At one point or another, many SNFs will disagree
with their scal intermediary’s (FI), Medicare adminis-
trative contractor’'s (MAC), or carrier’'s decision to deny
a claim. When this occurs, a facility should not hesitate
to le an appeal.

“Appealing a denial must be a team effort, involv-
ing all facility staff members who participated in bill-
ing or providing the service in question,” says Frosini
Rubertino, RN, CRNAC, C-NE, CDONA/LTC, clini-
cal services consultant at LTC Systems, headquartered in
Conway, AR.

Although the individual staff members involved may
vary depending on the service or reason for denial, a fa-
cility’s MDS coordinator, administrator, billers, therapists,
and members of the clinical and medical records staff all
typically play a role in the appeals process.

Nursing home billers are critical to preventing and
identifying denials and gathering information for an
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appeal. Since the appeals process can be confusing and
time-consuming, SNF billers must have a clear under-
standing of the system and the important role they play.

FIs, MACs, and carriers deny claims for several rea-
sons, such as insuf cient documentation or the diagnosis
code not supporting the medical necessity of the service.
In some situations,
the person re-
viewing the claim
could have over-
looked important
information and mistakenly denied it. Regardless of the
reason for denial, providers have the right to appeal.

The following are the ve levels of the Medicare ap-
peals process:

1. Redetermination. The rst level of appeal, known
as redetermination, must be led with the FI, MAC, or
carrier responsible for the initial determination. Facili-
ties must submit a written request for redetermination
within 120 days of receiving the notice of initial deter -
mination. Although not required, a request for redetermi-
nation can be led using Form CMS-20027, which can be
found on the CMS Web site at www.cms.hhs.gov/CMSForms/
CMSFormsThe FI, MAC, or carrier has 60 days from re-
ceipt of the redetermination request to issue its decision.

2. Reconsideration. If it is unsatis ed with the re-

brum in

sult of the redetermination, a facility can move on to
the second level of appeal, known as reconsideration,

the Hawhich a quali ed independent contractor (QIC) re-

views the claim.

A facility must le a written reconsideration request
with the appropriate QIC within 180 days of receiving
the redetermination. The Medicare Redetermination

claims and

Notice will identify the QIC to which a facility should
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