resources. [citations] Restrictions on advertising serve to increase the difficulty of
discovering the lowest cost seller. . . and reduce the incentive to price competitively.” Morales, 504
U.S. 374, 389,

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

Numerous subsequent decisions have followed the Supreme Court's lead in broadly
construing the preemptive effect of the ADA. Any state law or rule that could cause rates in one
jurisdiction to differ from those in other jurisdictions is preempted. [llinois Co te Travel, Inc. v.

American Airlines, Inc., 682 F.Supp. 378 (N.D. 111 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

application upon air carriers, See, e.g., American Airlines. Inc. v. Wolens, 513 U.S. 219 (1995);
Sam L. Majors Jewelers V. ADX. Inc, 117 F.3d 922 (57 Cir. 1997); Truijillo v merican Airlines

DLMR_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 cxample, In o ical, Inc. v, Federal Ex Corporatio
89 F.3d 1244, amended on deniaj of rehearing on other grounds, 1998 W.L. 117980 (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

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 Jurisdictions. For example, in Hia iati

f ester, Inc. v. Minnesota H 389 N.W.2d 507 (Minn. 1986), the court held that

“public convenience and necessity” required a Proposed ambulance servi
granting licensure. R dis 1

courts routinely note that the ADA 's precmption 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, Air Tran 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 10§ 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 ajr
ambulance carriers. See “Statement of Interest of the United States of American” in Air-Evac EMS
Inc. v. - Robjinson, M.D.. Co i8sioner of Health. and T Board of Emer
Medical Services, No. 3 :06-0239 (M.D. of Tenn.). As one ofits reasons for opposing the Tenpessee
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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‘/ routes or services of any air carrier.” [citing Morales and the ADA)].
This express preemption provision is interpreted broadly, applying

’ cven 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

‘ having a connection with or reference to a price, route or service. Id.

3 at 384,

Statement of Interest of the United States of America, supra, at 9-10.
i Finally, Texas state courts have also expansively interpreted the ADA ' preemption

provision. See . v. Bl 116 S.W.3d 745 (Tex. 2003) (finding that an girline’s
© preemption provision) and v 893 S.W.2d 305 (Tex. App. Ft.

/ boarding procedures and seating policies relate to “services” provided to customers for purposes of

g 2, The Texas Subscripton Regulation.

As noted above, a subscription program is essentially an alternative rate structure
adopted by an air ambulance carrier. In such programs, carriers agree that they will discount their
rates by accepting what the passengers’ insurers pay as payment in full in exchange for an advance
payment of a membership fee. In addition to reduced rates for members, the carrier’s overal] rate

.§
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to purchase better equipment or to Pay more highly trained staff, In restricting such programs
undertaken by air carriers, the Regulation falls clearly and squarely within the purview of the ADA's
preemption provision invalidating any state or local law that “relates to™ rates and services.

DUMR_293186.1
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possibility that the carrier may be required to use a different rate structure in each jurisdiction to
satisfy the requirements of such officials. It is therefore preempted on those grounds.

preempted. Hiawa jation
(Minn. 1986), ountaj
Health, No. 97-4165-CV-C-9 (W.D. Mo. Central Division 1997). This part of the regulation has a
sumilar impact, since it may not be feasible for a carrier to enter some jurisdictions without a
membership program. '

Second, the requirement for air carriers to submit a sample of their subscription
contract and application is similarly preempted. The Morales court and its progeny struck down
regulations that purported to restrict discounts, frequent flyer miles and other aspects of the
economic relationship between carriers and their passengers. In attempting to regulate membership
agreements establishing those relationships, including the rates Ppayable and services provided
thereunder, the Regulation encroaches on preempted ground.

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.

v Fourth, the requirement for carriers to provide evidence of financial responsibility is
preempted. Bond and insurance undertakings securing performance of financial obligations by air
carriers have a direct and substantial impact on the carriers’ rates, and therefore relate directly 1o
those rates. The courts have been clear that such nexus js sufficient to trigger preemption.

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.

CONCLUSJON

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 s 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
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

DLMR_293186.1
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Very truly yours,

R. Michae] Scarano, Jr.

cc: Howard Ragsdale
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[He redact certain identifving information and certain potentiallv privileged,
confidential. or propriciary information associated with the individual or entit, unless
otherwise approved by the requesior. |

Issued: May 21. 2003

Posted: May 28, 2003

[name and address redacted)
Re:  OIG Advisory Opinion No. 03-11
Dear [name redacted):

We are writing in response to your request for an advisory opinion coneerning an
ambulance company's collection of a fixed annual subscription fee in lieu of Medicare
Part B cost-sharing amounts from 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 Secunty Act
(the “Act”™) or the civil monetary penalty provision at section 1128A(a)7) of the Act. as
those sections relate to the commission ot acts described in section [ 128B(b) of the Act,
or under the civil monetary penalties provision for illegal remuneration to beneficiarics at
seetion 128A(a)(3) 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 2 complete description of the
relevant facts and agreements among the parties.

In1ssuing this opinion. we have relied solely on the facts and information presented to us.
We have not undertaken an independent investigation of such information. This opimion
is limited to the facts presented. [f material facts have not been disclosed or have been
misrepresented, this opinion is without force and etfect.
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Based on the facts certified in your request for an advisory opinion and supplemental
subnussions, we conclude that the Arrangement could potentially generate prohibited
remuneration under the anti-kickback statute if the requisite intent to induce or reward
reterrals were present, but that the Oftice of Inspector General (“*OIG™) would not impose
adnmunistrative sanctions on [name redacted] under section 1128A(a)(5) 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 requcst 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 1V
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 hasis and has two classes of
subsribers: individuals who pay an annual $20) subscription fee 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 certified that the subscription revenues collected from its subscribers
currently exceed, in the aggregate. the cost-sharing amounts waived tor 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 bencficiaries.

I LAW

I'he anti-kickback statute makes it a criminal offense knowingly and willtully to ofter,
pay. solieit, or receive any remuneration to induce or reward referrals of items or SErVICes
reimbursable by federal health care programs. See section 1128B(b) of the Act. Where
remuncration 1s paid purposetully to induce or reward reterrals of items or services
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payable by a federal health care program. the anti-Kickback statute is violated. By its
terms. the statute ascribes criminal liability to parties on both sides of an impermissible
“kickback™ transaction. For purposes of the anti-kickback statute. “remuneration”
includes the transfer of anything of valuc. in cash or in kind, directly or indirectly.
covertly or overtly.

The statute has been intemreted to cover any arrangement where pne purpose of the
remuneration was to obtain money for the referral of 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 1.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 federal health
care programs under section 1128(b)(7) of the Act.

HI. LEGAL ANALYSIS

The Arrangement may implicate the anti-kickback statute to the extent that it might be
construed as a routine waiver ot 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 (i1) the amounts collected trom 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 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
beneficiaries would be expected to spend for Medicare Part B cost-sharing over the
period covered by the subscription agreement. Accordigly, we would not subject the
Arrangement to administrative sanctions under the anti-kickback statute or section
FTI2SA@)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 | [28A(a)(S) of the Act or under sections | 128(hb)(7) or
TI28A(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 €Xpress no opinion about any other agrecments or
any other arrangements disclosed or referenced in your request letter or supplemental
submissions.

V. LIMITATIONS
The limitations applicable to this opmion include the following;
. This advisory opinion is issued only to [name redacted], the requestor of

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

. This advisory opinton may not be introduced into evidence in any matter
involving an entity or individual that is not arequestor to this opinion.

. This advisory opinion is applicable only to the statutory provisions
specitically noted above. No opmion 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 opinion will not bind or obligate any agency other than the
ULS. Department of Health and Human Services.

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

This opinion is also subject to any additional limitations set forth at 42 C.F.R. Part 100§.
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 matcrial facts have been tully, completely, and accurately presented, and the
Armangement 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 intcrest requires, rescind, modity, or terminate this opinion. In the event that this
advisory opinion is modified or ternunated. the OIG will not proceed agamnst [name
redacted] with respect to any action taken in good taith reliance upon this advisory
opinion. where all of the relevant facts were fully, completely, and accurately presented
and where such action was promptl y discontinued upon notification of the modification or
termination of this advisory opinion. An advisory opinion may be rescinded only if the
relevant and material facts have not heen fully, completely, and accurately disclosed to
the OIG.

Sincerely.

/87

Lewis Morris
Chiet Counsel to the Inspector General
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DEPARTMENT OF HEALTH & HUMAN SERVICES

The General Counse!
Washington, 2C 26000

AUS 14 199

The Honorable Lawrence J. DeNardis
President-Designate

University of New Haven

300 Orange Avenue

West Haven, CT 06516

Dear Larry,

This letter is in Tesponse to your recent call and Mr.
Werfel's June 14, 1991 letter concerning ambulance
subscription agreements. vYou state that it is common for
ambulance companies to offer subscription agreements (also

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 a2 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 éncouraging patients to be better healtn
care consumers by giving them a financial stake in the:r
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 incu
no-out-of-pocket expense. This, unfortunately, leads to the
ordering of many unnecessary items or services for which the
Medicare Part g program must pay. In our view, this practice
if unlawful under the anti-kickback statute, 42 U.s.cC.

§ 1220a-7b(b} and the Civil Monetary Penalties Statute,

42 U.s.c. g5 1320a-7a.

Ambulance Reference Manual for Medicare

106
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The 0IG has found that, in order to be less obvicus about
Toutinely waiving colnsurance and deductible fees, some '
pProviders have established phony "insurance programs." Under
these programs, providers charge nominal premiums to cover
the copayments ang 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
Programs 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 hecessary to
deternine 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

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

Elmer w. Smith, Director, Office of Eligibility Policy,

J Health Care Financing Administration, and a copy of section
2306 (E) of the Medicare Carrijers Manual. As you know,
Mr. Smith's letter states that he is not in a position to
render an answer on whether these subscription agreements
violate the anti-kickback statute nNoT, as vou point out, does
section 2306 (E) of the Medicare Carriers Manual discuss that

issye.

Thank you for Your interest in exploring this issue.

Sincerely,
7,
I

, LY

Michael J. Astrue

General Counsel

cc: David Werfel

}
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forms the basis fin determining the
amount of exteasion an applicant mias
receive,

Avregulatory review period consisis of
two periods of times A festing phase and
an approval phase. For medical devices,
the tusting phase begins with a clinical
investigaion ol the device and runs
until the approval phase begins. The
approval phase starts with the initial
submission ol an application 1o market
thi: device and continues until
permission lonarket the device is
granted. Although only a portion ol a
regulatary review period mav count
tuward the actual amount of extension
that the Director of Patents and
Trademarks mav award (half tie lesting
phuse must be subtracted as well as Any
time thal mav have occurred before the
patent was issued), FDA's determination
nf the leagth of a regulatony review
period for a medical device will include
all of the tesling phasc and approval
phase as specified in 35 U.S.C.
156(g)(3)B).

FDA recently approved for marketing
the medical device GENESIS
NEUROSTIMULATION SYSTEM.
GENESIS NEUROSTIMULATION
SYSTEM is indicated as an aid in the
wanagement of chronic, intractable pain
of the trunk and/or limbs, including
unilaleral or bilateral pain associaled
with failed back surgery syndrome:,
intractable low back pain.and leyg pain.
Subsequent to this spproval. the Patent
and Trademark Office received a palent
term restoration application for
GENESIS NEUROSTIMULATION
SYSTEM (U.S. Patent No. 4.793.353)
from Advanced Neuromodulation
Systems. and the Patentand Trademark
Office roquested FDA's assistance in
determining this palent's eligibility for
patent lerm restaration. In a letter dated
October 31, 2002. FDA advised the
Patent and Trademark Office that this
medical device had undergone a
regulatory review period and that the
appron al of GENESIS
NEUROSTIMULATION SYSTEM
represented the first permitted
cummercial markeling or use of the
product. Thereafter, the Patent and
Trademark Office requesied that FDA
deterunne the product’s regulaton
review period

FDA has detennined that the
applicable regulatory review period for
GENESIN NEUROSTIMULATION
SYSTEN is 469 davs. Of this time, 292
davs occurred during the testing Phase
ol the regulatory review period. while
177 davs nccurred during the appros al
phase. These periods of Gme were
derived frons the fllowing dates:

1. The date « clinical investigation
involvitig this deviec was begur Augtis!

112000, The epplicant claims that the
imestigational device exemption (1DE)
required under section 520(g) of the
Federal Food Urag, and Cosmelic Act
(the act) (21 10.8.C 360iigh) tor human
tests to begin became effective on June
1. 1999 However, FDA records
indicate that the DL was determined
substanlially complete for clinical
stidies o have begon on Auguast 11
2000, which represents the IRE offnctive
dare.

2. The date the application was
futially submitted with respect to the
device under section 515 of the act (21
U.5.C. 3600 May 24, 2001, The
applicant claims April 3. 2001. as the
date the premarkel approval application
(PMA} for GENESIS
NEUROSTIMULATION SYSTEM {PMA
P0O10032) was initiallv submitted,
However. FDA records indicate thal
PMA P0O10032 was submitted on May
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
27, 2001,

This determination of the regulatory
review period establishes the maximum
potential length of a patent extension.
However, the U.S, Patent and
Trademark Office applics several
statutory limilations in its calculations
of the actual period for patent extension,
Inits applicalion for patent extension,
this applicant seeks 840 days of patent
lerm exiension,

Anyone with knowledge that anv of
the dates us published are incorrect may
submil to the Dockels Management
Branch (sec ADDRESSES) wriiten or
electronic comments and ask far a
redetermination by Mav 23. 2003,
Furthermore, any inlerested person may
pelition FDA for a delernnnation
regarding whether the applicant for
extension acted with due diligence
during the regulatory review period by
September 22,2003, To meet its burden,
the petition musi contain sufticient facts
1o merit an TDA investigation. (See H.
Rept. 857, part 1. 981h Cong.. 2d sess..
pp. 41-42. 1984.) Petitions should he in
the founat specified in 21 CFR 10.30

Comments and petitions should he
submitied to the Dockets Managenent
Branch. Three vopies of any information
are to be subnutted . except that
individuals mav submit one copy
identilied with the dockel number
tound i brackits i ihe heading of s
document. Comiments and petitions man
b seen o the Dockels Management
Braneh between dam and 4 po.
Monday through Friday.

Dated: Fetnuierv 702000
Jane A, Axelrad,
Assactate Ditector for Poiny Confer forn D
Evedaation aned Bessar b
TR Due 04-6RY2 Piledd =2 1-034. 845 om !
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

Nolice is hereby given thal pursuant
to section 13 of Public Law 92-463. the
fiscal vear 2002 annual report for the
fullowing Health Resources and
Services Admninistration’s Federal
advisory committee bas been filed with
the Library of Congress: Maternal and
Child Health Research Grants Review
Commitiee.

Copies are available 1o the public tar
mspection at the Library of Congress,
Newspaper and Current Periodical
Reading Roam in the James Madison
Memorial Building. Room LM- 133
{entrance on Independence Avenue,
hetween First and Second Streets. SE,
Washington, D().

Cupies may be obiained from:
Kishena €. Wadbwani, Ph.D.. Executive
Secretary. Maternal and Child Health
Roscarch Grants Review Commitiee,
Parklawn Building, Room 18A-55, 5600
Fishers Lane, Rockville, Mary land
20857. Teluphone 301-443-2340.

Dated: Meren 17, 2003
Fane M. Harrison,

Director. Divisiun of Policy Review and
Coordinatinn.

[FR Doc. 03-683% Ciled 5-21-03: 8:45 aml
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 Genera!
(O1G). HHS.
ACTION: Nulice.

SUMMARY: This Federal Register notice
sets [orth the recent!y issaed
Compliance Progran Guidancee for
Ambulance Supplicrs developed by the
Ottice ot Inspecior General (OIG) T
OIG has provioash developed and
patlished volungtar comphance
program goidance focused on severdl
ditfurent arcas ot the health care
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industry. This voluntary complisnc,
program guidance shoubd assis
ambulance suppliers and other health
care providers in developing their own
strategies tor complving with lideral
health care program requirements.
FOR FURTHER INFORMATION CONTACT:
Sunya Castro (202) G14-2078. o1 Joel
Schaer. (202, 619-1306, Office of
Counsel 1o the spector General,
SUPPLEMENTARY INFORMATION:

Background

The creation of compliance progran
guidances (CPGs) is o major iniliative of
the OIG in its effort 1o engage the private
healih care community in preventing
the submission of erroneons claims and
in combaling fraudalent and abusive
conducl. In the past several vears., (he
OIG has developed and issued CPGs
direcled al a variely of segments in the
health care industry, The development
of these CPGs is based on our belief thai
a health care provider can use internal
conlrals to more efficiently monitor
adherence to applicable statutes,
regulations. and program requirements.
Copivs of these CPGs can he found on
the OIG Web site al http.7/oig hhs.gov.

Developing Compliance Program
Guidance for Ambulance Suppliers

Having experienced a number of
instances of ambulance provider and
supplicr fraud and abuse. the
ambulance industry has exproessed
inlerest in protecting against such
conduct through increased guidance (o
the industey. To date, the OIC has
issued several advisory opinions on a
variely of ambulance -related issues [see
endnote 13 in this compliance pragram
guidance] and has published fina)
rulemaking concerning a safe harbor for
ambulance restocking arrangements (66
IR 62979, December 4, 2001),

To provide turther guidance, the OIC
published a Federal Register nolice (5
FR 50204: August 17, 2000) (hal
sohcited generat comments,
recommendations, and oiher
suggestions [rom concerned patties and
organizabions on how hest to develop
complisnce guidance for ambulance
suppliers to reduce the potential fo
fraxid and ubuse. Qn Ittne 6. 2002 the:
OIG published a Dralt Compliane
Progra:n Guidance 1o ation] all
interested parties a furthe uppuitunily
to provide specific commenlts in the
development of this fina; CPG (67 FR
SUOT5: June 6. 2002) In cesponse 1o thaj
natice. the OIG received thype phiti
comments. coller tively representing u
variety b ontside sowrces. We hay o
carcfullc considered those s omments. as
well as provious OIG pubicalions. amd

have consulted with the Centers for
Mudicare and Medicaid Services {CMS)
and the Department af Justice in
developing finai guidance for
ambulance suppliors. This fin
guidance outlines some of the most
cotnon and prevalent fraud and abuse
risk arcas for the ambulance induste
and provides direction on how 1o (1)
Address various risk arcas. (2) prevent
the oceurrence of instances of friud and
abuse; and (3) dey elup corrective
actions when those risks or instances of
fraud and abuse are identificd.

This CPG s divided into the
following five separate sections. with an
appendix:

¢ Section Iis a brief introduction,

* Section Il provides information
iahout the basic elements of a
compliance program for ambulance
suppliers.

* Section M discusses various fraud
and ahuse and compliance risks
associated with ambulance services
covered under the Medicare program.

* Section IV bricfly swnmarizes
complianece tisks relaled to Medicaid
coverage for lransportation scrvices,

¢ Section V discusses various risks
under the anti-kickback statute,

* The appendix provides relevant
statutory and regulalory citations. as
well us brief discussions of additinnal
potential risk arcas to consider when
developiig a compliance progran:.

Under the Sacial Security Act (thoe
Act). ambulance “providers’ are
Medicare parlicipating institutional
providers that submit claims for
Medicare ambulance services (e.g.
hospitals. including critical access
hospitals (CAHs) and skilled nursing
lacilities (SNFs): the term “supplicer”
Imedns an entity thal is other than a
provider. For purposes of this
ducument. we will refer 10 bath
ambulance supplicrs and prosiders as
ambuolance “‘suppliers "

Compliance Program Guidance for
Ambulance Suppliers
! Intrioduction

The OIG recognizes that 1he
ambulanee industey is omprised ol
entities of enormous variation: some
ambulunce companies are large. many
ave small: some are fus-profit, IMAny are
nal-for-profut: some are alliliated with
hospitals, many are independent. and
sone are operated by municipalities o
vourdics. while others are cominers iullv
owned. Consequently. Uns gutdance is
not itended to e o cnessize-fits-all
uide. Racher. Jike the previous CPGs,
this wandance is imtended as o Hulpfad
toal for those cotities (hat are
considering estabhshing a voluntary

compliance program and for those that
hive alrcady done su and are seeking o
analyze, iinprove or expand existing
programs. As with the OGS previons
guidance, the guidelines discussed in
this CPG are not mandatory. nor is the
CPGan all-inclusive document
tontaming all the components of a
compliance program Other OI0
vutreach efforts, as well as other foderal
agenty eltorts to promole complianee,
van and should also be used in
developing a compliance program
tailored 1o an entiny s particular
structume and operations,

This guidance Tocuses on complinnce
measwres related to services lurnished
primarily under the Medicare program
and. to a limited exteot, ather federa)
health care programs, (See. e section
IV fur a brief discussion of Medicaid
ambulance coverage.) Suppliors are free
to address private payor claims and
services in their compliance programs.

As in other sectors of the health care
industry, most ambulance suppliers are
honest suppliers trving tu deliver
quality services. However. like othe
health care industry sectors, the
amhulance industry has scen its share ol
[raudulent and abusive praciices. The
OIG has reported and pursued a nuniber
of differenl fraudulent and abusive
practices in the ambulance transpor
lield Examples include

¢ hoproper transport of individuals
with other acceptable means of
fransportation;

* Medically unnecessary trips:

* Trips claimed but not rendered;

* Misrepresentation of the transpopt
dustination 10 make il appear as if the
Iransporl was covered;

* Taisc documentation:

¢ Billing for cach paticnt transported
inagronp as il he/she was transported
sepurately;

¢ Upcoding from basic life suppaort to
advanced life support services: and

e Pavment of &u‘.kbm:ks.

To help reduce the incidenee and
prevalence of fraudulent ar abusjve
conduclan ambulance supplier should
consider the recommendations in this
guidance.

This linal CPG has heen modified
tram the draft CPG to take imto furthe
consideration CMS's adoption of a new
fee schedule Tor pay ment of ambulai.c
services. The CMS's ambulance foe
schedule is the product of 4 negotialed
rulemaking process and will replace
fvera five-vear transition period; the
retrospective, reasonable cosd
reinbursement svsiem for providers,
and the veasanabie Charge svstenn tor
sappliers sl ambutanc e services. As e
government and theandustiy gain morn
experienee under the new fee sehednle,

eediplia, G TR
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the OIG may update a supplenent this
CPG o address newly idenntiod risk
Arens. as appropriate

1. Elements of a Comphance Program

per Ambiudance Suppliess

A Basic Blements ofa Gonmpliance
Program

The Jultowing basic componenis have
become weeepted we the blding blocks
ot an cllective compliance program:

1 Development of Compliance Poricies
and Procedures

The ambulance supplier snould
develop and distribute written
standards of conduoct, as well as wrilten
policies and procedures. that reflect the
ambulance supplicr’s commitment to
compliance and address specific areas
of potential fraud or abuse. These
writlen palicies and procedures should
he reviewed perviodically e g annvally)
and revised as appropriate to ensure
they ure current and relevant.

2, Designalion ol 4 Comphiance Difice

The ambulance suppher should
designale a compliance olficer and olher
appropriale bodies (e.g., a compliance
comnsittee) charged with the
responsibility for operaling and
monitoring the organizalion's
compliance program. The compliance
officer should be a high-level individual
in the organization whu repoets diretiy
to the organization’s upper
management, such as the chief
execulive officer ar board of directors.
The OIG recognizes that an ambulanc
supplits may tailar the job functions of
the compliance officer position by
taking into account the size and
structure af the organization, existing
reporting lines. and other appropriate
lactors, :

3. kducation and Training Programs

A keyv elament of w compliance
program should be: regular training and
education of emplovees and other
appropriate individuals. Training
content should be lailored appropriateiy
and should be delivered in s wayv that
will maximize the chances (that the
information will be understood by the
targel audience
4 Internal Momtoring and Reviews

Appropriate menjtoring methads ar
essentidl to detect and ideatify problems
and 1o belp reduace the Tutare Tikellneod
ol pronjems.

5 Responding Appropriviehy 1o
Detected Miscenduet '

Ambilance supphiers should doseiog
policies and procedures divedled ol
ensuring tiat the organization respronds

appropriately to detected offenses,
including the taitiation of appropriate
cotrective action. An organization's
response 1o detected misconduct will
vary based on the fucts and
ccumstances of the offense. However
the response should alwavs he
appropriste to vesolh e and correct the
situation in a timeh manner, The
arganization’s compliance officer, und
legal counsel in soma civcumstances,
should be smyvolved in situations when
serious misconduct is identified

6. Developing Open Lines ol
Commuitication

Ambuiance supphiers should creale
and maintuin o process. such as a
hathine ar other repoiting svslem. to
receive and process complaints and to
cnsure effective lines of communication
between the complisnce officer and all
emplovess. Further. procedures should
be adopted to protect the anenymity of
complainants. where the complainants
desire to remain anonyious, and to
protect whistleblowers from retaliatian.

7. Linforcing Disciplinary Standards
Through Well-Publicized Guidelines
Ambulance suppliers should develop
policies and procedures 1o ensure thal
there are appropriate disciplinary
mechanisms and standards that are
applicd in an appropriate and cunsistent
manner. These policies and standacds
should address situations in which
employees or contractors violate,
whether intentionally or negligently,
internal compliance policies. applicable
stalutes, reguliations, or other federal
health care program requirements.
Developing and implementing »
compliance program may require
significant resowrces and time. An
individual ambulance supplier is bost
situated to tailor compliance measures
o its own organizotional siructure and
tinancial capabilities. In addition.
compliance programs should b
reviewed periodically to account for
changes in the health care industrey,
federal health care statutes and
rgulations. relevant paviment policies
and procedures, and identified risks

B. Evaluation and Risk Analvsis

Itis prudent lor anibulance suppliers
conducting a risk analvysis 1o begin by
purforming an evaivation of interaal and
external fuctors that allect their
operalions. These oy include tnlernal
svstems and management issaes, as well
as the federal health care progam
vequitemaents that govern ther business
operitions [nmany cases, such
evalaation will resuit i the creation
and adoption o revision of writhen
policies and procedures The evalualion

process nun be simple and
straightorward ot may be Taarly
complex and invelved. For example, an
evaluation of whether an ambulance
supplier’s existing written policies and
provedutes securately reflect current
federal health care program
requiremnents is straightiorward.
However, an evalaation of whethe: an
ambualanee supplier's actuaed pracices
conlurnn to its policies and procedures
mav be more complex and require
several analy tical (valuations to
delermine whether svsten weahnesses
ure present, Even more comples is an
evaluation ol an ambulance supplier's
praclices in light of applicable statutes.
regulations, and other program
requirements. when there are no pre-
existing written policies and
procedures.

The evaluation process should turnish
ambulance suppliers with o snapshol of
their strengths and weaknesses and
assisl providers in recognizing areas of
potential risk. We suggest that
ambulance suppliers evalnate a variety
of practices and factors. including their
policies and procedures, emplovec
training and education. emploves
knowledge and understanding,. claims
submission process. coding and billing.
accounls receivable management,
documentation practices. managemend
structure. emplovee turnover,
contractiual arrangements. changes in
reimbursement policies, and pavor
expectations,

1. Policies and Procedures

Beaause policies and procedures
represent the writlen standard for daily
operations. an ambulance supplicr’s
policies and procedures shonld describe
the normal operations of the ambulance
supplier and the applicable rules and
regulations, Furthier. wiitlen policies
and procedures should go through a
formal approval process within the
organization and should be evaluated on
a routine basis, and updated as needed,
1o rellect current ambulanice prachices
lassuming these practices are
appropriate and comport with the
relevant statutes. regulations, and
program requitements). In addition
ambulance suppliers should review
policies ond procedures to easure that
they are representative of actual
practices. For example. ai ambulance
supplicr's policy (or review ing
ambulance cad teports [ACRs) should
not state that 1t will review 100 percent
of 1's ACKs, anless the ambhulanre
supplior is capable of peclornsing anid
enforting such comprehensive revien s,
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2 Travaing and Edacation

Ensuring that a supphers einploy ees
and agents receive adeguat; cducation
and training is essenliol 1o tnnimizing
risk. Emplovees should learly
uaderstamd what is expected of them
and fir what they will he held
accountable Suppliers shonld aiso
document and track the tratning thm
provide to employees and uihers

Anambulance sepplier should
eonsider ollering fwo types of
comphance training, compliance
program training and joh-specific
baniing. Il an ambulance supplier is
implementing a tonmal compliance
program. emplovees should he lrained
on the elements of the program. the
impartance of the program 1o the
vrganization, the purpose and goals of
the progrion, whal the program means
lor each individual, and (he Kev
individuals vesponsible fur unsuring
that the program is operating
successfully. Comipliance program
education should be available 16 all
employees, even those whose job
funclions are not dircatly related 1o
billing or patient care.

Ambulance suppliors should alsa
train emplovees on specilic arcas with
vegard to their particular job positions
und responsibilitics. whether or not as
part of a formal compliance plan. Thu
intensity and the nature of the spenific
fraining will vary by emplovee lype.
Training emplovees on the job lonclions
of other prople in the organization may
alsu be an effective training toul.
Appropriate Cross-lraining can improve
cmplovees' overall awareniess of
cumpliance and job fanctions. thereby
increasing the likelihood that an )
wdividual employven wal) recognize
non-compliance, Training should be
provided on a periodic basis lo keep
einplovers current on ambulance
supplicr requirements, including, for
exatiple, the latest payor requirements,
Ambulance suppliers should condut or
mahe available traing for erployvees al
least vearlv, and more often if needed.

Generally, employees who attend
Interactive training better comprehend
the matenal prosented. Tnteracti e
taining offers eraplovees the chance 1o
ash guestions and receive Teedbad k.
When possible, ambulance supplicrs
should use “real” eNAmples of
comphatce pittalls provided by
persannelwith “real Hfe eapericnce
sach as cmergene v medical weehnciens
and pariinedics,

The (G Os coanizant (al olfering
mteractive, live i oltes Fequires
sigitlican: personnel and tne
competmeats As gppropiate,
ambulance suppliers Ay wish to

consider seeking. developing, or ustiy
othermnovative trdining methods,
Conputer or internet modules min by
an efleclive means of lraining if
cmployees e aceess 1o such
technalogy and i a systean s develaped
o allow emplovees trask questings
The OIC cannot endurse 4ty
commercial traimpg product: it is up to

cach ainbulance supplier 1o delermine if

the training methods and prodiuncts are
eltective and appropriate.

Whateyer forin of training ambulance
supphers provide. the OIG alse
recominends that emplovees complete o
ost-compliance training test or
questionnaire to verily comprehension
ol the material presented. This will
allow a supplier to assess the
offectiveness and quality of s Iraming
materials and techniques. Additionally,
training materials should be wpdated s
appropriate and presented in a manner
that is understandable by the average
frainee. Finally. the OIC sugaests that
the employees® attendance af. and
completion of. training be tracked and
appropriale documentation maintained.

3. Assessiment of Claims Submission
Process

Ambulance suppliers should condul
periodic claims reviews (o verily that a
vlaim ready for submission, or one thal
has been submitted and paid. Lontains
the required. accurate, and truthful
information required by the pavor. An
ambulance ulaims review should focus.
ataminimum, on the information and
documentation present in the ACR. the
medical necessity of the transport as
determined by payvor requirements, the
coding of the elaim, the co-payment
collection process, and the subsequent
pavor reimbursenmient. The claims
teviews should be conducted by
individuals with experience i cading
and billing and familiar with the
dilterent pavors® coverage and
reimbursement requirements for
ambulance services. The reviewers
should be mdependent and objective in
theit approach. Claims reviewers whe
analyze claims thal they themselves
prepared or supervised often lack
sutheient independence to ac curaielv
tvaluale the claims submissions process
and the sccuracy ot individual claims,
The appearauce of o Tack ol
mdependence may handoer the
effectiveness of i < lainis peview

Depending on the purpose and scape
of a ciaims teview thire are o viriety of
wavs toconduct the review. The ¢ laims
review may focus on particadar areas ol
st e coding Becuracy ) o it me
mcbade all aspe s of e Clans
subitss o and pavinen process. The
universe from which the claims are

selected will comprive the area ol for s
for the peview. Onee the universe of
claims hes been identified. an
acceptoble number of Claims shouald be
randomly selected Because the umverse
of claims and the vaviabilitg of item. in
the universe will vary the OIC cannot
specily b generally aceeptable number ol
cluims lor purposes of o claims review .
However: the number of claims sempled
and reviewed should he sullicient 1)
ensure that the results are representative
ol the universe of claims from which the
sample was pulled.

Anmbulance suppliers should not onh
manitor identified ervors. but also
evaluale the source or cause of the
errors. For example, an ambulance
supplier mav identifv through a review
i certain claims error rate. Upan further
evaluation. the ambulance supplicr may
determine that the ervors were a resuli
at inadequate documentation Further
evalualion may reveal that the
documentation deficiencies involve o
limited number of individuals who
work on a specific shift. It is the
ambulance supplior's responsibility
identify such weaknesses and 1o correct
them prompily. Tn this example, at o
miniinum, additional emplovee training
should be vequired and any identified
vverpavinent repaid. A delailed and
Ingical analveis will make claims
reviews uselul tools for identilying
risks, correcting weaknesses. and
preventing future errors

Ambulance suppliers should consider
using a baseline audil 10 develop a
benchmark against which 10 measure
pertormance. This audit will establish a
consisten! methodology tor selecting
and examining records in future audits,
Comparing audit results from dilferent
audits will generally vield uselful results
only when the audits analvze the same
or similar information and when
matching methodologics are used.

As part ol its compliance efforts, an
ambulance supplier should docinment
how uften audits or veviews are
conducted and the information
teviewed lor each audil. The ambulance
supplier shauld notonly nse internal
henchaarks, but should wilize external
information. if available. to estabilish
benchmarks (e g data from other
ambudance suppliors. assos iations, or
[rom pavors) Additionallv risk arcas
may be identdivd fiom e resuiis of the
audils.

Ifa material deficience s identified
that could beoa petental critmnal, civi)
ot adimnnistrative violwion. the
ambulance suppher may disc loxe the
matter tothe OIG via the Provide Seli-
Disclosure Protacad The Provider Sell-
Thsclosure Protoe ol was desined to
allow providewsisuppliers 1o disclose
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volustarth polential viclations in their
dealings with the federad healtl, cane
progroms. In ali cases. jdemified
overpavinents shonld be reporied o the
appropriale pavin.

a Pre-Billing Review of Claims

Ax g general matter ambulance
supplicrs should review claims on o
pre-billing basis to identify errors before
clasms are subnuatted. f there js
tnsufficient documentation to support
the ciaim. the claim should bt be
submitied. Pro-billing reviews alse
allow suppliers 1o review the medical
necessity of their claime, I as o resuli
ol the pre-billing claims review process,
a puttern of claim submission or roding
errors is identificd. the ambulance
supplier should develop o responsive
action plan 1o ensure thal overpayments
are identified and repuid.

b. Paid Claims

In addition to u pre-billing review . a
review ol paid claims may he NeCeSSan
tu determine ervor rates and quantify
overpiay ments and/or underpayments.
The post-payment review mav help
ambulance suppliers in identilving
billing or coding soltware svstein
problems. Any overpayments identilied
from the review should be pramptly
returned ta the appropriate pavor in
accordance with pavor policies.
. Claims Denials

Ambulance suppliers should review
thuir cluims denials perindically to
determine if denial pattcrns exist. T4
pattern of claims denials is detected. the
pattern should be evalvated 1o
determing the cause and appropriate’
course of action. Emplovee cducation
regarding proper documentation,
toding. or mudical necessity may be
approprisle. Tt an ambulance supplicr
believes its paver is nat adequalely
explaining the basis for ils denials, the
ambulance suppliar should seck
tlarilication in writing,
+. System Reviews and Safeguards

Peviadic review and testing of
supplict's coding and billing svstems
are also essential 1o detect system
weaknesses, One reliable svstems
review method 1s tu analyze in delail
the enure process by which a claim s
generated.including how a transport 1s
documented and by whom. how tha
intormat:an is cotered intg the
supplier’s witomated svstem (if any ).
coding and medicdl necessin
determisiction protocols: billing svstem
provess sl controbs inclading
eelils o data entey mutaions: ad
lnably the cleims senaralion,
sthmiswaon, wnd subsequent pavimen

Hacking processes. A weakness or
duficiency urany part of the supplie:'s
svstem can lead o insproper oisinms
undetecled overpayments. or Lilure 1)
detecsystem defocts

Each ambulance supplier shonld haye
computer or other svstem edits 1o
easure thai nonimum data requienenls
are mel, For example, under CMS's new
fec schedule, cach transport claim that
dous not hav e an originating zip code
listed should be *flagged® by the
system. Other edits should be
established to detect potentially
improaper claims submissions. A
systems review is especiallv important
when documentation or billing
requirements are modified or when an
ambulance supplier changus its billing
suftware or claims vendors. As
appropriale, ambualance supplices
should communivate with their pavor
when thev are implementing significan
changes to their system 1o aler! the
payor lo any uneapected delavs. or
increases or decreases in claims
submissions.

Ambulance suppliers should ensure
that their electronic or computer billing
systems do not automatically insert
inlormation that is nol supported by the
documentation of the medical or trip
sheets. For example, billing systems
targeting optimum elficiency may be set
with defaults to indicate that a
physician’s signature was obtained
following an emergency room trausport.
I infarmation is automatically inserled
onto a claim submitied for
reimbursement, and thal information is
false. the ambulance supplier's claims
will be false. If a vequired fivld on a
laim form is missing information, the
system should {lag the claim prior to its
subuussion.

5. Sanctioned Suppliers

Federal law prohibits Medicare
payment for services furnished by an
excluded individual. such as an
exchided ambulance crew member
Accordingly. unibulance suppliers
should query the OIG and General
Services Administration (GSA)
exclusion and debarments lists before
they emplov or contract with new
rmplovees or new contractors.
Addutionally. ambulance supplicrs
<honld periodicallv (ot Joist yoarly )
cheek the OIG and GSA web sites to
ensure that they are not employing or
cortracting with individuals or entities
that have been recenty convieted of a
critninal affense veloted (o health care or
wha are listed as dobarred. suspendud.
excludod or otherw ise: inehgible fo)
participation in dederal health aare
programs. The O1G and GSA Web sites
arc Hsted at

htip:fioig hbs gov and hup.
wiwarnel.goviepls, respectively. and
contain specilic instructions for
searching the exc hision and debarmer

databases,
G Identificaion of Ri<ks

This ambulance CPC disCusses many
ol the areas that the ambulance
industry . the OIG. or CMS have
identificd as conmmon risks for niany
ambulance suppliers. However, this
CPG does not identilyv or discass ail
risks that an ambulance supplier may
itselt identifv. Morcover, the CPG min
ascribe more or less risk to a particular
praciice area than an ambulance
supplier would encounter based on its
own internal findings and
circumstances. Decause there are main
different types of risk areas, ambulance
suppliers should prioritize their
identified risks (o ensure that the
various arcas are addresscd
appropriately. Apart from the risks
identified in this CPG. ambulance
suppliers of all tvpes (e.g.. small, large.
rural. emergency. non-emergeney)
should evalumte whether they have any
unique risks allendant 1o their businuss
relationships or processes. For example,
a small. rural not-for-profit ambulance
supplicr mav identify risk arcas
dilferent from those of & large. for-profit
ambulance chain that serves a prinrily
urban area. To slay abreast of risks
altecting the ambulance and wiher
health care industries, the O1G
recommends that ambulance supplicrs
review OIG publications regarding
ambulance services. including 0I1C
advisary opinions, OIG fraud alerts and
bulletins. Office of Evaluation and
Inspections (OED reports, and Oftice of
Audii Services reports, all located oy
the OIGs Web site al http://oig hhs.gov.
A review of industry-specific trnde
publications will also help ambulance
suppliers remain current on industry
changes,

D. Response to Identilied Risks

An ambulance supplier should
develop a reasonable response (o
address identifiod risk arces, including
writien protowols and reasemabis e
frames for specific situations
Developing lioely and appropriain
responsive actions demoustiates the
suppler's commitinent to addiess
problems and concerns, Dotermining
whether identified problems respond 1o
comrechive achiohs may regquire continial
inversight.
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HE Specitic Fraud and Abuse Hisks
Assocuwted Witli Medicare Amibalane e
Coveruge and Reimbursenient
Rewgairements

Ambulisnee sappliers shonld review
and understand applicabiv ambulane ¢
coverige requirements Ambnlinge
suppliees that are not complving with
applicable requirements should lake
appropriate. prompt corrective action o
follow the relevant requirements. The
new fee schedule covers seven levels of
service, including Basie Life Support
(BLS). Advanced Life Support. Level 1
{ALSHL Advanced Life Support. Level 2
{ALS2). Specialty Care Transport,
Paramedic ALS Intercept, Fixed Wing
Ait Ambulance. and Rotar Wing Air
Ambulance. Generally. Medicare Part B
covers ambulance transports if
applicable vehicle and staf)
requirements, medical necessity
requirements. billing and reporling
requirements. and origim and
destination requirements are met,
Meditare Part B will nol pay for
aubulance services if Part A hus puid
directly or indirectly Tor the same
SO ices.

A Medical Necessit)

Mudically unnecossary transports
have formed the hasis for a nimbuer of
Medicare and Medicaid frand cases
Consequently, medical Hecessity s a
tisk area that should be addressed in an
ambulance supplier's tompliance
program. Medicuare Part B covery
ambulance services only if the
beneficiary's medical condition
contraindicates unother mcans of
Iransportation. The medical necessity
requirenients vary depending on the
stutus of the ambulance tramsport (i,
VIMETEENCY transport vs. non-emergency
transport ) I the medical necessity
requirement is mel, Medicare Part B
cavers ambulance services whon g
beneficiary is tansporied:

o Tuahospilal a critical access
hospital (CAH). or a skilied nursing,
tacility (SNF). from anvwhere, including
anather acule care facility, or NI ‘

¢ Tu his o her home fram a hospitat,
CAH. ur SNF; i

* Round trip (rom o hospital, CAH, or
SN o wn owtside supplicn (o receive
mediaih necessary therapeutic o
diagnosiic servicres, or

o Tuthe nearest appraprice renal
(helvsia baeihiey oo s or ber home:

I Upcoding

Ambulance suppliers should e
careful v b at the dapprapriaie level for
Sovaces cobally provided The boedery!
severasienl has prosecated o gunsher of
andinlanee vases sinoolving upcoding

from BLS 1o ALS related 1o both
einergency and non-emergeno
transports. In 194949, Tor example, an QIC
imeshgation determined that an
ambulance supplier wis not anly billing
for ALS services when BLS services
were provided, but the anibutance
supplier did nat employ an ALS
certited individual to perform 1he
necessany ALS services. This supphies
paid divil penaltivs and signed a five-
vear corporale imntegrity agreement
(C1A].

2. Non-Emergency Transports

There have also been s number of
Medicare fraud cases in olving non-
emergency ransports (1) Lo non-Lovered
destinations and (i) that were not
muedically necessary. An OIG QLI report,
issued in December 1998, lound (hat a
high number of HON-CINEIKency
transports lor which Medicare claims
were submitled were medically
unnecessary as delined by Medicare's
criteria. Medicare's ambulance fer
schedule identilies nuon-emergency
transport as appropriate if (i) the
heneficiary is bed-confined and his or
her medical condition is such that other
methods of bansportation are
contraindicated. or {ii) he beneliciary's
medical condition. regaredless of hed
confinement, is such that trinsportation
by ambulance is medically required,
The beneficiary s medical condition and
the necessity for ambulance
transportation must be documented. In
determining whether a beneficiary s
bed-confined, the following criteria
must be met: (i) The beneficiary must be
unahle 1o get up from bed withou
assistance; (ii) the heneficiary must by
unable to ambulate: and (i1i) 1he
bencficiary must be unable 16 sil in a
chair or wheelchair (42 CFR 410,40 {d))
The lact thal olther modes of
transportation may not be as readily
available o5 as convenient does not
sty coverage for ambalance transport
[o1 a benelician who does not meet
Medicare's inedical necessity
requirements,

Under no circimstances shonld
ambidanee supplicrs mischarac rerize
the condition of the patient at the time
ol travsport i an effort e claun that e
transport was medically necessiary
ander Medicare « OVErage requireimeins
IFitis unclear whether the seevice will
be covered by Medicare, the ambualane
supiphier shoold nonetizeless
apprapriately docuaent the condition
ol the patienl and muintan records of
the transport

3. Scheduled and Caschedulod
Transports

Becanse af the potentia) for abise i
the arca of noo-emergency transporls,
Medicare hiss critenia for e Cinerage of
non-emergency scheduled and
unscheduled ambulance tansporie, T'a
example. physician cerlification
statements {(PCS) should be obtarmed n
an ambulance supplivi ta verif that the
transport was medically necessiny . The
PCSs should provide adeguate
information on the transport provided
for cach individual bencficiary. and
#ach PCS must be signed by an
appropriate physician or other
appropriale health care profussional
Excepl lor pre-signed PCSs for
scheduled. repetitive ambulance
transports. which can be valid for up 1o
G0 days of transport service, pre-signed
and/or mass produced PCSs are not
aceeptable because they increase the
vpportunity for abuse.

Medicare dues nut cover transporis for
routine doctor and dialvsis
appointments w hien beneficiarios do not
mecet the Medicare medical necessity
requirements, Similarly, ambuolance
services thal are rendered for
convenience or because other methods
of more appropriate transportation arce
not available do not meet Medicare's
wedival necossity requirements and
claims for such services should not be
submilted to Medicare for paviaent. For
example, an ambulance supplicer was
required to pay over §1 million ta the
federal government and enter inta o ClA
with the OIG for billing lor medically
unnecessary ambulance trips and for
non-covered ambulance trips 1o doclors'
olfices.

B. Documentaiion, Billing, and
Reporting Risks

Currentlv, the HCFA 1491 ar 1500
forms are the approved forms for
requesting Medicare pavment o
amhulance services. Tnadequate or
laulty documentation is a kev risk arca
for ambulunce supplices. The
compilation of corredt and accurate
dacumentation (whether electronic or
haird copi) is generally the
responsibiling of all the ambulance
persontelincluding the dispatcher who
teceives a request Lor transportation.
personnel ransporling the patient and
the coders amd billers submitiing Cloims
fnt rermbursement. Wher, documenting
aservice ambulance personnel stouid
HOL ARG assumptions or inferences Lo
comtpessite dor o beok ol ilormation o
contradiclory inlormation an a trip
sheel, ACR. or other medical suurce
documents,
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To ensure that adequate and
apipropriate intormation is doowmentead,
att ambulance supplier should gathe
and record. it a minimum, the
following:

e Dispatch anstructions. il any:

e Reasons why Imns;nnl.nlimi b
other medans was countratndicated;

¢ Reasons [or selecting the hevel ol
SO How

e Infurmation on the siatus of the
individual.

* Who ordered the trip.

¢ Tone spent on the tripn:

» Dispatch. arrival al scene, and
destination times:

* Mileage traveled,

e Pickup and destination codes:

» Appropriate zip codes: and

* Survices provided. including drugs
or supplies,

1. Healtheare Common Procedure
Coding Svstem (HCPCS)

The appropriate HCPCS codes should
be used when submitting claims for
reimbursenient. The HCPCS codes
reported on the ambalance trip sheets or
claim forms should be selected to
describe most accurately the 1y peof
transport provided based on the
patient’s itlness. injury, signs. or
svmptoms at the time of the ambulance
transporl HCPGS codes shonld not be
seleciod based on inlormation relating
to the patient’s past medical history or
prinr conditions, unless sush
information alsu specifically celates to
the patient’s condition at the time ol
transporl. Ambulance suppliers should
use calion not to submit incoerect
HCPCS codes on trip sheats or claims 1o
justify reimbursement.

2. Qrigin/Destination Requirenicnts—
Londed Miles

Medicare only covers tfransports foy
the time thacthe patient is physically in
the ambulance. Effective January 1.
2001, wnbulance suppliers must furnish
the “point ol pickup™ zip cade on cach
ambulance daim for. Under the new
Medicare ambulance (ee schedule, the
point of pickup will determine the
mileage pavment rate. The ambuliance
supplier should document the address
ol the point of pickup to verifu that the
aip code is accurale,

The ambulanee crew should
accurabelv repant the mileage 1y eled
from the point of picknp 1o the
destinahion, Mudicare covers ambulance
transpaorts o the nearest gvalable
treatiment Tacilite. THihe nearest fac IR
isnutappropriate {e.g. because o traflic
patterns vaan inabiliny w addiess the
patient s condition. the benehciy
should e aken o e next closest
appropriate lacihing, I a beneficiary

requests o transport to a facilily other
than the nearest appropriate fac thiv.the
ambalance supplicr should inform the
patient that he or she may be
responsible foe pavment of the
acditional mileage mcurred.

A Multiple Pavars - Coondination of
Benetits

Viehualance supplicrs should make
every allempl to determine whether
Meiicare. Medicaid. er other federal
healib care prugrams should be billed as
the primary or as the secondary insurer.,
Claims for pavment should not be
submitted ta mmore than one pavor,
exeept for purposes of courdinating
henelits le.g . Medicare as secondary
pavor). Section 1862{(h)(6) of the Act (42
TL.5.C.1395v(b)(6)) states thatan entily
that knowingly, willfully. and
repeatedly Tails to provide accurate
infurmation relating 1o the availability
of other health bencefit plans shall be
subjet Lo a civil muney penally (CMP).

The OIG recognizes that there are
instances when the secondary pavaris
not known or cannot be determined
belure the ambulance ransportation
claim is submitted. This mayv be
particularly trae for ambulance
suppliers that have incowplele
msurance information from a
transporled patient. In such situalions.
it an ambulance supplier receives an
inappropriate ov duplicate pavment, the
pavment should be refunded to the
approprigle pavor iu a limely imanner.
Accordingly, ambulance suppliers
should develop 4 system (o track and
quantify credit balances to return
uverpavments when they eccur,

C. Medicare Part A Pavment for “Under
Arrangements” Services

To cerlain instances, SNFs, hospitals,
or CAHs. mav provide ambalance
services “under arrangements’ with an
ambulance supplier. In such cases, the
SNT. haspital. or CAH is the entity
turnishing the transporl Accordingly,
Mudicare pavs the SNF. hospital, or
CAH lor the service. The SNI. hospital.
or CAH pavs the ambulance supplhier o
contractually agreed amount.
Ambulance suppliers that provide such
{ransports “under arrangements’” with a
SN huspital. or CAH should not hill
Medicare for these transports. Al such
arrangements shonld be caverully
reviewed 1o ensure that there is no
violatinn of the anti-kickback stalute as
more fully described in section V.
IV Medicmd Ambulance Covejage

he Medicaid prograns,  jeint feder.
and staie hewih mswrance proatan,
prooviddes tands Fon Bealth caee providies
and supphiers that perfonn or deliver

medically necessary serviees for eligible
Midicaid recipients Fach state
establishes s own Modicaid
regulations which vary depending on
the state plan. However, twao Tedeya!
regulations lorm the basis for all
Mudicaid reiimbarsement for
transportahion seryvices and ensiye o
mwinunuin level of coverage o
transpoitation services. First, all states
thal receive federal Medicaid funds ate
required Lo assure ransportation los
Medcaid recipients (o and from
medical appointments {32 CFR 431 53},
Sccond. fedwal regulations further
define medical transportation and
describe costs 1hat can be reimbursed
with Medicaid funds (42 CIR
440.170(a)).

In shaet, Medicaid oftens covers
transports that are nal typicallv covered
by Medicare, such as teansports in
wheelchair vans. cabs, and ambulaties.
However. the bunsports are subject to
strict coverage and pavment rules, The
stale Medicaid Fraud Control Units and
federal law enforcement have pursned
wany fraud cases related to
transportation services billed to
Medicaid programs. Ambulance
suppliers shauld review the Medicaid
regulations governing their state or
service territories 1o ensure that any
hilled services meet applicable
Medicaid regquirements.

V. Kickbacks and Inducements
A. Whal Is the Amti-Kickback Stature?

The anti-kickback statute prohibits
the purposeful payiment of anything ol
value (i.e., remuneration) in order to
induce or reward referrals of federal
heallh care progriom business. including
Medicitre and Medicaid business. 1 (See
seclion 112803(h) ol the Act (42 U.8.C.
1320a~7b).) I is a criminal prohibition
that subjecls violators 1o possibie
imprisonment and criminal fines Ty
addition, vielations of the anti-kickback
statute may give rise o CMPs and
exclusion from the federal health care
programs. Both parties to an
impermissible hickback transaction mav
be liable: the party offering or paving
the kickhack, as well as the party
soliciting or receiving it The key
inquiry ander the statute is whether the
partics intend Lo pay . o be paid, for
referriis. Paying tlor retetrals need nat he
1he only or primary purpuse of «
payment: os courts have found. if any
one purpose of the pavmesiis toanduce
utresvand relrirals, the statate is
vinlabed (See e o Pnited State s
Rote 871 F 2 105 {9th G josa).
Unated States s G her 760 1,23 6R (e
Cacd cort denred 474 1S 98K (19851 )
mabortanwnbulance supplier shonld
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neither muke noy deeept pinvineis
intended. in whole or iy part.
generate lederal health care [rogrm
bisiness

B What Are “Sale Harbors'?

The department has promulgatess
“sade harbor regulations that dese
pavment practices thal de noi ielate
i anti-Kickback statuie, provided the
pavment practice Iits squarelv within o
sitfe harbor. The sale harhor regutations
can be found at 42 CFR 1001 032 and on
the OIG Web page at http:/ oig.hhs. gon
[rauadisafeharborregulations. htmit |
Compliance with the safe harbar
regulations is voluntary . Thus. failure (o
comply with a safe harbor does not
mean that un arrangement is illegal,
Rather. acrangements that do not it in
a sale harbor must be analvzed undes
the anti Kickback statule on a ciase-by -
casebasis to determine if there 1s a
violution. To minimize the risk under
the anti-kickback statute, ambulance
supplicrs should structure arrangeiments
to take advantage of the prolection
offered by the safe harbors whenever
possible. Safe harbors thal may he
uselul for ambulance suppliers include
thust fur space rentals, equipment
rentals, personal services and
Danagement coniracts, diseounls,
emiployees, price reductions offered 1o
health plans, shared risk arrangements,
and ambulance restocking
arrangerients. (42 CFR 1001.952(h). {¢).
(d) AW, (i (). (). and (v), respectively.)

C. What Is “Remuncration™ for Purposes
of the Statute?

Under the anti-kickback statutr,
“remuneralion” means virtually
anvthing of value. A prohibited
Kickback pavment may be paid in cash
or in kind. directly or indirec tiv.
covertly or overtly. Almost anvihing ol
value can be a kickback, including, hut
not limited 10, money, goads, services
free nr reduced rent meals, trave), gilts,
and investment interests.

D. Who Are Reforral Sources or
Ambulance Supplivrs?

Any person o1 endily in « position to
generale federal health care pragrinm
busiess fur an ambulance supplier
divecth v indirectly, s a potential
relerrai source. Potential relerral sources
include. but are notlimited 1o,
Aovernmental “9-1-1" or coparabie
emergency medical dispate b systens,
private dispate systems s
rispondeis hospitals, nursing facilitres,
assisted g facilitios. hone healil
agencies pyvsician offices. statl of am
of the foregoing entities, and pasients.

T Whom Are Ambulanee Suppliers
Sources of Relerrals?

I some crrcumstances, ambulance
supplicrs turmishing ambulance ser ices
may be sources of relerrals {.e.
patientsy for hospitals. other receiving
facilities. and secnnd responders
Ambulunce suppliors that furnish othm
vpes of ansportalion. such as
ambuloette o van transportation. also
may be sources of refeerals for other
providers of federal heath care program
services, such as physician offices,
diagnostic facilities. and certain senion
centers. In general. ambulance
supplicts —particularly those furnishing
emergency services—have relatively
limited abilities 1o generate business tor
other providers or 1o inappropriately
sleet patients to particular CINCTZenCy
providers
I How Can Ambulance Supplivrs
Avuid Risk Under the Anti-Kickhack
Statute?

Because of the gravity of the penallies
under the anti-kickback statule.
ambulance supplices are strongly
encouraged to consult with experienver
legal counsel about any linancial
relationships involving polential refureal
sources. In addition, ambulance
supplicrs should review OIG guidance
relited 1o the anti-kickback statute.
including advisory apinions. fraud
alerts, and special ady isorv bulletins.
Ambulance suppliers concerned about
their existing or proposed aTangements
may obtain binding advisory opinions
from the QICG,

Ambulance suppliers should exercise
tomnon sense when evalualing existing
ur prospective arrangements under the
#nti-kickhack statute. One goud rule of
thumb is that all arrangements for Hems
or services should be at fair market
value in an arms-length transaction no
taking imo account the volume or value
ol existing or putential refurrals. For
cach arrangement, un ambulance
supplier shoatd carefully and accuralely
document how it has delermined fair
markel value. As discussed further in
appendin A4, an ambulance supplier
may not charge Medicare or Medicid
substantially more than its usual charge
to other piy ors,

Ambulance suppliess should consul)
tie sale harbor for diseonnls {2 GFR
T001.952(h)) when entering in'o
arrangements involving discoanted
priting In most circumstaness,
ambalanre sippliers who offer
disuaunts to purchasers who bill federal
prograins nust fullv and accmateby
disclose the discounts on Uie invoice.
COUpoIL o statemen! sent to P lisers
and inform purchasers of The

purchusers” obligations t repont the
discounts 1o the fede st progiams
Avcurate and complete records shoulkd
b Kept ot all discount arriaogements.

Ambulance suppiiers shoold exerdise
caution when selling services 1o
purchasers who arie also in position to
grnerate federal health care progran
business for ambulance: suppdiors Loy,
SNFs or hospitals that purchas.
ambulance scrvices for private pay and
Part A patients. but refer Part B and
Medicaid paticnts to ambulance
suppliers). Any link or conned tion,
whether explicit or implicit. between
the price offered fur business pard vut
ol the purchiiser's pocket and referrals
ol lederal program husiness billable b
the ambulance supplier will implicaie
the anti-kickback statulc.

An ambulance supplier should nal
offer or provide gifts. free iteme or
services, or other incentives of grealer
thay nominal value t referval sources.
including patients. and should not
accep! such gilts and benelits from
parties soliciting refervals from the
anbulance supplier. In general, token
kifls used on an occasional basis to
demonstrale good will or appreciation
te.yr, Jago key chains, mugs, or pens)
will be considered to be nominal in
value,

G Are There Pavticular Arrangements 1o
Wlneh Ambulance Suppliors Should Be
Alert?

Ambulance suppliers should review
the following arrangements with
particular care. (This section is intended
to be ilustrative, not exhaustive, of
putential areas of risk under 1he anti-
kickback and beneficiary inducement
statules.)

1 Arrangements for Emergency Medical
Services (TMS)
a Mumicipal Contracts

Contracts with cities or othey EMS
sponsors for the provision of emaergency
medical services may raise anti-
Kickbatk concerns. Ambulance
suppliers should not offer anyvthing ot
value to cities or other EMS sponsors i
order (o secure an EMS contra t. (In
kenerab ainbulance suppliers may
provide civies o1 other muanicipal
entitics with free o1 reduced cost EASS
for uninaured, indigent patients ) In
addition. wrangements that cover hoth
EMS and non-EMS ambulance business
should be carciuliv serutinized,
conditioning EMS services on ohtaining
nont EMS business poterially
implicates the anti-hickback sfatute
Absent a stete o local law requiting a
he belween TMS and non BMS
business ambulane supphiers
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contemplating such Arrangements
should consider ubtaming an Q16
advisory apimion. While cities and ol
LEMS sponsors niy chirge ambusance
supplices amounts o cover the costs ol
services provided to the supplies, they
should not solicit fnflated pavimens in
exchiange for access lo ENS patients.,
including aceess 1o dispatch serjees
ander “9-1-1" or comparable svstems

A city or other political subdivision of
a slate {e.g five district. county . or
panshl mav nol require a conlracting
ambulance supplier to waive
copavments for its residents, but it mav
pay uncollected, oul-of-poc ke .
copavinents on behalfl of its residents
Such puyments may be made through
fump sum or puriodic payvments. if e
aggregile pay ments reasonably
approximate the otherwise uncolledled
cost-sharing amounts. However, a cily
or other political subdisvision that o ns
and operates its own ainbulance service
is permilled 1o waive cusl-sharing
amounts for its residents under a special
CMS rule, {See CMS Carrier Manual,
section 2309.4: CMS Intermediar:
Manual, section 3153.9A: see alsa, e.g..
OIG Advisory Opinien Nu. 01-10 antd
01-11.)

b. Ambulance Restocking

Another commaon EMS arrangement
involves the restocking of supplies and
drugs used in connettion with patients
tramsporied o hospitals or other
emergeney receiving facilities. These
arrangements tvpically do not raise anti-
kickbach concerns. However, ambulance
suppliers parlicipating in such
arrangements can eliminate rish
allogether by complying with the
ambukimee restocking safe harhor at 42
CIFR1001.952(¢). In general the sal
harbor requires thal EMS restocking
arrangements involviug free or redaved
price supplies or drugs be conducted 1
an open. public, and uniform manner.
although hospitals may elect 1o restock
only eenain categories of ambulance
suppliers (e.g.. nonprofits or
volunteers). Restocking must Lie
accuralely documented using trip
sheels, palient care reports, palient
encounter reports. or other
documentation that records the specific
npeand amount of supplies or drogs
ased o0 the transporied EMS pativnl
and subsequenthy restocked. The
docomentaton must be maintained for
5 vears The sate harbor alsn covere fan
market value restocking arrungement.
and government - mandated restocking
arrangenonts, The sate Liarbor
conditiens are sel furth with specilicity
i the regulations

Whoilv apart from anti Kickbuck
concerns. ambulance steohing

artannements raise 1ssues with respedt
o propen hilling lor restocked supplies
e drugs. Pavment and coverage roles
are et by the health care program thal
covers the patient (e g Medicare ar
Medicaidl, To determimne proper billing
for testacked supiplivs or drugs,
ambulance suppliers shauld consult the
relevant program paymeni rules or
contact the reievant pavimen! enliy.
Under the Medicare program. in aluost
all vircumstances the ambulance
supplicr—not the hospital—will be the
party entitled to bill tor the restocked
supplies ar drugs used in consectiun
with an ambulance transport, even il
they are oblained through a restocking
program. However. under the
ambulance fee schedule, supplies and
drugs arc included in the bill for the
Dase: rate and are not separately billable,
Ambulance suppliers should conisuli
with their payor to confirm appropriate
billing during the new ambulance foee
schedule transition period.

2. Artangements With Qther Respanders

ln many situations. it is common
practice for a paramedic inlercept or
other first responder to treat a patient in
the ficld. with a seeond responder
transporting the patient to the hospital.
In some cases, the first responder is in
a position to influence the selection of
the transporting entity. While fair
market value pavments for services
actually provided by the first responder
are appropriate. inflated pavments by
ambulance suppliers (o gencrate
business are prohibited, and the
government will serutinize such
jravments to ensure that they are not
disguised payments o generate calls (o
the transporting enlity.

3. Arrangements With Hospitals and
Nursing Facilities

Because hospitals and nursing
lacililies are kev saurces of non-
emergency ambulance business,
ambulance suppliers need o tike
particular care when entering o
arrangements with such instilutions,
{See section F abave )
4. Arrangeiments With Patients

Arrangements that offer patients
imcenives o selecl particala
ambualance supplicrs may violale the
anti-kickback statute. as well as the
CAIP law that prohibits giving
mdocements jo Medicare and Mecheaid
beneficiaries that the giver knoes. o
shoukd know e Tikely to influcnee the
henelician 1o chouse a particulas
praciiioner. provider. or supplive of
items or services pavable by Medicare o
Moedicad (S section 1128 A(a)5) of
e A {42 US.C 1204 7alallny) )

Prolubited imeentnves iuclude, withiont
limitution . free goods and services apd
vopavment waivers, The statute
contains sexeral narrow exceptions,
including fimancial hardship copayvinent
waivers and imcentives to promole the
deliveny of preventive care services as
delined in regulations. In addition
items or services of noming) vidue ([less
than S10 per item or service or 8§30 in
the aggregate annuallyv) and am
pavment that tits into an anti kickback
safe harbor sre peemitted.

An ambulance supplier should not
routinuly wuive federal health care
prograni copavments {e.g. no
“insurance only™ billing). although the
supplier may waive a patient’s
copavment il it makes a good faith,
individualized assessment of the
patienl’s Hnancial need (168) Finaneial
havdship waivers mav not be routine or
advertised. As discussed in section G
above, cities and other political
subdivisions are permitted to waive
copayments for services provided
dircctly to their residenis.

Subscription or membership programs
thal offer patients purporied coverage
only tor the ambulunce supplier's
services are also problemalic because
such programs can be used Lo disguise
the routine waiver of cost-sharing
amounts. To reduce their visk undes e
anti-Kickback statute, ambulanee
suppliers offering subscription programs
shoald carefullv review them (o ensure
that the subscription ar membership
fees collected Irom subscribers or
members. in the aggregale, reasonably
approximale—I{rom an acluarial or
historical perspective—the amounts that
the subscribers or members would
expect b spend for vost-sharing
amounts over the period vovered by the
subscription or membership agreement.

VI Conclusron

This ambulance compliance program
gutdance is intended as a resource to
ambulance suppliers (o decrease the
incidence of fraud and abuse as well as
errors that might occur due 1w
inadequate Iraining or inadvertent
nuncompliance. We encourape
ambulanee suppliers (o scrulinize thei
internal practices to ensore the
development of a comprehensive
compliance program

Compliance programs should vellec
ek ambulance supphers individial
and unique ciccumstances 1t has been
the O1G™s expertence that thase health
cire providers and suppliers that have
developed compliance programs nol
onh better nnderstand appiicable
tecieral husidth care pregram
requitemenis, bud also their ows,
iternal operatuons We are hopelil thal
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this guidance wall be a valuable taol in
the developinentand contnuation of
ambulance suppliers comphance

prrodrians,
Appendix A—Additionol Risk Areas

1.No Transport” Calls and Pronouncement
of Death

It an ambulince supplion
sinergeney cail bt s patient js pot
transported due to death three \Medicon,
rules apply I an indiv dual s pronouneed
dead prio: to the time the ambinians e was
repuested there is vo pavment. It e
individual ts proncunced deasd after the
ambiidanc e has been requested, but Lefooe
any services arc rindered. o BLS pavment
will e made and no mileage witl be paid
It the individual is pronounced dead sher
being loaded into the ambulance, the snme
paymant ruies apply as if the beneficjan
were alive, Ambulance suppliers shouis
aceurately reprosemt the time of death and
reqtiust payment based on thy
afurementioned criteria.

POt to e

2. Multiple Patient Transports

On accasion, it may b neessary for an
ambulance to ttansport adbphe prtieats
concurrently I more than ane pationt is
transported concurrently 1o one ambulang e,
the amount billed should be cunsistent with
the multiple transport goidelines ustabilished
by the pavor in that region. Unider CMS's
new tee sehedale rales for muoltple
ransports: Medicare will puy o prscentage of
the pavment allowaner for the buse este:
applicable ta the level of care furnashed to
the Medicare beneficiary (e.g.. it two pationts
are transpocted simaltancousiv, 75 percent of
the applicable base vate will be reimbursed
for cach of the Medicare benoticiaries).
Coinsurance and deductibl amonats will
apply 1o the proavated simounts.

3. Multiple Ambulances Called to Respond
to Emergency Call

On necasion, more than one amndanc
supplier responds to au emergency call and
is present to transport w beneticnare These
are often reteted to as Cdual tansports © n
stich cases. ondy the transporting ambulane
supplivy mav bill Medicare for the seric
provided. H payment is desired fur serviees
provided to s patient the non-transporting
ambulunce company shonld receivi it
dirertiy from the iramsporting suppher based
o negottated srrongement These pavments
showdd Le foir market value tor serviees
dactuaiiv renderod Iy the Bt transporting
supplior and the parties showid roview thas:
pavmuent arraidements for complion. < wiel
the untehckbar s statude, On orcasion, when
minple ombesnee cpavs ressand e eall
o BLS winbadance may provide tae transpeat
but the v vi ot services provided may be o
e AL deve THa BLS suppdier s billiney
the ALS 1oy ol becatse af services barmisioed
by an g dironag ALS Crew b
apprap cite doimeataton shoad
deeutigns e clanm o nebesbe tothe oy
Phat i an s e o s proneded By

event. oe b one Sapiiier toe sahiont tae

o b pavinen!

4 Billing Medicare “Substantially in Excess”

of Usual Charges

Ambulince suppiters generndiv mav oo
thoarge Nedicare o Medicand patienis
substantialiv more than they usuaiiv charg
cvervoie clse f they do, they are st b
excusion by the OIG. This exdluaion
authority s notimplicated wnless
supplion s Charee for Medicare or Medicaid
patients i sobstantially more than st musdan
nee Medicare/Medicsid coarge. In other
wards, e supplicr need nut worny unless it
is discounting close to half of its non-
Medicare/Medicaid business. Ambulance
fers shoutid review charging proctices
respect 1o Medicare and Medicaid
bithng to ensure that they are not charging
Medicare or Moedicaid substantially more
than they usually change other customers fi
comparable services, I is appropriate for an
ambnilonce supplier to determine its usual
charge with reference to its total charges to
nun-Medicare/Medicaid custamers tor an
ambudanes transport {whether or not the
churges are structured as base rate plus
milcage or othenwise) und then to compare
the: resulting “usual charge' to its total
charge to Medicare (i base rate plus
mileage) or Medicaid for comparable
transport,

Appendix B—OIG/HHS Information

The OIC's web site thitp://nig. hhs gon )
Gonlains vanous links describing the
following: (1) Authoritivs and Federal
Register Notices, (2) Pubhoations, (3)
Reports, (4) Heariug Testimony. (5) Fraud
Prevention and Detection (6} Reading Room
{7) QIG Organization awd {8} Emplovyment
Opportunitics. Such information is
frequently updated ansl is o useful tual fur
ambulance providers seeking additinns] QIG
resources,

Also listed onthe OIS web site s the DIG
Hothne Namber One method for providers
to report putential traud . waste aud abuse is
tacontact the OIG Hothine number, Al HHS
and contrartor emplovees have o
responsibility to assist in combating fraud,
waste, and abuse in bl departmental
programs. As such, providers are encouraged
ta repart matters invoiving fraud. waste and
mismandgement in any deparbment:l
pragram to the OIG. The O maintains «
hotline that offers s confitlential mians fo)
veporting these matters

Conttac ting the (16 Tothin:

By Pivone: 1-800-THIS-TIPS i1 500- 447
H477)

By Fax: 1-800-223- 8104,

By L-Mait Hups@oig hhs aon

BeTTY: | B00-177 4470,

M Oftice of fnspector General,
Nepartinentaf Health and Huoain Sorviees
At HOTLINE. s indepeadence e
SWo Waspinston, DC 20200,

When contaciing, the bothine e
provide the fol.owing intformation to 1he best
Aaf vour abitity
—Tvpe et Complaint Mod care Part A

NMoedve e tant

Dokt Hoen Servie

FRICARI

Other [please sposth

—HIS department on prograi heng et
v vas o dion ol Gaud wasie, abose
mistanement Conters for Medicere s

fediaid Services [tonmeriv Health Cape
Finaneing Adanmstration) diap Hea i
Service Othor (ploase specify

— e poovade e dofiowing intursation
{howerver it vou woudd iike vour reterrai
to be submtied snommonsiy, please
mdtcate such v our correspondeitce or
phome ealll Youy Naowme,

Your Steeet Address
You City /County
Your State

Your Zip Cod

Your L-mai] Address

—5SunjectPeison/Busivess/Departinent that
allegation is against, Name ot Subject
Title af Subject
Subpoect’s Street Address
Subject s City/Connty
Subject's State
Suhjnet's Zip Code

—Pledse provide a brief summary of veur
atlegation and the relevant facts.

Appendix C—Carrier Contact
Information

1. Medicare

A complete List ot contact intormation
{address, phone numbnn eomail addeess) for
Medicare PPart A Fiscal Intermediarios.
Madicare Part 8 Cartiers, Regional Tome
Health Intermediarius. and Dirable Nedioal
Lguipment Regional Carricrs can be found on
the CMS Web site ut http:/fems hhs.gov/
contacts/incardir asp.
2 Medicaid

Contact information (adeiress. phone
number, coril address) for each state
Medicsid director can be found on the CMS
Web site at hitpdicins.hhs. gav/medicajds
ricontact.asp. o nddition to a list of state
Mudicaid directors. the Web site inchides
contact information for cach state sun ey
agency and the CMS Regional Oftices
3. Ambulance Fee Schedule

nformation relaied to the development of

the ambnlance foe schedule is located at
http./fenis i gov/supphiersfafs/defaultaasy.

Appendix D—Internet Resources

1 Crnters for Medicare nnd Medicaid
Services

The CMS Web site (http ems hhs o)
inchudes intormation on o wide arrav of
topics.ancliding Medivare’s Nationa:
Coverage Databuse. National Coverage

Policies, Luws and Regulations and Stote

Waiver and Domuonstration Programs o
additicn, thes Web site cantaine intormation
relsted to Medicasd neiuding o General
Mediatd Overview State aed Fedorad Heaith
Progrem Contacts, State Madu aid Manus
State Medicaid Plans, Stte Woivers and
Demanstiation Programs, Lothers 1o St
Oltcists and CNVIS Pubiicatons

2GS Medvoare Trarngne

Ihis CVINWeb secthep g
W s ey oo Ced haarni/ehi s asg,
provades comgater dosed trabimng relate e
CNIN S pacpo~cad history the three topes
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DN edicate coverage. the toles agencies and
vontractors plave and the s Linss hainlling
;Illil 1"as
3. Goverriment Peinting Ojfice (GPO)

The GPO Welb site thy 7
WOvare sy griosgoc ) provades acess o
tederal stabistes and regulutions pertainmg to
federal hesltn cuwre prignams

4 The 158 House uf Representatives Inter et
Libran

The .S Hemse of Representalives Tntepet
Libwory Web site (httys 2/ uscode honiss gon /
usc htmp provides access to the United St
Codewhich contuins laws pertaining to
tederal headth cave programs

Cndnaotes:

I. Todate, the OIG has issued compliance
program guidance for the following nine
industry sectors: (1} Hospitals. (2) clinical
lahoraturivs: (3} home health agencies: {4)
durable medical equipment suppliers. (3)
third-party medical billing companies: (6)
haspicis: (7) Medicure+Choice organizations
offering coordinated care plans: 18) nursing
facilities: and (9) individual and small group
physicine practices. The guidunces listed
here and referenced in this docamaent are
available on the OIG Wb site at ttp.:/¢
vig.hhs.govin the Froud Prevention and
Detection sedtion.,

2. Tne CMS s final ambuliance fee schedule
e was published in the Federal Register
on February 27,2002 (67 FR 9100} and went
inta etfect on April 1, 2002

3 The term aniverse™ is nsed in this CPG
tu mean the generatly accepied definition of
the term tor purposes of perforiming a
statisbical analvsis, Specifically, the term
s means the total nmber of
sampling units from which the sample was
selechud.

4. The OIG encoviages that providoers/
suppliers police themselves, correct
underlving problems. and work with the
government to resolve any problematic:
practices. The OIG's Provider Self-Disclosure
Prutucel, published in the Federal Register
on Octoher 30,1998 (63 FR 38390), sets torth
the steps. including a detailed audit
methodology, that mav be undertaken if
suppliers wish to wark apenly and
cooperatively with the O1G. The Provide
Suif-Disclosure Protocal is open to al! henbily
vare providers and othe: entities ol i
intended o facilitate the resolution of
matters it in the provider's reasoneble
asmessment, may potentisiy violate fodorsl
vrimingl civil, or administrutive lnws. The
Pravidor Selt-Disc tosure Protocol is not
intended te resolve simple mistakes o
overpa it probbans, The OIG s Self.
Disclosin Peotacol can be fonnd on rive QUG
Weeli Site at Attgs ede hhsan

5. Ambailavee suppliers shoold read the
OIG s Seprembier 1699 Specal Adveson
Bulletin ent'tled The Lfteor of Lo lascon

From Pt capstion aocthe Federag Health Garn-

Programs - published i the Federal Register

o Octoter 719009 (04 TR 28851, whoa o
focited s Bt oong Bl gor a2, for muoee
istormat nopeanrding execiaded iy dunis
anddenties aod the eftecr s emploving of
contrac g wath such indwidniais or eatitios.

b OLI=09-93-004 12, avsitable on the
OLG Y Web site s Wty ‘g b gon e

7 UNS Progzam Memorandum B=00~04
desebes different options for ambmlang
suppliers having difficubty obtaining PCSs
{See 47 CFR 410 4otd)is)inii) and (n ) ) A PUS
s ot reqained tor bencticiaries who arc s
ander the divect care of a phvsisan, whetheo
the beneficiary resides ot home o ina
facality Id. Section 410 4003,

it 42 CPR 4 10.42(d).

9. 0On December 28. 2000 the Departiment
of Heaith and fluman Sevices (HIS)
releasid its final tnle implementing the
privacy provisions of the Health lusurinee
Pourtability and Accountability Act of 1995
The rule became effective in Apn! 2001, aed
regulates access use, and disclusure o
personally identifiable health information in
rovered entitios (health providers. plans, and
cleasinghouses). Guidanee on an ambulance
supplicr’s compliance with the HHS Privicy
Regulatinns is bevond the scope of this CPG:
however it wiil e the responsibility of
ambutance suppliers to comply. Most health
plans avd providers must comply with the
e by April 14, 2004. n the meantime,
many organizations gre considering and
analyzing the privacy issoes,

10. Losded miles refers to the number of
miles that the patient is physicatly on boand
the ambulanae:,

11, HCFA Program Memorandum
Transmittal AB-00~-118. issucd on Novembia
30, 2000

12. In addition to Medicare and Medicad.
the federal bealth care progrons include. i
are nut hmited to, TRICARL, Vetwans Health
Gare, Public Hualth Sevvice progrms, aml
the Indion Hualth Smvices,

13, The: provedures for applyving for an
advisory opinion are set furth at 42 CFR part
1008, and un the OWG Web page wt hitgr//
whwv.oig. hhs.gov/froud/
advisorvopinions. itmM . Al OIG advisory
opinions are published on the O1G web page.
A namber of published vpinions involving
ambubince arrangenients provide usclid
guidance for ambulance suppliers. Thes:
include OIG Advisorv Opinions Nos. 97 -6,
G8-3. UB-7. O6-13. 99~1. 9U-2, YU=5 (0-7,
=4 00-11 (N-10, =11, 01-12, 0118
02~2, 024, 02-8. and 02-15. Other advisory
apintons not specifically involving
Ambulance arrangements mnav also povide
vseful unidance.

T4 See 63 FR 24400: April 26, 2000.

15 Sev Speaial Advisory Bailetin: Offaring
Gifts and Other Inducement to Benefoiaries,
located on the OIG Web page at hitp??
wnw.oie hhs govifrandasfrondalerts htinls2

16. Sce Special Fraud Afett: Routine
Waiver of Copavments or Dednatinles Under
Medicnte Purt {56 TR 65472, 65474 (1994]].
tornted an the OIG Web page at hittp 7/

Wi aig bl gontfraodrawdalerts gt e o
17 The OHG may exclude from
parbiopanon i the bedoral health ¢
Prograris oy proy tder that submits
e be salvmittod bills o reguests tor paviment

hised on charges or costa ander Medioans
or Mediead that are substantal v an excess
of et providers wanal «harges or casts,
uriess the Secyetary fiinds good canse fon
such bilic o regquests 1See section Freeibih)
Gl A (2 TS Gorszua 70061

Tanlses

Dated: Tobruary 14 2004
Janet Rehuguist.
Iispecton General
IR D
BILLING CODE 4152-01-P

U nBOG Fricd 5-21-04 8:45 a4

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Substance Abuse and Mental Health
Services Administration

Agency Information Collection
Activities: Proposed Collection;
Comment Request

In compliance with section
3506(0)(2)A) of the Paperwork
Reduction Act ol 1995 concerning
upportunity for public comment on
proposed collections of informatiou. the
Substance Abuse and Meutal Health
Services Administration will publish
perindic summaries of proposed
projects. To request more information
on the proposed projects or Lo oblain a
copy of the information collection
plans, coll the SAMIISA Reports
Clearance Officer on (301) $43-7978.

Comments are invited on: (a} Whether
the propused collections of information
are necessary for the proper
performance of the functions of the
agenev, including whether the
informalion shall have praciical utility:
(b) the accuracy of the agency s estimale
ol the burden of the proposed collection
ol information: () ways to enhance the
quality, utilitv, and clarity of the
intormation to be collected; and (d)
ways to minimize the burden of the
collection of information on
respondents. including through the: use
of automated collection techniques or
other forms of information technology .

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

Centers Nelwork—{OMB No. 0930-
0216, Revision—The Substance Abuse
and Mental Health Administiation's
(SAMHSA) Center tor Substance Abuse
Treatment (CSAT) intends to continuc
an assessment of its Addiction
Technology Transter Centurs (ATTCs).
The dita collection instruments are
being madificd. and the methodolog
will be updaied to camply with CSAT s
new Government Pertormanee and
Resulls ActIGPRA) requirements. CSAT
is requiring all of 1S programs io use
stancard GPRA Custamer Satistaction
Torms for training. lechnical assistance
and meeling events. approned by OMB
under OMB control namber 0450- 0107,
Ty respanse to these new requireiments,
the ATTC Network will modilv the
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SENATE BILL 6231

Passed Legislature - 2006 Regular Session

State of Washington 59th Legislature 2006 Regular Session

By Senator Spanel; by regdest of Insurance Commissicner

Read first tine 01/09/2¢06. 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 RY 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
subscriptions, accepts membership applications, charges
fees, and provides air ambulance services, to subscription members and

designated members of their household is not an insurer under RCW
a health care

that solicits mempership
membership

48.01.050, a health carrier under chapter 48.43 RCW,

services contractor under chapter 48.44 RCW, or a health maintenance

crganization under Chapter 48.46 RCW if the private air ambulance

service:
(1) Is licensed in accordance with RCW 18.73.130;
(2) Attains and maintains accreditation by the cemmission on
accreaitaticn of medical transgort services or anothner accrediting
organization apprcved by the departrent of heaithn as having equivalent

reguirements as the commission for aeromedical transpcre;

SE 6231.8L




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

1
- (4) Has submitted evidence of its compliance with this section, the
o licensing requirements of RCW 18.73.130, and accreditaticn from the
4 commission or another accrediting organization approved by the

5 department of health as having equivalent requirements as the

£ commission for aeromedical transport to the comnissioner.

Fassed by the Senate February 3, 2006.

Passed by the House February 28, 2006.

Approved by the Governor March 15, 2C06.

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




