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For a detailed discussion of reasonable cost, see Chapter 14 of the Provider 
Reimbursement Manual (Pub. 15), Part I. 

140 - Duplicate Payment Detection for HCPPs 

(Rev. 30, 09-05-03) 

Several entities may have jurisdiction over the processing and payment of Part B bills for 
an HCPP's members.  This could result in duplicate payments to either the physician, 
supplier, or to the enrollee.  It is incumbent that HCPPs establish a system to preclude or 
detect duplicate payments. 

HCPPs are required to process all nonprovider Part B bills, with some exceptions.  These 
exceptions, as noted below, are processed by the carrier: 

• Claims for services by an independent physical therapist; 

• Claims for outpatient blood transfusions; 

• Claims from physicians for dialysis and related services provided through and 
approved dialysis facility; and 

• Hospice care by Medicare participating hospices, except: 

(a) Services of the enrollee's attending physician if the physician is an 
employee or contractor of the organization and is not employed by or 
under contract to the member's hospice; and 

(b) Services not related to the treatment of, or a condition related to, the 
terminal condition. 

Duplicate payment detection is the responsibility of the HCPP, not the carrier.  The 
HCPP should perform several duplicate check functions after it receives paid claim 
information.  If the HCPP has not previously paid the claim, a copy of the claims 
information is filed in the beneficiary's history file.  If the duplicate payment check 
reveals that the HCPP has already paid for the services: 

• Contact the physician/supplier or enrollee to retrieve the overpayment; 

• Record any collections as credits on the cost report; 

• Notify CMS of unresolved overpayment situations; and 

• Do not return payment to the carrier. 
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140.1 - Coordination of Benefits 

(Rev. 30, 09-05-03) 

The Medicare program is usually the primary payer for covered Medicare services 
provided to Medicare members of an HCPP.  However, there are six categories of 
services for which Medicare is the secondary payer if a timely filed claim was submitted 
to the primary payer.  These are: 

• Services covered by a state or Federal Workers' Compensation law (WC); 

• Services covered by no-fault insurance; 

• Services covered by any liability insurance; 

• Services covered by Employer Group Health Plans (EGHPs) in the case of ESRD 
beneficiaries during a period of generally 30 months; 

• Services covered by EGHPs in the case of employed beneficiaries age 65 and 
over, and the spouses age 65 and over of employed individuals; and 

• Services covered by Large Group Health Plans (LGHPs) in the case of certain 
disabled Medicare beneficiaries who are covered by reason of their employment 
or the employment of a family member. 

No payment will be made to an HCPP for services to the extent that Medicare is not the 
primary payer under the provisions of §1862(b) of the Act. 

If a Medicare enrollee receives covered services from the cost-based HCPP for which the 
enrollee is entitled to benefits under one of the preceding categories, the HCPP may 
charge or authorize a provider that furnished the service to charge: 

• An insurance carrier, employer, or other entity that is the primary payer for these 
services; or 

• The Medicare enrollee, to the extent that he/she has been paid by such a primary 
payer. 

140.1.1 - Definition of Certain Terms Used in Coordination of Benefits 

(Rev. 30, 09-05-03) 

• The CMS' claim is the amount that is determined to be owed to the Medicare 
program.  This is the amount that was paid out by Medicare, less any prorated 
procurement costs (see 42 CFR 411.37) if the claim is in dispute. 

http://www.ssa.gov/OP_Home/ssact/title18/1862.htm
http://a257.g.akamaitech.net/7/257/2422/14mar20010800/edocket.access.gpo.gov/cfr_2002/octqtr/42cfr411.37.htm

