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C.9 Appendices

C.9.1 Appendix A: Fee-for-Service Shared System Base Functions
	Function
	Shared System Provided
	EDC Provided …

	Security
	Application password security via a personnel file containing user authorization flags to control access to specific functions
	Creation and maintenance of network/environment security rules, via ACF2

Data Center security ID and password that controls access into the data center, access into the CICS regions, access to CICS transactions, and read/write access to files.

Data Center security Machine-ID and non-expiring password that controls access into the data center for functions such as IVR and NGD.

	Tele-communications
	
	Works with CMS-approved contractors as necessary to establish batch and interactive connectivity between the data centers.

	File Transfers
	
	The EDC creates and maintains the jobs necessary to transmit CMS-approved files from the EDC to any other location.  

The EDC receives files transmitted from CMS approved contractors. 

	Electronic Data Interchange (EDI)
	MCS and FISS accept CMS’ X12 flat files for HIPAA EDI transactions created from the translation of ANSI ASC X12N version 4010A.1 format, and   other EDI transactions as directed by CMS. (There are currently no EDI transaction formats supported other than those implemented per the HIPAA requirements, but CMS could direct at some point that supplemental EDI transaction standards not yet adopted under HIPAA be supported as well.)
At present, MCS and FISS support a single version of the HIPAA EDI standards. When a subsequent version is adopted as a national standard under HIPAA, it will be necessary for the Contractor to support both the new and the old versions until all users are required to use the new version exclusively.
Perform pre-pass editing and reporting.  
	

	
	MCS furnishes the Professional Provider Telecommunication Network (PPTN) application for provider inquiry of claims status information via a DDE-type screen and a link to the CWF maintained DDE screen established to request and receive beneficiary eligibility information.
	

	
	Creation of electronic remittance advices in the HIPAA mandated Format 
	Creation and execution of the jobs to produce the remittance advice flat files for translation into compliant HIPAA standard remittance advice transactions by the MAC or a contractor data center subcontracted to perform this function pending later implementation of a standard front end

	
	Creation of crossover data for the COBC


	Creation and execution of jobs to transmit the crossover flat file claims data to the COBC via the Medicare telecommunications network.

	
	FISS furnishes the Direct Data Entry (DDE) application for provider on-line entry and correction of institutional claims, to obtain the processing status of institutional claims, and furnishes a link to the CWF maintainer supported screen that provides beneficiary eligibility information
	

	Claims Entry
	Activations and Claims Inquiry System (ACIS)
	

	
	Automated Development System (ADS), including a base letter file selected from an existing user 

Generation of standard IBM AFP mixed mode or Xerox JDL/JDE print file containing development letters (English or Spanish) that support use of contractor-maintained OMR marks or 3 of 9 barcodes
	Creation and execution of the jobs to transmit the base print output to the contractor local data center

	
	A base set of reference files and tables selected from an existing shared system user
	Creation and execution of the jobs to retrieve the CCI data from the CMS data center and transmit it to the EDC

	
	On-line work scheduler
	

	
	Suspense document print file
	

	
	Weekly EOLQA sampling
	

	
	Comprehensive Error Rate Testing (CERT) processing
	Creation and execution of the jobs to transmit the base output to CMS’ CERT contractor

	
	Existing CMS Standard ARU interface in the form of an on-line transaction
	Ability to connect to the FFS application at the EDC

	
	Correspondence application that provides ability to track telephone and written correspondence
	

	
	Maintenance of screens for manual keying of data contained on paper claims, translation of that data into a flat file for processing, issuance of a claim control number and indicator that identifies the claim as having been submitted on paper (for later claim payment floor and CROWD reporting purposes), front end editing to assure that required fields have been included and there are no obvious errors in the data prior to transfer to the EDC and rejection of claims with appropriate error messages that do not pass that editing
	Execution of the jobs to complete adjudication of the paper claim data, apply appropriate Medicare program edits, reject claims that do not pass those edits with appropriate reason and remark codes for the 835 flat file, produce data with appropriate reason and remark codes for the 835 flat file when the claim is approved and deposit of the adjudication information on the payment floor when payment is due.

	
	Map between paper claims and the system flat file to enable paper claims electronically read and entered using optical character recognition (OCR) technology to be electronically processed, have a claim control number issued, record that the claim was received on paper, perform front end edits and issue appropriate error messages if applicable
	Execution of the jobs to complete adjudication of the paper claim data, apply appropriate Medicare program edits, reject claims that do not pass those edits with appropriate reason and remark codes for the 835 flat file, produce data with appropriate reason and remark codes for the 835 flat file when the claim is approved and deposit of the adjudication information on the payment floor when payment is due.

	Correspondence and Customer Service
	GUI-based MCS Desktop Tool (MCSDT), if desired
	Ability to connect to the FFS application at the EDC

	
	Letter-writing application, including a base letter file selected from an existing shared system user
	

	
	Generation of standard IBM AFP mixed mode or Xerox JDL/JDE print file for correspondence response letters (English or Spanish) that support use of contractor-maintained OMR marks or 3 of 9 barcodes
	Creation and execution of the jobs to transmit the base print output to the contractor’s print site (if routing is not done via the JCL)

	Pricing/ Profiles
	Maintenance capability for the MPFSDB, customary, prevailing, ambulance fee schedule and zip code file and other relative pricing files 
	Creation and execution of the jobs to retrieve the fee schedule data from the CMS data center and transmit it to the EDC

Creation and execution of the jobs to extract the contractor-specific fee schedule data

	
	Standard provider profile build logic
	

	
	Automated pricing of claims 
	

	
	Automated “mass” adjustments capability
	

	
	Express Adjustments
	

	
	Limiting Charge processing 
	Creation and execution of the jobs to transmit the base print output to the contractor’s print site (if routing is not done via the JCL)

	Medicare Secondary Payer (MSP)
	Medicare Secondary Payer (MSP) validation through a base set of audits
	

	
	MSP automated payment calculation
	

	
	Identification of MSP recovery claims via IRS/SSA Data Match and retroactive recovery with automated history searching
	

	
	Systematic MSP Automated Recovery Tracking (SMART) system
	Creation and execution of the jobs to retrieve the Data Match files and transmit them to the EDC

	
	Demand packages in a basic AFP mixed mode or Xerox DJDE print file, along with mailing label print files for certified and non-certified mail

Associated folder label print file
	Creation and execution of the jobs to transmit the base print output to the contractor’s print site (if routing is not done via the JCL)

	
	
	Receipt and installation of ECRS software.

	Reporting
	Provide data used to complete the required CMS reports such as the:

· Workload and 
Performance/PULSE file;

· Appeals;

· Medical Review Workload;

· Medical Review Savings;

· PIMR;

· MSP Savings;

· CFO;

· PSOR

· PS&R
	Creation and execution of the jobs to transmit the PIMR data to CMS’ PIMR contractor

Creation and execution of the jobs to transmit the CCI report to CMS’ CCI contractor

Creation and execution of the jobs to transmit the data to CMS’ PULSE contractor

	
	Numerous reports to track and control inventory and production.  Refer to report documentation for specifics
	Creation and execution of the jobs to transmit the base print output to the contractor’s print site (if routing is not done via the JCL)

	
	Provide the base data files for use in contractor-specific Ad-Hoc Reporting and Data Extracts
	Execution of the jobs to create ad-hoc reports or data extracts (with CMS approval)

	Provider
	Processes claims using provider enrollment data from the Provider Enrollment Chain Ownership System (PECOS)    

Accepts the PECOS Daily Export Extract file of provider information, used to merge PECOS data with provider data for claims processing           
	Telecommunications mechanism between the EDC and the PECOS

Retrieval of the Daily Export Extract file from the PECOS (one per Contractor number) 



	
	Creation of yearly participating (PAR) provider counts
	

	
	Creation of a weekly mammography report 

Validation of certification numbers for mammography facilities
	Creation and execution of the jobs to retrieve the Mammography Quality Standard Act (MQSA) File  from the CMS data center



	
	MCS creates weekly tapes for the RRB containing provider extract data
	

	
	Interface to Finalist zip code cleansing software to cleanse provider addresses
	Receipt and installation of Finalist software and database updates

	
	Provider file accessor
	Execution of the jobs to create ad-hoc reports or data extracts (with CMS approval)

	
	Provide access to the data required to produce the MEDPARD
	Execution of the jobs to  extract provider data (with CMS approval)

Creation and execution of the jobs to transmit the extracted data to  contractor data center

	
	Desktop Label and Reporting database application (PIN Support (PSUP) Query appl.) 
	Creation and execution of the jobs to transmit the extracted data to  contractor data center

	
	
	

	CWF Interaction
	Creation of CWF transmits files for claims, MSP, and eligibility data
	Creation and execution of the jobs to transmit the data to the CWF host

	
	Accepts CWF response files for claims, MSP and eligibility data
	Receipt of CWF response files from CWF Host

	
	Interaction with HIMR Eligibility and Claim Data on a subset of MCS screens.
	Receipt and installation of HIMR software

	
	Bridge between the FISS DDE System and the CWF ELGA screen for eligibility inquiries by providers
	Receipt and installation of CWF ELGA software.



	
	Bridge between the Professional Provider Telecommunication Network (PPTN) and the CWF ELGB screen for eligibility inquiries by providers
	Receipt and installation of CWF ELGB software

	Accounting/ Financial
	Standard interface for bank issues/clears
	Support of telecommunications with bank or contractor data center

Creation and execution of bank-specific interfaces for Issues file (optional, with CMS approval)

Creation and execution of the jobs to transmit the issues file to the bank or contractor data center

Receipt of the Clears file from the bank (optional) 

Creation and execution of bank-specific interfaces for Clears file (optional, with CMS approval)

	
	Stale date processing
	

	
	Mailroom-ready output document files, suitable for printing on IBM equipment, that have:

· Basic AFP mixed mode print file; 

· Parameters to control additional mail finishing marks;

· OMR coding or 3 of 9 barcodes for outgoing financial documents;

· Separate checks, MSNs, and remittance with AFP mixed mode formatted print streams;

· English language printed output for all documents, and Spanish language for the beneficiary Medicare Summary Notice (MSN);

· Base Presort processing
	Creation and execution of the jobs to transmit the base print output to the contractor’s print site (if routing is not done via the JCL)

	
	—  OR  —
	

	
	Mailroom-ready output document files, suitable for printing on Xerox equipment that have:

· Xerox print file; 

· Parameters to control additional mail finishing marks;

· OMR coding or 3 of 9 barcodes for outgoing financial documents;

· MSNs and remittance with Xerox JDL/JDE formatted print streams;

· English language printed output for all documents, and Spanish language for the beneficiary MSN;

· Base Presort processing
	Creation and execution of the jobs to transmit the base print output to the contractor’s print site (if routing is not done via the JCL)

	
	Interface to Finalist zip code cleansing software
	Receipt and installation of Finalist software and database updates

	
	Cash receipts processing 
	

	
	Accounts receivable processing 
	

	
	Accounts payable processing
	

	
	Creation of ACH EFT records, pre-notification records, and X12 835 records
	Support of telecommunications with bank

Creation and execution of the jobs to transmit the ACH records to the bank or the contractor data center.

	
	Accumulation of monthly, quarterly, and yearly financial data to create a 1099 database reflecting annual provider and beneficiary earnings
	Creation and execution of the jobs to transmit the 1099 records to the contractor data center

	
	HPSA processing which includes:

· Incentive checks in the same format as other special checks;

· Incentive payment reports;

· HPSA guideline monitoring reports;

· Suppression of HPSA checks for violators
· Notification of providers of those claims for which the HPAA bonus is being paid
	

	National Change of Address (NCOA)
	Creation of a standard format file for NCOA processing

Accept standard format NCOA file used to update beneficiary address data
	Support of telecommunications with vendor  

Creation and execution of vendor-specific interfaces for NCOA file (with CMS approval) 

Creation and execution of the jobs to transmit the NCOA records to the NCOA vendor or the contractor data center.

	
	Interface to Finalist zip code cleansing software to cleanse NCOA address data
	Receipt and installation of Finalist software and database updates for all contractors

	
	File layouts to support the extract of data.
	Creation and execution of the jobs to extract the data and transmit the data to the data storage location (with CMS approval)

	Payment Safeguards
	File layouts to support the extract of data.
	Creation and execution of the jobs to extract the data and transmit the data to the data storage location (with CMS approval)

	
	Automated history search capability to interface with ARGUS
	

	
	Sampling capability in support of focused medical review (online history plus 4 years of purged history)
	

	
	Standard interface to Program Integrity Sampling Module for Part B and DME contractors (PIMB)
	Receipt and installation of PIMB software

	File Purges
	Standard purge logic
	

	
	Capability to retrieve information by beneficiary from purged history
	

	Other Add-on Software
	Image request transaction files (RQ screen)
	

	National Provider Identifier Crosswalk 
	Access to NPI Crosswalk during claims processing as well as a claim by claim basis by contractor staff.
	


C.9.2 Appendix B: Deliverable Schedule
	Related SOW Requirement Number and Name
	Deliverable Name
	Deliverable Description
	Deliver to
	Deliverable Due Date
	Frequency
	CMS Business Owner Functional  Area

	C.5.1.1  Jurisdiction Implementation Project Plan
	Jurisdiction Implementation Project Plan
	A detailed description of all activities required to transfer all Medicare operations from each carrier and intermediary in the contractor’s jurisdiction.
	Project Officer and/or Designees
	Baseline due within 30 calendar days after contract award
	Once
	Center for Medicare Management (CMM) / Medicare Contractor Management Group (MCMG) / Division of Medicare Administrative Contractor (MAC) Program Management (DMPM)

	C.5.1.2 Segment Implementation Project Plans
	Segment Implementation
Project Plan
	An expanded part of the Jurisdiction Implementation Project Plan that specifies in more detail the transfer of that segment’s workload.
	Project Officer and/or Designees
	Draft due at segment kickoff meeting.  Baseline due within 30 calendar days of segment kickoff meeting
	Twice
	CMM / MCMG / DMPM

	C.5.1.3 Risk Management Plan 
	Risk Management Plan
	Identifies the jurisdiction wide as well as segment specific risks, mitigation strategies, and maintenance process for the risks associated with the contractor’s segment workload transition
	Project Officer and/or Designees
	Initial due within 30 calendar days of each Segment Kickoff meeting
	Once
	CMM / MCMG / DMPM

	C.5.1.4 Segment Cutover Plan
	Segment Cutover Plan
	An expanded part of the Segment Implementation Project Plan that contain the day by day activities and procedures, some of which may be detailed to the hour, that the contractor will follow during the cutover period to ensure a successful cutover for a particular segment.
	Project Officer and/or Designees
	Initial within 45 calendar days prior to the segment cutover date contained in the Segment Implementation Project Plan 
	Once
	CMM / MCMG / DMPM

	C.5.1.5 Segment Test Plans
	Segment Test Plan
	A plan to identify the approach to testing, types of tests, schedule, and progress for each segment implementation.
	Project Officer and/or Designees
	Initial within 30 calendar days after segment kickoff meeting
	Once
	CMM / MCMG / DMPM

	C.5.1.6 Implementation Requirements
	Lessons-Learned Document Regarding Implementation Activities
	Identifies the lessons learned during the implementation of each segment.
	Project Officer and/or Designees
	Within 40 calendar days after segment cutover
	Once
	CMM / MCMG / DMPM

	C.5.1.7 Accounts Receivable Reconciliation 
	Accounts Receivable Transmittal Document
	Describes the total amounts and counts of the accounts receivables of the outgoing contractor.
	Project Officer and/or Designees
	Due within 10 calendar days after the date of transfer
	Once
	CMM / MCMG / DMPM and OFM/DFRP

	C.5.1.9 Implementation Stakeholder Communication
	Communications Plan
	Identifies the processes and procedures the contractor will follow to ensure that all transition stakeholders are informed of the transition and its progress.
	Project Officer and/or Designees
	Initial within 30 calendar days of Segment Kickoff Meeting
	Once
	CMM / MCMG / DMPM

	C.5.2.1 Workload Closeout Project Plan (Option that may be exercised at the End of the Contract)
	Workload Closeout Project Plan
	Describes the outgoing contractor’s plan for the transfer of Medicare functions and the closeout of operations at contract end.
	Project Officer and/or Designees
	Initial within 30 calendar days of replacement contractor kickoff meeting
	Once
	CMM / MCMG / DMPM

	C.5.2.1 Closeout Project Plan (Option that may be exercised at the End of the Contract)
	Jurisdiction Workload Closeout Report
	Identifies workload indicators for a jurisdiction to allow CMS to determine if the outgoing Contractor is processing claims in accordance with the SOW.
	Project Officer and/or Designees
	Within 3 business days of biweekly period end
	Biweekly
	CMM / MCMG / DMPM

	C.5.2.3 Workload Closeout Risk Management Plan
	Workload Closeout Risk Management Plan
	Includes a periodic assessment of new risks and mitigation and contingency planning where appropriate.
	Project Officer and/or Designees
	Initial Due within 30 calendar days of replacement contractor kickoff meeting
	Once
	CMM / MCMG / DMPM

	C.5.2.4 Accounts Receivable Transmittal Document (Option that may be exercised at the End of the Contract)
	Accounts Receivable Transmittal  Document
	Describes the total amounts and counts of the accounts receivables of the outgoing contractor.
	Project Officer and/or Designees
	Due within 10 calendar days after the date of transfer
	Once
	CMM / MCMG / DMPM and OFM/DFRP

	C.5.2.5 Cost Accounting/Audit (Option that may be exercised at the End of the Contract)
	Financial Audit Supporting Documentation
	Describes the details to support the post-cutover financial activities of the outgoing contractor.
	Project Officer and/or Designees
	Within 30 calendar days after closeout end
	Once
	CMM / MCMG / DMPM

	C.5.2.5 Cost Accounting/Audit (Option that may be exercised at the End of the Contract)
	Administrative Supporting Documentation
	Describes the details to support the post-cutover administrative activities of the outgoing contractor.
	Project Officer and/or Designees
	Within 30 calendar days after closeout end
	Once
	CMM / MCMG / DMPM

	C.5.4.3 Security
	Information Technology Systems Contingency Plan Report
	Information Technology (IT)  Systems Contingency Plan (See BPSSM Table 3.1 Planning Table, for 3.4)
	Project Officer and/or Designees
	Initial within 90 days prior to the first segment cutover date and annually thereafter
	Annually
	OIS

	C.5.4.3 Security
	IT Security Tests And Reports
	Contractor conducted or any other independent IT evaluation
	Project Officer and/or Designees
	10 business days after conducted
	As required
	OIS

	C.5.4.3 Security
	Risk Assessment Report
	Risk Assessment (See BPSSM Table 3.1 Planning Table, for 3.2)
	Project Officer and/or Designees
	Initial within 90 days prior to making AB payments under the contract and annually thereafter 
	Annually
	OIS

	C.5.4.3 Security
	Statement of Security Compliance
	Annual certification (See BPSSM Table 3.1 Planning Table, for 3.3)
	Project Officer and/or Designees
	In accordance with BPSSM


	Annually
	OIS

	C.5.4.3 Security
	Systems Security Plan
	Systems Security Plan (SSP) (See BPSSM Table 3.1 Planning Table, for 3.1)
	Project Officer and/or Designees
	Initial within 90 days prior to making AB payments under the contract and annually thereafter 
	Annually
	OIS

	C.5.4.3 Security
	Systems Security Profile Documentation
	Systems Security Profile (See BPSSM Table 3.1 Planning Table, for 3.7)
	Project Officer and/or Designees
	Consistent with frequency
	As required
	OIS

	C.5.4.3.2 Administer Security Program
	Annual Compliance Audit Report 
	Annual compliance audits (See Business Partner System Security Manual— Business Partners Systems Security Manual (BPSSM) Table 3.1 Planning Table, for 3.5)
	Project Officer and/or Designees
	In accordance with BPSSM
	Annually
	OIS

	C.5.4.3.2 Administer Security Program
	Self Assessment
	Results of self-assessments, using the Contractor Assessment Security Tool (CAST) module of the CMS Integrated Security Suite (CISS), provided by CMS (See BPSSM Table 3.1 Planning Table, for Appendix A)
	Project Officer and/or Designees
	Initial within 90 calendar days prior to making AB payments under the contract and in accordance with the BPSSM thereafter
	Annually
	OIS

	C.5.4.3.2 Administer Security Program
	Corrective Action Management Process Report
	Report progress in correcting deficiencies or findings identified by audits, reviews, etc. in accordance with guidance provided by the BPSSM and other CMS guidance.
	Project Officer and/or Designees
	In accordance with BPSSM or as requested by CMS (Corrective Action Plans for findings identified in Section 912 Evaluations must be remedied prior to making payments).
	Monthly
	OIS

	C.5.4.3.4 Correct Deficiencies
	Incident Reporting and Response Report
	Incident Reporting and Response (See BPSSM Table 3.1 Planning Table, for 3.6)
	Project Officer and/or Designees
	Within 15 calendar days of month end or as required by CMS.  Incidents involving individually identifiable information must be reported within one hour
	Monthly and  As required
	OIS

	C.5.4.4.1 Quality Control Program
	Quality Control Plan
	Specifies the procedures and resources applied to ensure services meet contract performance requirements
	Project Officer and/or Designees
	No later than 45 calendar days after contract award; once on contract cutover date; quarterly thereafter
	Quarterly
	CMM/MCMG

	C.5.4.5 Public Relations
	Public Relations Plan
	Describes the contractor’s plans for managing the programs public relations.
	Project Officer and/or Designees
	Initial within 30 calendar days of contract award, thereafter within 7 calendar days of annual period end
	One month after contract award then Annually thereafter
	CMM/MCMG

	C.5.4.8.3 Successful Implementation of Change Requests
	Change Request Implementation Problem Log
	Describes any problems and the resolution status associated with the implementation of change requests.
	Project Officer and/or Designees
	Within 15 calendar days of month end
	Monthly
	CMM/MCMG/
DCM; CMM/Provider Billing Group (PBG)/Division of Supplier Processing (DSCP)

	C.5.4.8.3 Successful Implementation of Change Requests
	Change Request Implementation Report
	Describes the Change Requests (CRs) that the contractor has implemented in the quarterly period.
	Project Officer and/or Designees
	Within 15 calendar days of quarter end
	Quarterly
	CMM/MCMG/
Division of Change and Operations Management (DCOM)

	C.5.4.9 Business Continuity Planning and Disaster Recovery
	Comprehensive Continuity of Operations (COOP) Plan
	Describes the Contractor’s policies and procedures to ensure that essential business functions continue during a disaster. The COOP plan elements include protection of physical infrastructure, IT disaster recovery, business continuity (with or without system availability), and other topics
	Project Officer and/or Designees
	Initial 60 calendar days prior to cutover; thereafter annually as requested by CMS.
	Once, then Annually
	CMM/OIS

	C.5.4.10.2  Self Assessment Process for Internal Controls 
	Certification Package for Internal Controls (CPIC) Report
	Attestation and documentation of the adequacy of the internal controls.
	Project Officer and/or Designees.  CPIC should also be delivered to CMS internalcontrols@\cms.hhs.gov.
	Initial is due within 15 business days after June 30; Update is due 3 business days after September 30.
	Annually
	OFM/ Accounting Management Group (AMG)/ Division of Debt Referral and Oversight (DDRO)

	C.5.4.10.3 Correcting Internal Control Deficiencies – CAP process
	Corrective Action Plan (CAP)
	Describes a plan of action to correct weaknesses, findings, gaps, or other deficiencies.
	Project Officer and/or Designees.  CAP reports should also be delivered to CMS CAPS@cms.hhs.gov.
	Initial CAP reports are due within 45 calendar days of receiving a final audit report or after discovery of a material weakness; thereafter 30 calendar days form quarter end
	Within 45 calendar days after discovery of material weakness, and quarterly
	OIS and OFM/AMG/
DDRO

	C.5.4.10.4 Statement on Auditing Standards 70 Audit
	Final Statement on Auditing Standards (SAS) 70 Report
	Describes the Final SAS 70 Report includes a matrix at Section I reporting all SAS 70 findings. Working papers and supporting documentation must be made available upon request to any party designated by CMS.
	Project Officer and/or Designees
	Draft Report due by June 15 of each fiscal year.

Final Report due by July 1 of each fiscal year.
	Annually
	OFM/AMG/
DDRO

	C.5.7.1.6 Bulletin/Newsletter Publication
	Alternative Bulletin Plan
	Plan for electronic distribution of bulletins/newsletters
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	As requested
	As required
	CMM/PCG/
DCPC

	C.5.7.1.6 Bulletin/Newsletter Publication
	Alternative Bulletin Evaluation
	Evaluation of alternative bulletin implementation
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	6 months after implementation of alternative bulletin approach
	As required
	CMM/PCG/
DCPC

	C.5.7.1.7 Provider Service Plan
	Provider Service Plan (PSP)
	Describes the outreach and education activities the contractor will accomplish throughout the year
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov
	End of first month of contract year
	Annual
	CMM/PCG/
DCPC

	C.5.7.1.8 Education Activity Report  
	Education Activity Report (EAR)
	Summarizes and recounts the completed Provider Outreach and Education activities in the previous 5.5-6 month period.
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	At end of 7th month of contract year and end of the last month of the contract year.
	Semiannual
	CMM/PCG/
DCPC

	C.5.7.2 Provider Contact Center
	Primary Provider Inquiry Contact
	Contact information for primary Provider Contact Center (PCC) contact at contractor.
	Project Officer and/or Designees and mailbox ServiceReports@cms.hhs.gov 
	End of first month of contract year
	Annual, as needed as changes made
	CMM/PCG/
DCPC

	C.5.7.2  Provider Contact Center
	Planned Contact Center Closure
	Schedule of planned closures for contact center, including Federal holiday closures
	Project Officer and/or Designees and mailbox ServiceReports@cms.hhs.gov 
	End of first month of contract year
	Annual
	CMM/PCG/
DCPC

	C.5.7.2 Provider Contact Center
	Ad Hoc Closure Requests
	Requests to close contact centers at times different from planned closures
	Project Officer and/or Designees and mailbox ServiceReports@cms.hhs.gov 
	As needed, at least 3 weeks before requested closure date
	As requested
	CMM/PCG/
DCPC

	C.5.7.2 Provider Contact Center
	Customer Service Operations Surveys
	Surveys of contractor’s customer service operations, such as PCC technology, staffing, training needs.
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	Upon request
	As requested
	CMM/PCG/
DCPC

	C.5.7.3.4 Provider Customer Service Program Staff Training
	Contact Center Training Schedules
	A training schedule, including dates, times, topics, subtopics, and contact information about PCC closure
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	15th of month prior to training closure
	Monthly
	CMM/PCG/
DCPC

	C.5.7.3.4 Provider Customer Service Program Staff Training
	Requests for PCC Closure Greater than 4 Hours
	A request to close PCC for more than 4 hours in a day
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	1 month prior to requested training date
	As requested
	CMM/PCG/
DCPC

	C.5.7.3.4 Provider Customer Service Program Staff Training
	Provider Complaints about PCC Closure
	Report  about provider complaints and their resolution related to PCC closures
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	Upon request
	As requested
	CMM/PCG/
DCPC

	C.5.7.2.1 Telephone Inquiries
	Remote Monitoring Instructions
	Instructions for CMS to remotely monitor live provider inquiry calls
	Project Officer and/or Designees and mailbox ServiceReports@cms.hhs.gov 
	3 business days before instructions are active
	Annual, and as instructions change
	CMM/PCG/
DCPC

	C.5.7.2.1 Telephone Inquiries
	Disaster Recovery Plans
	Plan describing how the Medicare provider telecommunications operations will be maintained or continued in event of natural or manmade disaster
	Project Officer and/or Designees and mailbox ServiceReports@cms.hhs.gov 
	End of third month of contract year
	Annual
	CMM/PCG/
DCPC

	C.5.7.2.1 Telephone Inquiries
	Interruption of Call Center Service Report
	Report about interruption of telecommunications service, both Verizon related and in-house
	Project Officer and/or Designees and mailbox ServiceReports@cms.hhs.gov 
	End of month
	Monthly
	CMM/PCG/
DCPC

	C.5.7.2.4 Inquiry Tracking System
	Inquiry Tracking Report
	Report of all provider inquiries using standard inquiry categories.
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	End of month following each quarter of contract year
	Quarterly
	CMM/PCG/
DCPC

	C.5.7.3.2 Web Technology
	Website attestation statement
	Statement by contractor attesting that CMS contractor website guidelines have been followed
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	End of sixth month of the contract year
	Annually
	CMM/PCG/
DCPC

	C.5.7.3.2 Web Technology
	Website attestation statement about Current Procedural Terminology (CPT) usage
	Statement by contractor attesting whether website adheres to requirements in IOM Pub 100-4, .5.3.1

, §20.7
	Project Officer and/or Designees and mailbox ProviderServices@cms.hhs.gov 
	End of sixth month of contractor year
	Annual
	CMM/PCG/
DCPC

	C.5.8.2.5 Payment of Claims Outside Common Working File
	Workload Report for Payment of Claims Outside Common Working File
	Workload Report for Payment of Claims Outside Common Working File
	Project Officer and/or Designees 
	Within 15 calendar days of quarter end
	Quarterly
	CMM/MCMG

	C.5.8.4.4 The Do Not Forward Initiative
	Do-Not-Forward (DNF) Initiative Report
	Describes the Medicare checks and payments for professional claims returned or held to the contractor thru the DNF initiative.
	Project Officer and/or Designees 
	Within 15 calendar days of quarter end
	Quarterly
	CMM/PBG

	C.5.8.5 Opt-Out Payment Provisions
	Private Contracting Report
	Describes the physicians and practitioners who opt out of Medicare.
	Project Officer and/or Designees 
	Within 15 calendar days of quarter end
	Quarterly
	CMM/PBG

	C.5.8.6 Physician Incentive Payments for Services in Health Professional Shortage Area and Physician Scarcity Area
	Health Professional Shortage Area (HPSA) Report
	Describes the physicians and services furnished in geographic HPSAs and Physician Scarcity Areas (PSAs).
	Project Officer and/or Designees 
	Within 15 calendar days of quarter end
	Quarterly
	CMM/PBG

	C.5.8.6 Physician Incentive Payments for Services in Health Professional Shortage Area and Physician Scarcity Area
	Physician Incentive Payment Report
	Describes the physician incentive or bonus payments made for primary care and mental health care services furnished in geographic HPSAs and PSAs.
	Project Officer and/or Designees 
	Within 15 calendar days of quarter end
	Quarterly
	CMM/PBG

	C.5.10.3 Monthly Statistical Report (Validation)
	Validation of data on CMS-2592 Report
	Provides validation of data reported monthly on the CMS-2592 Report
	Project Officer and CMS Business Owner
	Twice a year, due May 15th for the months of October through March; due November 15th for the months of April through September.
	Semi-annually
	CBC/MEAG/DAO

	C.5.10.4 Quality Improvement/Data Analysis
	Appeals Quality Improvement/Data Analysis (QI/DA) Report
	Submits Summary Report of QI/DA activities and findings in accordance with IOM 100-4, chapter 29, Sections 70 and 350.
	Project Officer and CMS Business Owner
	Twice a year, due May 15th for the months of October through March; due November 15th for the months of April through September.
	Semi-annually
	CBC/MEAG/DAO

	C.5.11.2 Banking Relations
	Copy of Tripartite Agreement
	Describes the agreement between CMS, the contractor and its bank.
	Project Officer and/or Designees 
	Upon initiation
	Once
	OFM / Financial Services Group (FSG)

	C.5.11.2.4 Letter-of-Credit Limitation
	Letter of Credit Limitation Change Request
	Written requests for changes to the monthly letter-of-credit limitation.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	OFM/FSG

	C.5.11.3.2.9 Audit Plan
	Audit Plan
	Identifies the audit plan, including the providers and issues projected for audit.
	Project Officer and/or Designees 
	Initial within 30 calendar days of cutover; thereafter within 30 calendar days of annual period end
	Annually
	OFM/FSG

	C.5.11.3.3 Institutional Provider Reimbursement

C.5.11.3.3.12 Institutional Provider Reimbursement
	Periodic Interim Payment (PIP) Termination Recommendation
	Describes recommendations on providers that should be terminated from PIP.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	MCMG

	C.5.11.3.3.9 Provider Based Determinations
	Provider Based Determination Correspondence and Decision Recommendations
	Describes the provider based determination correspondence and decision recommendations.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMM

	C.5.11.3.3.5 Target Limits: Tax Equity and Fiscal Responsibility Act
	Target limits under the Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA) Report
	Describes the TEFRA Target Limits for each Provider.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMM/Hospital and Ambulatory Policy Group (HAPG)

	C.5.11.3.3.6 Exception Requests: End-Stage Renal Disease
	Processed End-Stage Renal Disease Exception Requests Report
	Describes the exception requests for ESRD facilities processed.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMM

	C.5.11.3.3.7 Exception Requests: Tax Equity and Fiscal Responsibility Act
	Processed Requests for Exception to the Tax Equity and Fiscal Responsibility Act of 1982 Report
	Describes the exception requests for TEFRA limits processed.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMM

	C.5.11.3.3.10  Special Payment Status
	Recommendation for Special Payment Status
	Describes the recommendations for special payment status.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMM

	C.5.11.3.2.7 Wage Index
	Completed Wage Index Review
	Contractor’s review of the provider’s cost report desk review for Wage Index Information
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMM/HAPG

	C.5.11.4.2 Applications for Extended Plan
	Extended Repayment Plan (ERP) Extension Requests
	Usually in Excel format, this report identifies providers who have requested an ERP and identifies those requests that have been approved and denied.
	Project Officer and/or Designees 
	Within 15 calendar days of quarter end
	Quarterly
	OFM / FSG / Division of Medicare Overpayments (DMO)

	C.5.11.7.1 Unsolicited/Voluntary Refunds
	Unsolicited/Voluntary Refund Check Summary Report
	Describes a summary of the unsolicited/voluntary refund checks.
	Project Officer and/or Designees 
	Within 15 calendar days of quarterly end
	Quarterly
	OFM / Program Integrity Group (PIG)

	C.5.11.8.1 Administrative Freeze Payments
	Provider Overpayment Referral Checklist
	Describes summary of overpayment information for a Provider in bankruptcy.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	OFM / AMG / DFO

	C.5.11.8.2 Closed Bankruptcy Case
	Quarterly Bankruptcy Tracking Report
	Describes the status of the discharge of bankruptcy proceedings. Builds on the information contained in the summary of detailed underpayment and overpayment information for a Provider in bankruptcy.
	Project Officer and/or Designees 
	Quarterly
	As required
	OFM / AMG / DFO

	C.5.11.9 Financial Reporting and Accounting
	Statement of Financial Position and Status Accounts Receivable
	Forms CMS 750/751 Describes the accounts receivable activity for Fiscal year-to-date
	Project Officer and/or Designees 
	Within 21 days of the quarter end
	Quarterly
	OFM / AMG / DFRP

	C.5.11.9.1 Accounts Receivable Trend Analyses
	Accounts Receivable Trend Analysis Reports
	Describes the results of accounts receivable trend analyses.
	Project Officer and/or Designees 
	Within 7 and/or 15 calendar days of quarterly submission of CFO reports
	Quarterly
	OFM / AMG / DFRP

	C.5.11.10 Medicare Credit Balance Report Activities
	Credit Balance Summary Report
	Describes a summary of the credit balances.
	Project Officer and/or Designees, and mailbox CMS_SCBR@cms.hhs.gov 
	Within 90 calendar days after the close of the quarterly period
	Quarterly
	OFM / AMG / DFO

	C.5.12.1 Development of Medical Review  Strategy
	Medical Review Strategy Report
	Describes the operational plan for how the contractor will evaluate data and address program vulnerabilities throughout the year.
	Project Officer and/or Designees 
	Initial within 60 calendar days after contract award, thereafter 30 calendar days prior to option award
	Annually
	OFM/ Program Integrity Group (PIG)/ Division of Medical Review and Education (DMRE)

	C.5.12.1 Development of Medical Review Strategy
	Analysis Report
	A quarterly update to the MR Strategy Report that describes progress towards goals as defined in the strategy and any changes that need to be made to the strategy.
	Project Officer and/or Designees 
	Within 45 calendar days of quarter end
	Quarterly
	OFM/PIG/DMRE

	C.5.13.2 Support of Comprehensive Error Rate Testing
	Error Rate Reduction Plan Report
	Describes the error rate reduction plan and is updated once per year.

The error rate reduction plan (ERRP) database is the primary collection tool for the error rate reduction plans.
	Project Officer and/or Designees 
	Initial within 60 calendar days of contract award; a new plan is required each year following the release of the November error rate report; an update to the ERRP Report is required six (6) months following the November Report
	Semi-annually (twice per year)
	OFM / PIG / Division of Analysis Evaluation (DAE)

	C.5.14.5 Medicare Secondary Payer Hospital Audits
	Hospital Audit Report
	Describes the results of hospital audits and reviews for Medicare Secondary Payer hospitals.
	Project Officer and/or Designees 
	Within 30 calendar days from final audit completion
	Annually
	OFM/FSG/ Division of Medicare Secondary Payer (MSP) Operations
DMSPO

	C.5.14.6.1 Duplicate Primary Payments
	Unsolicited/Voluntary MSP Posted Checks Status Report (identifying associated vs. not associated with a known debt)
	Provides a listing of all Posted Provider, Physician, or Other Supplier MSP Unsolicited/Voluntary Refund Checks (identifying each entry as (1) associated to a known debt vs. (2) NOT associated to a known debt and ECRS entry required) received by the MAC Contractor.
	Project Officer and/or Designees
	Last business day of the month
	Monthly
	OFM/DMSPPO

	C.5.14.6.2 Inquiries Specific to Debt Collection Efforts for Providers, Physicians, and other Suppliers
	MSP Pending Correspondence Report
	Provides a listing of all pending MSP correspondence.
	Project Officer and/or Designees
	Last business day of the month
	Monthly
	OFM/DMSPPO

	C.5.14.6.5 Misrouted Medicare Secondary Payer Recovery Checks

=
	Medicare Secondary Payer (MSP) Misrouted Recovery Checks (and Associated Correspondence)
	Provides a listing of all misrouted checks and correspondence that was transferred to the Medicare Secondary Payer Recovery Contractor
	Project Officer and/or Designees 
	Last business day of the month
	Monthly
	OFM/DMSPPO

	C.5.14.6.6 Misrouted Medicare Secondary Payer Post Payment Recovery
	Medicare Secondary Payer (MSP) Misrouted Recovery Correspondence
	Provides a listing of all misrouted correspondence that was transferred to the Medicare Secondary Payer Recovery Contractor
	Project Officer and/or Designees 
	Last business day of the month
	Monthly
	OFM/DMSPPO

	C.5.15.2 Review of Comprehensive Outpatient Rehabilitation Facility Billing Records
	Aberrant Billing Practices Notification
	Immediate written notification whenever aberrant billing practices are discovered
	Project Officer and/or Designees 
	Consistent with Frequency
	As required
	CMSO/SCG/
DCCP

	C.5.15.3 Review of Inpatient Rehabilitation Facilities and Critical Access Hospitals’ Rehabilitation Distinct Part Units (DPU)
	Written Report of the Applicable Calculated Compliance Percentage
	Written report of the applicable calculated compliance percentage attained by the IRF or a provider attempting to be classified as an IRF.
	Project Officer, CMS Business Owner, and the RO responsible for the geographic area where the IRF is located, and, if appropriate, to the appropriate ROs involved with the administration of the MAC contract.  
	Six weeks prior to the beginning of an IRF’s next cost reporting period
	As required
	CMM/ Chronic Care Policy Group (CCPG)/ Division of Institutional Post Acute Care (DIPC)

	C.5.18.1 Education Materials
	Rural Health Clinic (RHC) Education Materials
	The Contractor is encouraged to use CMS-created national education materials when training RHCs.
	Project Officer and/or Designees 
	Six weeks prior to the intended use of the education materials
	As required
	CMM / MCMG/ DMPM

	C.5.19.1 Education Materials
	Federally Qualified Health Center Education Materials
	The Contractor is encouraged to use CMS-created national education materials when training FQHCs.
	Project Officer and/or Designees 
	Six weeks prior to the intended use of the education materials
	As required
	CMM / MCMG/ DMPM

	C.5.23.1 Post-Award Meeting
	Post-Award Meeting Minutes
	Describes the results of the Post-Award meeting conducted.
	Project Officer and/or Designees 
	Within 3 business days of the Post-Award meeting
	Once
	CMM/MCMG

	C.5.23.2 Project Management Plan
	Project Management Plan
	Describes the plan for overall management of the program.
	Project Officer and/or Designees 
	Initial within 30 business days after contract award, updates within 15 calendar days after quarter end
	Quarterly
	CMM/MCMG

	C.5.23.3 Cost Management
	Cost Management Reports
	Describes the Cost Management Reports associated with the overall program.
	Project Officer and/or Designees 
	Initial within 30 business days after contract award, updates within 15 calendar days after month end
	Monthly
	CMM/MCMG

	C.5.23.5 Monthly Status Report and Meeting
	Monthly Status Report and Meeting
	Describes the monthly status of the program thru a report and briefing.
	Project Officer and/or Designees 
	Within 15 calendar days after month end
	Monthly
	CMM/MCMG

	C.6.1 Joint Operating Agreements
	Initial Joint Operating Agreement (JOA)
	The initial JOA defines roles and responsibilities of a mutually agreed upon methods to work with and support CMS’ mission—with each of the following parties: Program Safeguard Contractors (PSCs) with Benefit Integrity (BI) task orders; other specialty PSCs, if applicable; Qualified Independent Contractors (QICs); Administrative Qualified Independent Contractors (AdQICs); Quality Improvement Organizations (QIOs); Recovery Audit Contractors (RACs); Beneficiary Contact Center (BCC); and Enterprise Data Center (EDC).
	Project Officer and/or Designees 
	30 calendar days prior to cutover
	Once
	Office of Acquisitions and Grants Management (OAGM)

	C.6.1 Joint Operating Agreements
	Updated Joint Operating Agreement
	The updated JOA defines any updates to the roles and responsibilities of a mutually agreed upon methods to work with and support CMS’ mission—with each of the following parties: PSCs with BI task orders; other specialty PSCs, if applicable; QICs; AdQICs; QIOs; RACs; and BCC.
	Project Officer and/or Designees 
	Consistent with frequency updates: By January 15th, April 15th, July 15th, and October 15th.
	First Year Quarterly; Subsequent Years Semiannually
	OAGM

	C.6.1.1.1 Referrals to Quality Improvement Organization
	Quality Improvement Organization Referrals
	Describes the referrals to the QIO for medical necessity determinations.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	Office of Clinical Standards and Quality (OCSQ)

	C.6.1.1.2.1  Payment Adjustments
	Quality Improvement Organization on Processed/Unprocessed Adjustments Report
	Describes the payment adjustments submitted by the QIOs based on medical necessity determinations and DRG validations, including corrections to the disposition code.
	Project Officer and/or Designees 
	Within 15 calendar days of month end
	Monthly
	OCSQ

	C.6.1.1.2.2  Billing Errors
	Billing Error Report
	Describes the billing error notifications from QIO and actions taken/not taken to resolve the errors.
	Project Officer and/or Designees 
	Within 15 calendar days of month end
	Monthly
	OCSQ

	C.6.1.2.1  Supply of Appeals Case Files
	Supply of Appeals Case Files Report
	An electronic report that describes the number of requests from the QIC for redetermination case files (in cases and claims); number of case files forwarded to the QIC in 1–5 days, in 6–10 days, in more than 10 days (in cases and claims); average time to forward redetermination case files; number of case file requests that are pending (request received but files not yet sent to QIC) (in cases and claims); and cost of preparing and forwarding redetermination case files.
	Project Officer and/or Designees 
	Within 15 calendar days of month end
	Monthly
	CBC/MEAG/DAO

	C.6.1.2.3  Preparation of Case Files
	Case Files
	Describes the case files in accordance with the JOA.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CBC/MEAG/DAO

	C.6.2.1 State Agencies Responsible for Licensing Institutional Providers (e.g., Survey and Certification, Licensing Authorities)
	Health Insurance Benefits Agreement, Provider-Based Determination, or Other Institutional Provider Information
	The Health Insurance Benefits Agreement, Provider-Based Determination, or Other Institutional Provider Information is provided in the format requested to state agencies with a copy to CMS.
	Project Officer and/or Designees 
	Consistent with frequency
	As required
	CMSO/SCG/
DACS

	C.7.18 Spanish Translation of HCPCS Code Descriptors
	HCPCS Spanish Translation File
	Healthcare Common Procedure Coding System (HCPCS) code descriptors translated into Spanish
	Project Officer and/or Designees
	As required
	As required
	NA

	
	
	
	
	
	
	


C.9.3 Appendix C: Government Furnished Property

	Government Furnished Property Name
	Government Furnished Property Description 
	Related SOW Major Section Number
	Related Major Section Name
	# of Days After Award Property Can Be Furnished To Contractor
	CMS Responsible Component

	CMS ART System
	Financial management software system that manages contractor reporting that gives the contractor the ability to submit vouchers and cost reporting data.
	C.5.23.6
	CMS ART 
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/MCMG

	CMS Private Wide Area Network (CMSnet)
	CMSnet is used to securely transport Medicare data between CMS and its contractors.
	C.5.3
	Infrastructure Requirements
	To Be Determined
	OIS/TMG

	Comprehensive Error Rate Testing (CERT) Confidential Website and CERT Claims Status Website
	These systems provide access to all CERT related information, the error rate reduction plan data entry system, the CERT claims feedback page, and payment adjustments and appeals reporting systems.
	C.5 ALL
except C.5.5 and C.5.14
	All Contract Requirements except Provider Enrollment and Medicare Secondary Payer
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT and OFM/Program Integrity Group

	Comprehensive Error Rate Testing (CERT) raw data
	Contractor-specific raw-data used to determine error rates and causes.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	Office of Financial Management (OFM)/Program Integrity Group (PIG)

	Contractor Administrative Budget and Financial Management System (CAFM)
	Financial management software system that manages contractor reporting activities pertaining to all benefit payments, banking issues, and Chief Financial Officer (CFO) data.
	C.5.1 and C.5.11
	Workload Transition and Financial Management of Trust Fund Dollars
	To Be Determined
	OFM

	Contractor Reporting of Operational and Workload Data System (CROWD)
	System that collects and reports on operational and contractor workload data and types of claims processed for Part A and Part B contractors.  Data includes types of claims, overall number of claims, and appeals data.
	C.5.10, C.5.14 and C.5.23.8
	Appeals of Medicare Initial Claims Determinations, and MSP Savings Report, and CROWD
	To Be Determined
	CBC and OFM

	Provider Inquiry Evaluation System (PIES) 
	Tool designed to facilitate call center performance reporting.  Contractors report performance on specified metrics by the tenth of each month.  The PIES data provides the framework to assess contractor performance on a consistent basis relative to requirements as well as to each other on a comparative level.
	C.5.7
	Provider Customer Service Program
	To Be Determined
	Center for Medicare Management (CENTER FOR MEDICARE MANAGEMENT)  (Provider Inquiries)

	Debt Collection System (DCS)
	DCS is used for referring eligible delinquent debt for cross-servicing. Used to refer debt to Treasury.
	C.5.11 and C.5.14
	Financial Management of Trust Fund Dollars and Medicare Secondary Payer
	To Be Determined
	OFM/AMG

	EDC 3-Zone Architecture
	CMS will use a 3-Zone enterprise architecture for its EDC. The EDC enterprise architecture for new applications is designed to facilitate robust security in three zones. The 3-Zone architecture will be implemented incrementally. As an A/B Medicare Administrative Contractor (MAC) requires services, it will work through the CMS EDC-PMO to ensure that adequate capacity and connectivity exist. Any requirements for FY 2006 will be accomplished through the CMS Data Center with transition planned into the new EDC facilities FY 2007.
	C.5.3
	Infrastructure Requirements
	To Be Determined
	OIS/TMG

	Electronic Correspondence Referral System (ECRS)
	System used by contractors to transmit Coordination of Benefits information and communicate possible MSP situations to the Coordination of Benefits Contractor (COBC).  The system supports all activities related to the development of MSP records and their specific periods of coverage to be reflected on CWF. COBC will use ECRS to communicate actions to the contractor.
	C.5.14
	Medicare Secondary Payer (MSP)
	To Be Determined
	OFM/ DMSPPO

	Enterprise Data Center (EDC)
	The CMS EDC is comprised of both physical/technical components as well as a management structure. CMS EDC-Program Management Office (PMO) is responsible for oversight of the EDCs. The EDC PMO will serve as the customer-facing organization responsible for:
a) Monitoring the EDCs’ relationships with all customers and assisting the them in using the EDCs and other CMS data center capabilities 
b) Providing “one-stop shopping” for EDC services and the focal point for resolution of EDC-related issues 
c) Oversight and program management of the deployment of new application and/or functionality to the EDCs
d)  Ensuring the quality of EDC service delivery.
	C.5.3
	Infrastructure Requirements
	To Be Determined
	OIS/TMG

	Fee Schedule–Ambulance Fee Schedule
	Software integrated into the shared system. These files are produced and distributed by CMS in order to supply fee and payment policy information on certain services performed by professional and institutional providers. The contractor will receive these files periodically (either annually or quarterly).
	C.5 ALL
	All Contract Requirements
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/Hospital and Ambulatory Policy Group (HAPG)/DAS

	Fee Schedule–Clinical Diagnostic Laboratory
	Software integrated into the shared system. Produced by CMS and sent from CMS to MACs so that claims with coding for laboratory services can be correctly priced and paid by fee.  This is an annual recurring instruction.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/HAPG/DAS

	Fee Schedule–Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) Fee Schedule 
referred to as Durable Medicare Equipment Fee Schedule (DMEFS) for DME MAC
	Software integrated into the shared system. System that maintains, updates, and disseminates Part B pricing data for services priced under DMEPOS fee schedules.  The system generates rates for Level 2 Healthcare Common Procedure Coding System (HCPCS) codes.  The system is legislatively mandated.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/Chronic Care Policy Group (CCPG)/Division of Community Post Acute Care (DCPAC)

	Fee Schedule–Medicare Physician Fee Schedule Data Base (MPFSDB) Fee Schedules/Abstracts
	Software integrated into the shared system. These files are produced and distributed by CMS in order to supply fee and payment policy information on services performed by physicians or practitioners. Carriers received the entire MPFSDB annually.  The file contains the new fees that are effective each year.  Thereafter, carriers receive a quarterly update file that contains corrections only. Quarterly files are created and provided for MACs if needed.  MACs receive subset extract files of the entire file annually via a recurring instruction.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT

	Flash Report (relating to the Medicare Cost Report)
	CMS uses an informal process to expeditiously communicate to contractors, software vendors, and ROs revisions to the MCR.  
	C.5.11.3
	Cost Reporting and Reimbursement Payment Policy
	To Be Determined
	OFM/FSG

	Harkin Grantee Tracking System (HGTS)
	Records and tracks the status and outcome of Medicare fraud and abuse complaints generated by the Association on Aging (AOA) Harkin Grantees.  As Medicare Contractors receive complaints directly from the grantees or Medicare beneficiaries (based on the Harkin Grantee educational initiative), they enter them into the HGTS along with any identifying information.  Ensuing actions based on the complaints are also entered periodically.  Semi-annual reports are generated based on data gleaned from the HGTS and are then distributed to the Harkin project leads and other interested parties.
	C.5.13
	Coordination with Program Safeguard Contractors (PSCs)
	To Be Determined
	OFM/PIG

	Healthcare Integrated General Ledger Accounting System (HIGLAS)
	HIGLAS is a single, unified general ledger accounting system that will support all MAC contractors and CMS central office administrative accounting.  HIGLAS will:

Implement one integrated accounting system to support all MACs and central office administration accounting.

Maintain standard financial processes and data classifications.

Promote consistent, standard processes for CMS and Medicare MACs.

Produce automated standardized financial statements and reports.

The Contractor must use HIGLAS for Medicare financial management business processes and reporting.  HIGLAS is a CMS-furnished application. Contractor users access HIGLAS using a standard Web browser over HTTP. The firewall at the HIGLAS physical network boundary will allow HTTP traffic to go through, thus enabling the client access. The primary entry point into HIGLAS is the CMSnet. The CMSnet supports connectivity to HIGLAS.  Based on their roles, contractor users can access certain HIGLAS online functions to support their normal job functions.

The Contractor provides PCs meeting CMS-specified requirements for using HIGLAS.

No special operating or service level agreements are required between the contractor and the HIGLAS system integrator or the ASP.
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM

	Healthcare Services Information System (HCIS)
	System that allows users to sift through summarized Medicare information, in predetermined views, and focus analysis on areas in the Medicare program.  Subject areas available for analysis include: Home Health Agency (HHA), Skilled Nursing Facility (SNF), Hospice, Inpatient, Outpatient, Clinical Lab, and Durable Medical Equipment data.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	OFM

	Healthcare Provider Cost Report Information System (HCRIS)
	Financial management software. HCRIS includes subsystems for the Hospital Cost Report (CMS-2552-96), Skilled Nursing Facility Cost Report (CMS-2540-96), HHA Cost Report (CMS-1728-94), Renal Facility Cost Report (CMS-265-94), and Hospice Cost Report (CMS-1984-99).
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM/FSG

	Interns and Residents Information System (IRIS)
	Financial management software. IRIS is used to produce intern and resident data files on diskette for a cost reporting period from each teaching hospital.  The diskette is sent along with Medicare cost reports for that cost reporting period to the MAC.  These data files contain information for hospital counts of interns and residents for direct graduate medical education (GME) and indirect medical education (IME).  There is a risk that teaching hospitals may over-report intern and resident counts for GME and IME on cost reports.  MACs can reduce the impact of these counts by utilizing duplicates detection software on these data files.
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM/FSG

	Maintainer-developed test cases and test scripts
	A controlled outline for the contents and presentation of a Test Case Specification used by the shared system maintainers and the Beta testing contractors.
	C.5.4.
	Participation in Change Management Process
	30 days after contract award and quarterly thereafter
	OIS/DSSM

	Medicare audit program
	This CMS-approved program is used to identify the audit objectives; the issues, transactions, or cost report entries to be audited, reviewed, or verified; the audit steps to be performed; and the tests to be applied. (See IOM Pub. 100-6, Chapter 8, section 50.2.)
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM/FSG

	Medicare Cost report Desk Review Program
	The CMS-approved program is used to analyze the provider’s cost report to determine its adequacy, completeness, and accuracy and reasonableness of the data contained therein. (See IOM Pub. 100-6, Chapter 8, section 20.)
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM/FSG

	Medicare Coverage Database (MCD)
	Acts as a central point of dissemination for both National and Local Medicare Coverage policies. On the national side, the MCD houses National Coverage Analyses (NCAs), Coding Analyses for Laboratories (CALs), and National Coverage Determinations (NCDs). On the local side, the MCD houses Local Coverage Determinations (LCDs), Local Medical Review Policies (LMRPs, until December 31, 2005), and contractor articles.

Besides these policies, the MCD contains downloadable indexes and reports.
	C.5.6
	Local Coverage Determinations
	To Be Determined
	Center for Beneficiary Choices (CBC); 
Office of Clinical Standards and Quality (OCSQ);


OFM/PIG/DMRE



	Medicare Exclusion Database (MED)
	The Medicare Exclusion Database is a standard format, cumulative exclusion database that contains information on all exclusions and reinstatement actions in Medicare, Medicaid, and other federal health care programs.  CMS receives this information from the Office of Inspector General monthly.  Contractors use the information contained in the MED and the GAO Debarment list to:

Determine whether a physician/practitioner/provider or other health care supplier who seeks approval as a provider of services in the Medicare/Medicaid programs is eligible to receive payment

Ensure that sanctioned providers are not being inappropriately paid.
	C.5.13
	Coordination with Program Safeguard Contractors
	To Be Determined
	OFM/PIG/DBIMO.  

	National Plan and Provider Enumeration System (NPPES)
	The National Provider Identifier (NPI) will identify health care providers in electronic transactions for which the Secretary has adopted standards. These transactions include claims, eligibility inquiries and responses, claims status inquiries and responses, referrals, and remittance advices. Note: While CMS may provide an extract data to the contractor, it will not provide system access to NPPES. Currently, the NPI is scheduled to replace the Unique Physician/Practitioner Identification Number (UPIN) and Online Survey Certification and Reporting System (OSCAR) in 2007.
	C.5.5
	Provider Enrollment
	To Be Determined
	OFM/PIG/DPSE

	Next Generation Desktop (NGD)
	Desktop application to allow Customer Service Representatives (CSRs) in contractors’ contact centers to respond to beneficiary claims inquiries referred by the Beneficiary Contact Center (BCC). Desktop application to allow MACs to accept referrals of complex telephone and written inquiries from the BCC and to track the case load.
	C.5.7.2.3.1 and C.5.7.2.3.1.4
	Responding to Complex Beneficiary Inquiries; 
Feedback
	To Be Determined
	Center for Beneficiary Choices (CBC)/OBIS

	Physician and Supplier Overpayment Recovery (PSOR) System
	Financial management software. System that prepares statistical reports that enable management of physician and supplier overpayment recoveries.  The system identifies, monitors, and resolves Medicare Part B provider overpayments.  This system will not be used once HIGLAS is implemented.
	C.5.11.4 and C.5.11.5
	Overpayment and Debt Collection
	To Be Determined
	OFM/FSG/DMO

	Provider Enrollment Paper Records
	Prior to the advent of the Provider Enrollment, Chain and Ownership System (PECOS), paper records were used to retain Medicare enrollment information. Some legacy contractors who have not yet fully transitioned to PECOS still have paper records for provider enrollment.
	C.5.5
	Provider Enrollment
	To Be Determined
	DPSE/PIG/DPSE

	Provider Enrollment, Chain and Ownership System (PECOS)
	CMS system used by contractors that captures Medicare enrollment information.  The PECOS database retains enrollment information and transmits enrollment status/information to contractors.
	C.5.5
	Provider Enrollment
	To Be Determined
	DPSE/PIG/DPSE

	Provider Overpayment Reporting (POR) System
	Financial management software. The POR is an electronic tracking system that was implemented to maintain all Part A provider debts related to cost reports.  This system will not be used once HIGLAS is implemented.
	C.5.11.4 and C.5.11.5
	Overpayment and Debt Collection
	To Be Determined
	OFM/FSG/DMO

	Provider Statistical and Reimbursement (PS&R) system
	The PS&R accumulates statistical and reimbursement data related to Medicare claims processed. It is used by the contractor and institutional providers to accumulate key elements of the Medicare cost report used in final settlement.
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM/FSG

	Provider survey
	Medicare Contractor Provider Satisfaction Survey (MCPSS)
	C.5.4.4
	Quality Improvement
	To Be Determined
	To Be Determined

	Quality Call Monitoring (QCM) Database
	On-line database where contractors enter and manage quality written correspondence monitoring data.  The QCM Chart is used to reduce the subjectivity of those reviewing the quality and accuracy of provider telephone responses.  The QCM Scorecard is used to review the quality and accuracy of provider telephone responses.
	C.5.7
	Provider Customer Service Program
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/PCG/DCPC

	Quality Written Correspondence Monitoring (QWCM) Database
	On-line database where contractors enter and manage quality written correspondence monitoring data.  The QWCM Chart is used to reduce the subjectivity of those reviewing the quality and accuracy of provider telephone responses.  The QWCM Scorecard is used to review the quality and accuracy of provider written responses.
	C.5.7
	Provider Customer Service Program
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/PCG/DCPC

	Shared Systems
	“Shared systems” (previously known as standard system) means the systems provided by CMS to process Medicare claims.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	OIS/BSOG

	Shared Systems – Common Working File (CWF) System
	CMS supplies the shared claims processing systems, including transmission to CWF, installed at the data center that the contractor must use. 
CWF is a shared system that uses localized databases, maintained by host contractors, to validate pre-payment Medicare claims and to coordinate Medicare Part A and B benefits.  The system also provides contractors with beneficiary entitlement, utilization data, and appropriate documentation.  CWF also provides the beneficiary claims history to the National Claims History.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	OIS

	Shared Systems – FISS
	CMS supplies the shared claims processing systems, including transmission to CWF, installed at the data center that the contractor must use. FISS will process claims and transactions from institutional providers.  The Super Op – Claims adjudication software is included within the FISS core system.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	OIS

	Shared Systems – Multi Carrier System (MCS)
	CMS supplies the shared claims processing systems, including transmission to CWF, installed at the data center that the contractor must use. MCS will process claims and transactions from professional providers (physicians, practitioners, and suppliers). The Multi-Carrier System Desktop (MCSDT) is a part of the base MCS.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	OIS

	Shared Systems Module – Clinical Diagnostic Laboratory Edit Table
	Software integrated into the shared system. Produced by CMS and sent from CMS to MACs so that claims with laboratory services can be correctly edited and paid.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	OCSQ

	Shared Systems Module – Code Editors
	Software integrated into the shared system. Code Editors enforce proper use of procedural and diagnostic coding on institutional Medicare fee-for-service claims, and are programmed and produced under contract to CMS by the 3M Corporation on routine annual or quarterly basis.  CMS produces instructions that require the shared system maintainers to update these modules.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	Center for Medicare Management / Provider Communications Group / Division of Institutional Claims Processing

	Shared Systems Module – Correct Coding Initiative (CCI) Edits
	Software integrated into the shared system. These edits are designed to assure correct coding is used in billing services.  Originally, Medicare implemented these edits on carrier claims. For carriers, the edits are distributed by CMS through quarterly instructions.  For MACs, some of these edits are incorporated into Outpatient Code Editor (OCE) software
	C.5 ALL
	All Contract Requirements
	To Be Determined
	Center for Medicare Management / Provider Communications Group / Division of Institutional Claims Processing (DICP)

	Shared Systems Module – Direct Data Entry (DDE)
	Embedded in the shared system, DDE is a mode of transmitting claims and obtaining beneficiary eligibility and claim status information using secure, dedicated hardware and communications lines.
	C.5.8
	Claims Processing
	To Be Determined
	OIS/DSSM

	Shared Systems Module – GROUPER Software
	Software integrated into the shared system. GROUPER software is used to bundle services that are part of specific Medicare benefits into groups for prospective payment.  Not all prospective payment systems require GROUPER software.  When providers submit payment groups, grouping software is found embedded at the provider site, not in Medicare systems (i.e., HHA, SNF, Inpatient Rehabilitation Facility, or IRF).  However, within CMS, the term “GROUPER” most often refers to GROUPER software produced by 3M under contract to CMS used on inpatient hospital claims, distributed with Medicare Code Editor (MCE).
	C.5 ALL
	All Contract Requirements
	To Be Determined
	Center for Medicare Management / Provider Communications Group / DICP

	Shared Systems Module – HCPCS File
	Software integrated into the shared system. CMS is the code set owner for these procedural codes, including codes for both items and services, used on Medicare and non-Medicare claims, which are Level Two of the same greater code set that includes Current Procedural Terminology (CPT) codes which are copyrighted by the American Medical Association. HCPCS codes are used on professional and institutional claims, and CMS publishes fee schedules for codes in this and the CPT code set when Medicare provides fee-for-service reimbursement.  HCPCS codes can be created any time during the year.  These are distributed quarterly as needed via change requests, but an annual file is released to Medicare contractors every October, available electronically, and the codes are effective each January 1.  HCPCS codes are also posted on the CMS website.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	Center for Medicare Management / CCPG / DCPAC

	Shared Systems Module – Medicare Secondary Payer (MSP) Pay module
	Software integrated into the shared system.  MSP Pay modules calculate Medicare secondary payments. Periodic updates are issued based on policy and regulation changes.
	C.5.14
	Medicare Secondary Payer
	To Be Determined
	OFM/DMSPPO

	Shared Systems Module – PRICER software
	Software integrated into the shared systems. PRICERS are software modules programmed and produced by CMS on a routine annual or quarterly basis—unless legislation requires special quarterly implementation. These modules price benefits/services that receive bundled, prospective payment under Medicare law. PRICERS are most often updated often in relation to regulatory payment policy notices or instructions. CMS directly releases PRICERS to the institutional shared system maintainers.
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT / PBG / DICP & Division of Data Systems (DDS)

	Shared Systems Module – Zip Code File
	Software integrated into the shared system. This file is primarily intended to (1) map Zip Codes to CMS carriers and localities, and also (2) maps zip codes to their States; (3) contains an urban, rural or low density (qualified) area Zip Code indicator. Distributed as frequently as quarterly through recurring instructions.
	C.5 ALL
	All Contract Requirements
	To Be Determined
	Center for Medicare Management / Provider Billing Group / Division of Supplier Claims Processing (DPCP)

	Survey Programming Module
	Website satisfaction survey programming module to be inserted into the contractor’s website.
	C.5.7
	Provider Customer Service
	To Be Determined
	Center for Medicare Management / Provider Communications Group / Division of Contractor Provider Communications

	System Tracking Audit and Reimbursement (STAR) System
	Financial management software. STAR is an automated system developed by CMS for the purpose of streamlining the Medicare cost reporting process.  STAR captures historical and current Medicare provider and cost report information and tracks time spent in audit and reimbursement activity of each cost report.  The STAR Users Manual serves as the instructions for implementing the program functions within the STAR system.  The STAR system is also used to upload data to the contracting audit settlement report (CASR) subsystem on the CMS mainframe.
	C.5.11
	Financial Management of Trust Fund Dollars;

	To Be Determined
	OFM/FSG

	Systems documentation from maintainers
	To Be Determined
	C.5.8
	Claims Processing
	To Be Determined
	OIS/DSSM

	The Electronic Change Information Management Portal (eChimp)
	The eChimp is a user-friendly, Web-based Extranet application that was developed by the Centers for Medicare & Medicaid Services’ (CMS’) Division of Change Management (DCM) to help streamline and automate the Change Management process.  eChimp provides Change Request (CR) authors with the ability to complete and validate change request forms on-line, and provides them with a tool to track their CR from draft to finalization.  In addition, the system provides reviewers with a Point of Contact (POC) Review Forum, which consolidates the comments received from multiple reviewers for a particular CR into a single, easy to read conversation-based forum.
	C.5.4.8.1
	Review and Comment on Draft Change Requests


	To Be Determined
	CENTER FOR MEDICARE MANAGEMENT/MCMG/DCM

	Toll-free telephone service
	Toll-free network service provided through the FTS2001 Network Services Contract, which provides access to telecommunications services using rates in the General Services Administration’s (GSA’s) central telecommunications contract.  The replacement to FTS2001 will be called Networx.
	C.5.3 and C.4.1
	Infrastructure Requirements;
Customer Service
	To Be Determined
	Center for Medicare Management / Provider Communications Group / Division of Contractor Provider Communications; 
Office of Operations Management

	Training material (national)
	Under development.
	C.5.4.4
	Quality Improvement
	When developed
	To Be Determined

	Training materials
	Training materials used for provider customer service staff provided on an ad-hoc basis.
	C.5.7
	Provider Customer Service
	To Be Determined
	Center for Medicare Management / Provider Communications Group / Division of Contractor Provider Communications

	Transitory Database
	CMS database used to populate PECOS with legacy information when changes, updates, or corrections to enrollment information occur.
	C.5.5
	Provider Enrollment
	To Be Determined
	DPSE/PIG/DPSE

	Uniform Desk Review (UDR) program
	Financial management software. The UDR is a tool used to: analyze data submitted on the provider’s cost report to identify problem areas warranting additional review and where appropriate to resolve some of those problems/exceptions; reconcile settlement data; make a determination that the cost report can be finalized without further review; or plan the field audit.
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	OFM/FSG

	UPIN Registry
	Database of physician UPINs and associated practice settings (offices).  A UPIN uniquely identifies a physician across all practice settings.  The system is used for ad hoc studies and UPIN validation.  Over the next 18 months, CMS will de-scope the UPIN Registry. Based on current operating assumptions, the UPIN Registry will cease to exist on or before September 30, 2007.
	C.5.5
	Provider Enrollment
	To Be Determined
	OFM

	Wage index review program
	The wage index measures relative differences in the average hourly wage for the hospitals in each labor market area compared to the national average hourly wage. http://www.cms.hhs.gov/providers/hipps/ippswage.asp 
	C.5.11
	Financial Management of Trust Fund Dollars
	To Be Determined
	Center for Medicare Management

	Website Satisfaction Survey Trigger Code
	The code that a contractor shall place in its provider website code to allow for a website satisfaction survey to pop up for a sample of users.
	C.5.7.1
	Provider Outreach and Education
	
	Center for Medicare Management / Provider Communications Group / Division of Contractor Provider Communications


C.9.4 Appendix D: Contractor Furnished Property

	Requirement number and name
	CFP

	C.5.3   Infrastructure Requirements
	Telephone systems

	C.5.3.1.1.1 HIPAA Compliant Translation Software
	Translation software package for EDI transactions

	C.5.7   Provider Customer Service Program
	Facsimile capability

	C.5.7   Provider Customer Service Program
	Personal computers (hardware/software) to operate NGD:

(1) Processor: 500 MHz Pentium III or comparable AMD; 800 MHz Celeron or comparable AMD
(2) Disk space: 100 MB available
(3) Memory:  224 MB for Windows 2000; 288 MB for Windows XP
(4) Operating system:  Windows 2000 Service Pack 2 or Windows XP Service Pack 1
(5) Browser: Internet Explorer 5.5 Service Pack 2 ; Q323759 ; Internet Explorer 6 Service Pack 1 ; Q810847
(6) Monitor:  21”
(7) Pointing device:  mouse with scroll
(8) Network interface:  network interface card compatible with the call center LAN, which will ultimately allow workstation access to CMSnet
(9) Word processor: Microsoft Word 97 (or higher version)—required only for generating correspondence)
(10) Viewers:  Microsoft Word Viewer (provided free by Microsoft) and Adobe Acrobat Reader (v4.05 or v5.0 free from Adobe)—required to view correspondence and some reference materials available in Next-Generation Desktop (NGD)

	C.5.7   Provider Customer Service Program
	Web hardware and software

	C.5.7   Provider Customer Service Program
	Interactive voice response (IVR) hardware and software


NOTE: This list is not all inclusive

C.9.5 Appendix E: Key Definitions

“Activity” means a unit or description of work usually done by one or more people belonging to the same office, branch, or other small group.

“Adjudicate” means processing a claim to a finalized status. Adjudicate also means the process of rendering a decision on a pending appeal. Sometimes the term is used to refer to making a decision on an issue/question that does not have administrative appeal rights. 

“Administrative Qualified Independent Contractor” (AdQIC) means a contractor that supports a Qualified Independent Contractor (QIC) with training and data analysis.

“Administrative requirement” means a general requirement related to the overall management and administration of the entity’s contract with CMS (e.g., internal controls, systems security) and can be driven by agency requirement, contractual clause, contractual amendment, or legislation.
“Appellant” means the beneficiary, assignee, or other person or entity that has filed an appeal concerning a particular initial determination.

“Assignee” means a provider, physician, or other supplier that furnishes items or services to a beneficiary and has accepted a valid assignment of a claim or an appeal executed by the beneficiary.

“Beneficiary Contact Center” means a customer service center handling telephone and written inquiries from Medicare beneficiaries and other authorized persons.

“Benefit account balance” means any daily collected balance (positive or negative) that may exist in the benefits account after all items presented for payment have been cleared. The earnings or loss resulting from any such balances will be included in the quarterly computation to adjust the Federal Health Insurance (FHI) time account.
“Bill.” See “claim.”

“Billing error” means an error that prevents a claim or bill from being properly adjudicated.

“Business Requirements Notification” means a CMS change request (CR) form used to communicate new instructions or updates or clarifications to existing ones.

“Change request” means a proposed or required change to CMS policy or procedures arising from legislation, litigation, or policy changes (see C.1.5).

“Claim” means a transaction submitted by a provider or beneficiary that meets all the requirements in 42 CFR 424.30–424.44 XE “42 CFR 424.30–424.44” . (See also “recovery claim.”)

“Claims-related transaction” means a transaction, other than a claim, that the contractor must process. This includes but is not limited to HIPAA-related transactions and Method Selection forms for home dialysis. 

“Clean claim” means a claim that does not contain a defect requiring the contractor to investigate or develop before adjudication. Clean claims must be filed within the timely filing period (see section 1842 I (2) (B) of the Act).

“Common Working File” means the Medicare prepayment validation and authorization system that forms the cornerstone for Medicare transactions processing. The Common Working File (CWF) is the single data source that verifies beneficiary eligibility and provides prepayment review and approval of claims.

“Complaint.” See “fraud and abuse complaint” and “provider complaint.” 

“Complex beneficiary inquiries” means those inquiries (telephone or written) from Medicare beneficiaries that cannot be resolved by the Beneficiary Contact Center (BCC) because further research is required or no desktop scripting exists addressing the issue.

“Comprehensive Error Rate Testing” (CERT) means a CMS program initiated to monitor the accuracy of the Medicare Fee-for-Service (FFS) payments. The CERT contractor calculates the error rate for the MAC. In order to gain insight into the causes of errors, CMS produces a national paid claims error rate, contractor specific error rate, and the provider compliance error rates. For more information please refer to the Improper Medicare Fee-for-Service Payment Report at http://www.cms.hhs.gov and IOM Pub. 100-8, chapter 12 XE “IOM Pub. 100-8, chapter 12” .

“Confidential Notification” means a CMS CR form used to request system or non-system changes that are not to be shared with the Medicare provider and beneficiary community.

“Cost report acceptability” means a review whose objective is to see whether a provider, who is required to submit a cost report, has submitted a complete cost report, provider questionnaire, Interns and Residents Information System (IRIS) diskette, if applicable, and all required supporting documents, and whether the cost report passes all Level 1 edits.

“Critical edits” means edits that search for data in a submission to determine whether the submission has met the requirements to be considered a claim, in accordance with 42 CFR 424.30–424.45 XE “42 CFR 424.30–424.45” . 

“Cutover” means the actual point at which the outgoing contractor ceases Medicare operations and the new contractor begins to perform its Medicare functions.

“Days” means federal business days unless otherwise specified.

“Denied claim” means a claim that has been fully and unfavorably adjudicated and the contractor determines that payment on the claim shall not be made, either in full or in part. Denials are made based on national and local policies and Medicare rules and regulations.

“Desk review” means an analysis of the provider’s cost report to determine its adequacy and completeness, accuracy, and reasonableness of the data recorded, and a summary of review results to either settle the cost report without field audit (including any problem resolution) or to determine the extent to which field audit verification, including an on-site review, is required.

“Determination.” See “initial determination,” “Medicare Secondary Payer (MSP) claims payment determination,” and “determination of program eligibility.”

“Determination of program eligibility” means a CMS action that determines whether a prospective provider that must execute a health insurance benefits agreement meets all federal requirements necessary for participation in the Medicare program and is eligible to submit claims for covered services furnished to Medicare beneficiaries. A determination of program eligibility is based on satisfactory completion of the provider enrollment process, a certification of compliance, and a civil rights clearance.

“Developing claims” means the contractor must seek information from external sources, such as beneficiaries and providers, in order to adjudicate a claim.

“Durable Medical Equipment, Prosthetics, Orthotics, and Supplies” (DMEPOS) means medical equipment that is ordered by a doctor for use in the home. These items must be reusable, such as walkers, wheelchairs, or hospital beds. DMEPOS is a Part B benefit paid for by certain DME MACs.

“Edit” means the creation of logic (the edit) that is used during claims processing prior to payment that validates and/or compares data elements on the claim. 

“Electronic Data Interchange” (EDI) means the fully automated transfer of data between a biller (provider or agent) and Medicare for billing, remittance advice, eligibility query/response, claims status query/response, claims development request/response, prior authorization, retail drug payments, or other purposes in lieu of an otherwise manual claims processing related activity, or between Medicare and a bank for electronic funds transfer or remittance advice or between Medicare and another payer for coordination of benefits.

“Effectuate” means to ensure that all parts of the appeal decision are carried out, including payment.
“Federally Qualified Health Centers” provide primary care services to people with Medicare, Medicaid, SCHIP, and the uninsured in underserved rural and urban communities, as well as Indian outpatient health programs. The services provided by the FQHCs are similar to that of RHCs but also include preventive primary services, unlike RHCs.
“Field audit” means the performance of prescribed procedures in the examination and verification of data maintained by the provider. It encompasses a written record of the work performed and the results.

“Finalized status” means a final decision to pay, pay in part, or deny a claim.

“Fiscal Intermediary Shared System” (FISS) means the shared system used to process Part A institutional claims and some Part B claims.

“Fraud and abuse complaint” means a statement, oral or written, alleging that a provider, supplier, or beneficiary received a Medicare benefit of monetary value, directly or indirectly, overtly or covertly, in cash or in kind, to which he or she is not entitled under current Medicare law, regulations, or policy. Included are allegations of misrepresentation and violations of Medicare requirements applicable to individuals or entities that bill for covered items and services.

“Freestanding home health agency” refers to an entity that furnishes home health service that is not integrated with any other entity as a main provider, a department of a provider, remote location of a hospital, satellite facility, or a provider-based entity.

“Freestanding Hospice” refers to an entity that furnishes hospice services that is not integrated with any other entity as a main provider, a department of a provider, remote location of a hospital, satellite facility, or a provider-based entity.

“Function” means a unique operation, which is separately identifiable, such as claims or bills payment, appeals, and medical review. Functions consist of a series of activities.

“Functional requirement” means a requirement that is part of the Medicare operations process such as bills payment, appeals, and medical reviews. Each functional area represents a unique operation consisting of activities driven by agency requirements outlined in the Medicare manuals.

“Good cause” means that a legally sufficient ground or reason exists in appeals context, to take a specific action, principally in the claim appeals process.

“Health Insurance Claim Number” (HICN) means the number assigned by the Social Security Administration (SSA) to an individual identifying him/her as a Medicare beneficiary. The HICN is shown on the beneficiary’s insurance card and is used in processing Medicare claims for that beneficiary.

“Health Professional Shortage Area” (HPSA) means a geographic area designated by the Public Health Service as a health professional shortage area.

“Healthcare Integrated General Ledger Accounting System” (HIGLAS) means a single, unified general ledger accounting system that will support all MAC contractors and CMS central office administrative accounting.

“Home Health Agency” means a public agency or private organization, or a subdivision of such an agency or organization, which meets the requirements described in IOM Pub 100-01, Chapter 5, §50.
“Hospice” means a public agency or private organization or a subdivision of either that is primarily engaged in providing care to terminally ill individuals and meets the conditions of participation for hospices, and has a valid provider agreement.

“Hospital Payment Monitoring Program” (HPMP) is one of ten initiatives included in the Comprehensive Plan for Program Integrity. The primary goal of HPMP is to continue the surveillance system that allows CMS to continue to produce accurate and reliable estimates of payment error at the State and National level for inpatient acute care hospital services.

“Implementation” means the period of time beginning with the award of the contract and ending with the operational start date of the contract. During this period, the contractor performs all of the activities specified in its implementation project plan to ensure the effective transfer of Medicare functions from the outgoing contractors. See “workload transition.” This also refers to shared system and Contractor installation of programming or process changes required by a change request.
“Implementation Guide” (IG) means a document explaining the proper use of a standard for a specific business purpose. The X12N HIPAA IGs are the primary reference documents used by those implementing the associated transactions and are incorporated into the HIPAA regulations by reference. Post version 4010 HIPAA IGs are also called Type 3 Reports (TR3s).
“Incomplete/invalid claims” means claims that are missing critical information (e.g., HICN, procedure code) or that contain incorrect codes or similar incorrect data that can be detected prior to full adjudication and therefore do not meet the definition of a claim. Such claims are returned to the provider and may be corrected and resubmitted, but do not have appeal rights. IOM Pub. 100-04, Chapter 1, Section 70 XE “IOM Pub. 100-04, Chapter 1, Section 70” .

“Initial determination” generally means a decision made to pay in full, pay in part, or deny a claim upon submission of the first complete claim. However, other actions are also considered initial determinations, and specific regulatory provisions define what constitutes an “initial determination for purposes of FFS administrative appeal rights attaching.” See 42 CFR 405.924 and 405.926 XE “42 CFR 405.924 and 405.926” .

“Institutional claims” means claims for services that are submitted by institutional providers using the HIPAA institutional claim standard format or occasionally on a CMS-1450 (UB-04) paper claim form. These claims may be paid from either the Medicare Part A or Part B trust fund.

“Institutional providers” means hospitals and other facilities that must submit institutional claims to Medicare for FFS processing. Attachment J-2, Categories of Benefits and Provider/Supplier Types for the MAC Contract, contains a list of institutional providers.

“Interface” means an entity with which the contractor must interact to ensure consistency of Medicare program operations.

“Interface requirement” means a requirement that necessitates a mechanism—e.g., contract clause, Joint Operating Agreement (JOA), or Service-Level Agreement (SLA)—to address ongoing activities that contractors must conduct with other entities to ensure consistency of Medicare program operations. When there are interdependencies, these requirements serve to ensure that all parties understand their respective responsibilities.

“Joint Operating Agreement” means an agreement between two or more contractors working for CMS who must interact with each other. CMS may or may not be a signatory to the JOA.

“Joint Signature Memorandum/Technical Direction Letter” (JSM/TDL) means a formal CMS communication vehicle used for administrative announcements, emergency alerts, and one-time informational requests that do not involve shared system changes.

“Jurisdiction” means (1) the geographic territory that the contractor will serve and/or (2) the types of services for which a contractor processes claims.

“Jurisdiction Operational Start Date” (JOSD) means the date that the contractor assumes the Medicare functions from all outgoing FIs/carriers in its jurisdiction.

“Letter of credit” means a legal reservation of funds on deposit in the Federal Reserve Bank (Standard Form, or SF, 1193) that covers payments for which the contractor has contracted to pay by issuing checks and authorizing electronic funds transfer (EFT).

“Limitation of Liability” means (1) a restriction on liability for payment protecting either Medicare beneficiaries or providers based on sections 1870 and 1879 of the Act and (2) the definition provided at FAR Subpart 46.8.

“Local system edits” means the ability of Contractors to turn on or off edits in the shared system or enter parameters designed to respond to a problem identified locally which may not occur in other geographic localities. These edits may be used for prepayment review of claims for select providers, identification of claims for medical review, or for similar local purposes.
“Low/no Medicare utilization cost reports” means a provider that either has not furnished any covered services to Medicare beneficiaries during the entire cost reporting period or that had low utilization of covered services by Medicare beneficiaries in a reporting period and received correspondingly low interim reimbursement payments. The cost reports required for these providers would be less than a full cost report, as authorized by the contractor. See CMS Pub. 15, Provider Reimbursement Manual, Part II, section 110 XE “CMS Pub. 15, Provider Reimbursement Manual, Part II, section 110” .

“Mail” means regular first-class mail delivered by the U.S. Postal Service, unless otherwise specified.

“Material weakness” means failing to meet a control objective due to a significant deficiency in the design or operation of internal control policies and procedures. 

“Medicare Code Editor” means a software editor employed to check the accuracy of claims relative to procedural/diagnostic coding on Medicare FFS inpatient claims.

“Medicare data” means any representation of information, in electronic or physical form, pertaining to Medicare beneficiaries, providers, physicians, suppliers, or practitioners, or information necessary for the contractual administration thereof, that is received, maintained, processed, manipulated, stored, or provided to others in the performance of the functions described in a Medicare contract. See also “Medicare file” and “Medicare record.”

“Medicare file” means a set or collection of related Medicare records treated as a unit. See also “Medicare data” and “Medicare record.”

“Medicare record” means a collection of related items of Medicare data treated as a unit. See also “Medicare data” and “Medicare file.”

“Medicare reimbursement principles” means the Medicare cost reimbursement principles set forth at 42 CFR 412.113 XE “42 CFR 412.113” .

“Medicare Secondary Payer” means a series of statutory provisions that require other payers (e.g., group health plans, liability and no-fault insurers, and entities that are self-insured) to pay for medical items and services before Medicare pays, when certain specific conditions are satisfied. Under certain circumstances, Medicare may also make a conditional payment.  Such a payment is conditioned on reimbursing the Medicare program once another payer makes payment.

“Medicare Summary Notice” means a monthly notice that a beneficiary receives once a claim has been filed for either Part A or B services with the contractor. It provides an explanation of what the provider billed for, how much Medicare paid, and the amount that is the beneficiary’s responsibility.

“Medicare Secondary Payer (MSP) claims payment determination” means the determination to deny payment or to pay conditionally due to a situation involving MSP (e.g., working aged disability, end-stage renal disease—ESRD, liability, no fault, worker’s compensation, etc.) (see “Medicare Secondary Payer”). 

“MSP settlement” means, in the context of Medicare Secondary Payer, the trigger event for demand for repayment.  This MSP settlement may be considered a judgment or award.

“Multi Carrier System” means the shared system used to process Part B professional services claims.

“National Provider Identifier” (NPI) means a standard unique identifier for healthcare providers that is mandated by HIPAA. The NPI is a numeric 10-digit identifier that begins with 1, 2, 3, or 4, ends with a check digit and which contains no basic, special, or extended characters. Currently, the NPI is scheduled to replace the Unique Physician/Practitioner Identification Number (UPIN), locally issued PINS, and Online Survey Certification and Reporting (OSCAR) for identification of providers on HIPAA transactions, any additional EDI transaction formats that CMS may direct Medicare contractors to support and paper claims sent to Medicare by no later than May 23, 2008. (CMS has discontinued issuance of UPINs, but PINs and OSCAR numbers will continue to be issued but used for purposes other than identification of providers in EDI transactions and paper claims sent to Medicare.)

“Next-Generation Desktop” (NGD) means a government-furnished, web-based customer service desktop application.

“One-Time Notification” means a CMS CR form used to communicate one-time instructions to MACs, Shared System Maintainers (SSMs), and the CWF maintenance contractor.

“Other than clean claims” means any claim that does not meet the definition of clean claim. These are complete claims that require manual intervention on the part of the contractor to be adjudicated. (These are sometimes also called “dirty claims.”)

“Outpatient Code Editor” (OCE) means a software editor employed to check the accuracy of claims relative to procedural/diagnostic coding on Medicare FFS outpatient institutional claims.

“Paid claims error rate” means a rate that is based on dollars paid after the contractor made its payment decision on the claim/admission. It excludes any claim/admission that the contractor completely disallowed. (CMS has reviewed the impact of these exclusions and determined that they have a negligible effect on the error rate.) The paid claims error rate is the percentage of dollars that contractor erroneously allowed to be paid and is a good indicator of how claim errors in the Medicare FFS program impact the trust fund. This error rate is based on dollars. For more information on the calculation of this error rate please refer to the Improper Medicare Fee-for-Service Payment Report at http://www.cms.hhs.gov. 
“Performance measure” means a clearly defined qualitative or quantitative method for determining the level of performance that a contractor has actually achieved.

“Performance requirement” means a clear and concise statement of a desired outcome. In this SOW, performance requirements are identified as numbered subsections in sections C.5 and C.6.

“Performance standards” means a defined level of (expected) performance against which the quality of the contractor’s services can be determined.

“Periodic Interim Payment” (PIP) means a periodic payment made to certain Medicare institutional providers for services delivered not tied to receipt of claims, but later reconciled against payment due when claims are received.

“Periodic reviews” means CMS reviews conducted at times determined to be appropriate for the circumstances. 

“Post-cutover period” means the contractor’s first three (3) months of Medicare operations, during which workload and performance are monitored and any problems with the implementation are resolved.

“Professional claims” means claims for services that must be submitted to Medicare for FFS processing in a HIPAA approved electronic claim standard format or sometimes on a CMS 1500 (08-05) paper claim form. These claims are paid only from the Medicare Part B trust fund.

“Professional providers” means physicians, practitioners, and suppliers that must submit professional claims to Medicare for FFS processing. Attachment J-2, Categories of Benefits and Provider/Supplier Types for the MAC Contract, contains a list of professional providers.

“Program Safeguard Contractor” (PSC) means a contractor that performs specific program integrity functions under section 1893 of the Social Security Act such as audit, medical review, and potential fraud and abuse investigations and case referrals, and some specialty functions (CERT, etc.).

“Prospective Payment System” (PPS) means a method of reimbursement in which Medicare payment is made for certain institutional and non-institutional benefits based on a predetermined, fixed amount. The payment amount for a particular service is derived from the classification system of that service.

“Provider” means any person or entity enrolled in the Medicare program that provides healthcare services and/or supplies that are billable under Medicare. As used in this SOW, the term “provider” encompasses “suppliers”, although Title XVIII of the Social Security Act defines the word as only applying to institutional entities.
“Provider agreement” means a Health Insurance Benefit Agreement, which is an agreement between the Secretary of DHHS and a provider, in which the provider agrees to conform to section 1866 of the Social Security Act in order to receive payment under Title XVIII of the Act.

“Provider-based determination” means a determination that a facility or organization, which has been created by or acquired by a main provider to furnish health care services different from the main provider’s, merits provider-based status for payment purposes.

“Provider-based home health agency” means a provider of home health services that is either created by, or acquired by, a main provider for the purpose of furnishing health care services of a different type from those of the main provider under the ownership and administrative and financial control of the main provider, in accordance with the provisions of 42 CFR 413.65.

“Provider-based hospice” means a provider of hospice services that is either created by, or acquired by, a main provider for the purpose of furnishing health care services of a different type from those of the main provider under the ownership and administrative and financial control of the main provider, in accordance with the provisions of 42 CFR 413.65. 

“Provider complaint” means a provider’s complaint about the contractor’s performance. Verified provider complaints are used as a measure of the quality of the contractor’s performance under this SOW.

“Provider compliance error rate” means a rate that is based on how the claims look when they first arrive at the contractor, before the contractor applies any edits or conducts any reviews. The provider compliance error rate is a good indicator of how well the contractor is educating the provider community because it measures how well providers prepare claims for submission. This error rate is based on dollars. For more information on the calculation of this error rate please refer to the Improper Medicare Fee-for-Service Payment Report at http://www.cms.hhs.gov.
“Provider Contact Center” (PCC) means a provider customer service center responding to telephone and written provider inquiries.

“Provider Enrollment Chain and Ownership System (PECOS)” is a Medicare Provider Enrollment system that captures information contained within the Medicare Enrollment Forms.  It is a secured system that provides access to specified functions for authorized users.

“Provider Overpayment Reporting (POR) system” means an electronic system used by intermediaries to report Medicare provider overpayments. This system serves as a uniform method for reporting overpayment data and as a base for CMS to use in compiling information on overpayments.

“Qualified Independent Contractor” means a contractor that performs reconsiderations of the contractor’s initial determinations and redeterminations of Medicare claims.

“Quality Improvement Organization” (QIO) means an organization comprising a group of practicing doctors and other health care experts that are paid by the federal government to review and improve the care given to Medicare patients as described in Title 11 of the Social Security Act.

“Quarterly releases” means four quarterly software releases (generally released on the first Monday of the calendar year quarters) used to implement changes to the shared systems and the CWF.

“Reconsideration” means the second level of the Medicare FFS claims appeals process. It is an independent review of the redetermination decision, including the initial determination, and is conducted by a QIC. The person conducting the reconsideration must not have been involved in either the initial determination decision or the redetermination decision.

“Recovery claim” means certain debts (particularly MSP debts) owed to the Medicare program.

“Recurring Update Notification” means a CMS CR form used to communicate regularly scheduled or annual instructions, changes and updates to CMS-supplied software and software documentation, fee schedules, the federal interest rate percentage, and code sets and other intermittently issued information.
“Redetermination” means the first level of the Medicare FFS claims appeals process. It is an independent review of the initial claims determination and is conducted by the Medicare contractor. The individuals conducting the redetermination must not have been a part of the initial determination decision. A redetermination decision is considered to be part of the initial determination.

“Regional Home Health Intermediary” (RHHI) means a business entity that contracts with Medicare to pay home health and hospice bills and check on the quality of home health and hospice care.

“Rejected claim” means a claim that fails a CWF edit and that the contractor must resolve until the claim is paid, denied, or returned.

“Returned claim” means a claim that is returned to the provider without the contractor making a determination to pay or deny the claim. There are no appeal rights.

“Rural Health Clinic” (RHC) means an outpatient facility that is primarily engaged in furnishing the services of physicians and other medical and health services and that meets other requirements designated to ensure the health and safety of individuals served by the clinic. The clinic must be located in a medically underserved area that is not urbanized as defined by the Census Bureau.

“Segment” means the Part A or Part B workload that a given outgoing contractor processes in any one jurisdiction and that would be assumed by the contractor. It also refers to a block of a specific type of information in X12 transaction format.
“Service-Level Agreement” means a written document between a provider of a service (e.g., data center, cable company, telecommunication company) and its customer about the quality, quantity, and timeliness of the delivery of the product or service the customer is buying.

“Services processed error rate” means a rate that is based on services processed and measures whether the contractor made appropriate payment decisions on claims. All sampled claims are included (whether the contractor paid or denied them). The services processed error rate is a good indicator of how well the contractor is doing overall at finding and preventing claim errors. This error rate is based on numbers of services and is the sum of the number of services overpaid added to the number of services underpaid. For more information on the calculation of this error rate please refer to the Improper Medicare Fee-for-Service Payment Report at http://www.cms.hhs.gov.

“Settlement” means the process of incorporating adjustments to a cost report derived from the contractor’s review and issuing a Notice of Program Reimbursement (NPR). (For MSP, see “MSP settlement.”)

“Shared system” (previously known as standard system) means the systems provided by CMS to process Medicare claims. 

“Skilled Nursing Facility” (SNF) means a facility (which meets specific regulatory certification requirements) that primarily provides inpatient skilled nursing care and related services to patients who require medical, nursing, or rehabilitative services, but does not provide the level of care or treatment available in a hospital.

“Small provider” means a service provider with fewer than 25 full-time equivalent employees or a supplier with fewer than ten (10) full-time equivalent employees.

“Stakeholders” means beneficiaries, care givers, beneficiary family members, advocacy groups, providers, insurers, Medicare contractors, industry associations, employers, other third-party administrators, other third-party payers, data users, standards-setting organizations, CMS, Medicaid, DHHS, DHHS Office of the Inspector General (OIG), other government agencies, Government Accountability Office (GAO), Congress, and taxpayers. Transition stakeholders are a more distinct subgroup of stakeholders: those parties directly involved in the transition such as the outgoing contractor(s), beneficiaries, providers, etc., as well as those with an interest in the transition, such as governmental entities, medical societies, medical specialty groups, and law enforcement.

“Supplier” means a provider that generally provides supplies (e.g., DMEPOS, pharmacy) and/or specific medical services (e.g., independent diagnostic testing facility, laboratory services, and ambulance services). As used in this SOW, the term “provider” encompasses “supplier”, and “supplier” encompasses physicians and practitioners in numerous locations. See “provider.”

“Suspended claim” means a claim that is flagged by the claims processing system and must be resolved before the claim can be processed to completion. On the institutional side, a suspension can occur due to a code placed on the claim by the provider.

“System development life cycle” (SDLC) means the process of developing information systems through investigation of the need, requirements analysis, design, testing, and implementation. SDLC is also known as information systems development or application development.

“System security” means protecting any federal information and information systems, including IT systems, from unauthorized access, use, disclosure, disruption, modification, or destruction.

“Transition closeout period” means the time between the award of a jurisdiction to a new contractor and the end of the incumbent contractor’s (Fiscal Intermediary—FI, carrier, or MAC) contract.

“Technical Advisory Group” (TAG) means a work group containing experts in the subject area and generally including staff members from the contractor, CMS Central and Regional Offices, other MACs, and the shared systems maintainers.

“Uniform Desk Review” (UDR) means a written program required for all providers filing Medicare cost reports. The objective of the UDR is to determine whether the cost report can be settled without audit, needs an onsite review, or needs an audit, and to determine the scope of audit or on-site review, as appropriate. The UDR comprises an accessibility checklist, a threshold parameter, a clerical portion, and a desk review.

“Unique Physician/Practitioner Identification Number” means a unique identifier for each physician, practitioner, or group practice that provides services for which Medicare payment is made. The UPIN is scheduled to be replaced by the NPI in 2007.

“Workload transition” means the entire scope of activities associated with moving Medicare functions from one, or several, Medicare contractor(s) to another. See “implementation.”

C.9.6 Appendix F: Abbreviations

	AC
	Affiliated Contractor

	ACH
	Automated Clearing House

	ACT
	“Ask-the-Contractor” Teleconference

	AdQIC
	Administrative Qualified Independent Contractor

	ALJ
	Administrative Law Judge

	AP
	Accounts Payable 

	AR
	Accounts Receivable Reconciliation

	ASC
	Accredited Standards Committee

	ASCA
	Administrative Simplification Compliance Act

	AUP
	Agreed-Upon Procedures

	BCC
	Beneficiary Contact Center

	BI
	Benefit Integrity

	BIU
	Benefit Integrity Unit

	BIPA
	Benefit Improvement and Protection Act of 2000

	BFL
	Business Function Lead

	BPSSM
	Business Partner System Security Manual

	C&A
	Certification and Accreditation

	CAC
	Contractor Advisory Committee

	CAFM
	Contractor Administrative, Budget, and Financial Management System

	CAH
	Critical Access Hospital

	CAL
	Coding Analysis for Laboratories

	CAP
	Corrective Action Plan

	CASR
	Contractor Audit Settlement Report

	CAST
	Contractor Assessment Security Tool

	CBC
	Center for Beneficiary Choices

	CCB
	Change Control Board

	CCI
	Correct Coding Initiative

	CCPG
	Chronic Care Policy Group

	CERT
	Comprehensive Error Rate Testing

	CFO
	Chief Financial Officer 

	CFP
	Contractor-Furnished Property 

	CFR
	Code of Federal Regulations

	CHOW
	Changes of ownership

	CICS
	Customer Information Control System

	CIO
	Chief Information Officer

	CISSP
	Certified Information Systems Security Professional 

	CM
	Cash Management

	CMD
	Contractor Medical Director

	CMM
	Center for Medicare Management 

	CMS

CMSnet
	Centers for Medicare & Medicaid Services

CMS Private Wide Area Network

	CNC
	Currently Not Collectable 

	CO
	Central Office

	COB
	Coordination of Benefits

	COBC
	Coordination of Benefits Contractor

	COOP
	Comprehensive continuity of operations

	CORF
	Comprehensive Outpatient Rehabilitation Facility

	COTS
	Commercial Off-The-Shelf 

	CPA
	Certified Public Accountant

	CPIC
	Certification Package for Internal Controls

	CPT
	Current Procedural Terminology 

	CR
	Change Request

	CROWD
	Contractor Reporting of Operational and Workload Data

	CSR
	Customer Service Representative 

	CWF
	Common Working File

	DCC
	Debt Collection Center

	DCIA
	Debt Collection Improvement Act of 1996

	DCM
	Division of Change Management

	DCPAC
	Division of Community Post Acute Care 

	DCS
	Debt Collection System

	DDE
	Direct Data Entry

	DDS
	Division of Data Systems 

	DHHS
	Department of Health and Human Services

	DICP
	Division of Institutional Claims Processing 

	DMEFS
	Durable Medicare Equipment—Fee Schedule

	DMEPOS
	Durable Medical Equipment, Prosthetics, Orthotics, and Supplies

	DNF
	Do Not Forward (initiative)

	DPU
	Distinct Part Unit

	DRG
	Diagnosis-Related Group

	DSCP
	Division of Supplier Claims Processing

	DUA
	Data Use Agreement

	EAR
	Education Activity Report 

	eChimp
	Electronic Change Information Management Portal

	ECRS
	Electronic Correspondence Referral System

	EDC
	Enterprise Data Center

	EDI
	Electronic Data Interchange

	EFT
	Electronic Funds Transfer

	EOB
	Explanation of Benefits

	ERA
	Electronic Remittance Advice

	ERP
	Extended Repayment Plan

	ERRP
	Error Rate Reduction Plan

	ESRD
	End-Stage Renal Disease

	FACS
	Financial Accounting and Control System 

	FAQ
	Frequently Asked Question

	FAR
	Federal Acquisition Regulation

	FASAB
	Federal Accounting Standards Advisory Board

	FFS
	Fee-For-Service

	FFSOB
	Fee-for-Service Operations Board

	FHI
	Federal Health Insurance

	FI
	Fiscal Intermediary

	FISMA
	Federal Information Security Management Act of 2002

	FISS
	Fiscal Intermediary Standard System

	FQHC
	Federally Qualified Health Center

	FY
	Fiscal Year

	GAAP
	Generally Accepted Accounting Principles

	GAAS
	Generally Accepted Auditing Standards

	GAS
	Government Auditing Standards 

	GAO
	Government Accountability Office

	GHP
	Group Health Plan

	GL
	General Ledger

	GME
	Graduate Medical Education

	GPRA
	Government Performance and Results Act

	HAPG
	Hospital and Ambulatory Policy Group 

	HCIS
	Health Care Services Information System

	HCPCS
	Healthcare Common Procedure Coding System 

	HCRIS
	Health Care Provider Cost Report Information System

	HDC
	CMS Data Center

	HGTS
	Harkin Grantee Tracking System

	HHA
	Home Health Agency

	HH&H
	Home Health and Hospice 

	HI
	Hospital Insurance

	HICN
	Health Insurance Claim Number

	HIGLAS
	Healthcare Integrated General Ledger Accounting System

	HIPAA
	Health Insurance Portability and Accountability Act

	HPMP
	Hospital Performance Monitoring Program

	HPSA
	Health Professional Shortage Area

	HUG
	HIGLAS User Group

	IACS
	Individuals Authorized to Access CMS Systems

	IBPR
	Intermediary Benefit Payment Report

	IG
	Implementation Guide

	IME
	Indirect Medical Education

	IOM
	Internet-only manual

	IPPS
	Inpatient Prospective Payment System

	IRF
	Inpatient Rehabilitation Facility

	IRIS
	Interns and Residents Information System

	IRL
	Intent-to-Refer Letter

	IT
	Information Technology 

	ITR
	Intent to Refer

	IVR
	Interactive voice response

	JOA
	Joint Operating Agreement

	JOSD
	Jurisdiction Operational Start Date

	JSM/TDL
	Joint Signature Memorandum/Technical Direction Letter 

	LCD
	Local Coverage Determination

	LGHP
	Large Group Health Plan 

	LPET
	Local Provider Education and Training

	MA
	Medicare Advantage

	MAC
	Medicare Administrative Contractor

	MCD
	Medicare Coverage Database

	MCE
	Medicare Code Editor

	MCPSS
	Medicare Contractor Provider Satisfaction Survey

	MCR
	Medicare Contracting Reform

	MCS
	Multi-Carrier System

	MDCN
	Medicare Data Communications Network

	MDH
	Medicare Dependent Hospital

	MIP
	Medicare Integrity Program 

	MMA
	Medicare Prescription Drug, Improvement and Modernization Act of 2003

	MPFSDB
	Medicare Physician Fee Schedule Data Base 

	MQSA
	Mammography Quality Standard Act 

	MR
	Medical Review (program)

	MREP 
	Medicare Remit Easy Print

	MSN
	Medicare Summary Notice

	MSP
	Medicare Secondary Payer

	MSPRC
	Medicare Secondary Payer Recovery Contract 

	NCA
	National Coverage Analysis

	NCD
	National Coverage Decision 

	NGD
	Next-Generation Desktop

	NIST
	National Institute of Standards and Technology

	NPI
	National Provider Identifier

	NPPES
	National Plan and Provider Enumeration System 

	NPR
	Notice of Program Reimbursement

	OAS
	Office of Audit Services

	OCE
	Outpatient Code Editor

	OCSQ
	Office of Clinical Standards and Quality 

	OEI
	Office of Evaluation and Inspections

	OFM
	Office of Financial Management 

	OGC
	Office of the General Counsel

	OIG
	Office of the Inspector General

	OMB
	Office of Management and Budget

	OSCAR
	Online Survey Certification and Reporting (System or Number)

	PBG
	Provider Billing Group 

	PCA
	Progressive Corrective Action

	PCC
	Provider Contact Center

	PCSP
	Provider Customer Service Program

	PCSPM
	Provider Customer Service Program Manager 

	PDP
	Prescription Drug Plan

	PECOS
	Provider Enrollment, Chain and Ownership System

	PIES
	Provider Inquiry Evaluation System

	PIG
	Program Integrity Group 

	PIM
	Program Integrity Manual

	PIP
	Periodic Interim Payment

	PMO
	Program Management Office

	POC
	Point of Contact

	POE
	Provider Outreach and Education

	POR
	Provider Overpayment Reporting

	PPS
	Prospective Payment System

	PRRB
	Provider Reimbursement Review Board

	PRRS
	Provider Relations Research Specialists

	PS&R
	Provider Statistical and Reimbursement Reporting

	PSA
	Physician Scarcity Area

	PSC
	Program Safeguard Contractor

	PSF
	Provider-Specific File

	PSOR
	Physician and Supplier Overpayment Recovery (System)

	PSP
	Provider Service Plan

	PSS
	Provider Self-Service

	QASP
	Quality Assurance Surveillance Plan 

	QCM
	Quality Call Monitoring

	QCP
	Quality Control Plan

	QIC
	Qualified Independent Contractor

	QIO
	Quality Improvement Organization

	QSA
	Quarterly Strategy Analysis 

	QWCM
	Quality Written Correspondence Monitoring

	RA
	Remittance Advice

	RAC
	Recovery Audit Contractor

	RFP
	Request for Proposal

	RHC
	Rural Health Clinic

	RHHI
	Regional Home Health Intermediary

	RNPR
	Revised Notice of Program Reimbursement

	RO
	Regional Office

	RRB
	Railroad Retirement Board

	RRC
	Rural Referral Center

	SA
	State Agency

	SAS
	Statement on Auditing Standards

	SCF
	System Control Facility

	SCH
	Sole Community Hospital

	SDLC
	System Development Life Cycle

	SF
	Standard Form

	SLA
	Service-Level Agreement

	SME
	Subject Matter Expert

	SMI
	Supplementary Medical Insurance

	SNF
	Skilled Nursing Facility

	SOM
	State Operations Manual

	SOSD
	Segment Operational Start Date

	SOW
	Statement of Work

	SPR
	Standard Paper Remittance Advice

	SSA
	Social Security Administration

	SSM
	Shared System Maintainer

	SSO
	Systems Security Officer

	SSP
	Systems Security Plan

	STAR
	System for Tracking Audit and Reimbursement

	STC
	Single Testing Contractor

	TAA
	Time Account Adjustment

	TAG
	Technical Advisory Group

	TEFRA
	Tax Equity and Fiscal Responsibility Act of 1982

	The Act
	Social Security Act

	TM
	Technical Monitor 

	TOP
	Treasury Offset Program

	TTY
	Text Telephone

	UDR
	Uniform Desk Review

	UFMS
	Unified Financial Management System

	UPIN
	Unique Physician/Practitioner Identification Number

	USC
	United States Code

	WAN
	Wide Area Network

	WC
	Worker’s Compensation


C.9.7 Appendix G: Additional HIGLAS Requirements

	The Medicare Financial Management Manual establishes the United States Postal Service postmark date as the controlling date in determining the timely receipt of payments (Pub. 100-6; Chapter 3, Part 10.4; and Chapter 4, Part 60). HIGLAS functionality utilizes a 5-day grace period to implement this requirement.

	Updates to the Provider Overpayment Reporting (POR) System or the Physician Supplier Overpayment Reporting (PSOR) will not be required. Debts within these systems are identifiable by a unique status code that HIGLAS will capture and track.  

	New debts established by HIGLAS will not require manual entry into the Debt Collection System (DCS). HIGLAS will also interface updates to existing (non-HIGLAS) and newly established (HIGLAS) DCS debts for collections, downward adjustments, status changes affecting recall of debts, and establishment of debts from active to Currently Not Collectible (CNC). Contractors will be required to manually enter any debts that error during the HIGLAS transfer process and manually update the DCS SA code field for all debts relating to customers classified as individuals. Contractors will also be required to manually update the DCS Debt Type field for debts that the contractor believes that within 3 years will be paid in full through offset.  Contractors will have full access to DCS to update any debt information required which cannot be accommodated by the HIGLAS interface process.

	The existing requirement for inputting the forms CMS 750, CMS 751, CMS 1521, CMS 1522, and the transmission of data via the Contractor Administrative Budget and Financial Management (CAFM) is not be required of HIGLAS workloads. However, contractors are required to continue submission of the quarterly Trend Analysis to the respective Office, Central and/or Regional.

	Existing CMS Manual instructions remain in effect for collection of debt on receivables reported by other entities. Instructions provided in the HIGLAS Accounts Receivable (AR) -To-Be-Process documents (see Section 3.3.1) and/or BOM are waived regarding debts at a location other than the one where the debt resides, until such time as HIGLAS is implemented for all contractors. This means for contractors on HIGLAS, if the receivable is located at another HIGLAS offices/location, a check should not be issued. This event will be treated as a non cash transfer. For HIGLAS contractors in receipt of a collection from a non-HIGLAS contractor, a check should be issued.   

	HIGLAS Contractors will close their accounting period even though some interest accruals (which would have otherwise posted to the current period) are posted to the following general ledger (GL) period. In HIGLAS there is a 5-day grace period before interest accruals are posted to an Accounts Receivable. Interest is actually accruing every 30 days, but is not posting to the Debit Memo until day 36, 66, etc.

	According to the Financial Management Manual, the second and third demand letters should be issued on day 31 and 61. Due to the interest accrual grace period, the second and third demand letters are issued on day 36 and 66 to ensure the correct interest amounts are included in the second and third demand letter. 

	CFO reporting certification will remain in effect for HIGLAS generated financial submissions. To accomplish this, a tailored certification statement similar to that found in current CFO reporting instructions, must be signed and faxed to Peter Kelchner, Director, Division of Financial Reporting and Policy (fax 410-786-3027).  

	The Summary 2 Trial Balance, Balance Sheet, Income Statement, the CMS Treasury Report on Receivables and Debt Collection Activities (CMS TROR) (Federal and Non-Federal), AR Overpayment Report (Federal and Non-Federal), Interest and Late Charges (Federal and Non-Federal), CMS Aging 7 Buckets Report, and the Adjustment Approval Report are due seven calendar days after the close of the month. If the reporting date occurs on a holiday or a weekend, the reports are due the following Federal workday.

	Current CMS instructions require the holding of claim payments less than $1.00 until another payment greater than $1.00 is being generated and then combine the less than $1.00 to that payment. HIGLAS functionality will not be suppressing less than $1.00 payments.

	For those workloads that are on HIGLAS, the management of the payment floor is in HIGLAS and not in the Shared Systems.

	For the carrier (or MAC B) workloads that are on HIGLAS, the provider check size and number of claims included in a provider’s payment are controlled by HIGLAS and not the MCS system.

	Not all MSP debts were transferred to the MSPRC, specifically for contractors that transitioned to HIGLAS before January 2007. There is a good possibility that a MAC will inherit a workload that still handles the collections against some MSP debt.

The A/B MAC could receive accounts receivables for MSP debts that did not move to the MSPRC and therefore would need to continue recovery efforts.

The contractors that converted MSP debt to HIGLAS are:

· Palmetto A (SC and RHHI only)

· Empire B NJ

· Empire A DE, CT, NY

· FCSO A FL

· TrailBlazer A (TX, NM, CO)

· Mutual of Omaha A

· TrailBlazer B (TX, DC, DE, MD, VA)

· Palmetto B (SC, OH, WV)


C.9.8 Appendix H: Joint Operating Agreements

C..8.1 Joint Operating Agreement for the Enterprise Data Center and Medicare Administrative Contractor Testing Requirements

The Joint Operating Agreement (JOA) is a document developed by the Enterprise Data Center (EDC) and the Medicare Administrative Contractor (MAC) that delineates the roles and responsibilities for each entity specific to testing the Medicare claims processing components. 

At a minimum, the JOA shall define roles and responsibilities that include the following:

1. The MAC shall work with its EDC in developing a comprehensive test plan that fully addresses the MAC’s scope of testing. The Test Plan shall include at a minimum an executive summary, an overview of the testing approach, test entry criteria, test exit criteria, a schedule of testing activities, a project plan which includes assigned resources to tasks, testing suspension criteria and resumption requirements, and software acceptance criteria. The testing schedule shall include all key activities related to test preparations, test executions, and results analysis.

2. The MAC shall monitor the EDC’s activities related to maintaining the MAC’s Medicare claims processing test environment. The MAC shall provide oversight of the EDC to ensure that the Medicare claims processing test environment is set-up correctly and timely in accordance with the applicable test plan.
3. The MAC in cooperation with their EDC shall:

a. Test ancillary software resident at the EDC and the MAC’s data center. 

b. Test the unique programming/coding implemented in the MAC’s claims processing environment.

c. Complete an end-to-end operational test that incorporates the shared system and Common Working File (CWF) release, integrated with the ancillary components resident at the EDC and MAC data center. Through contiguous processing, the interfaces between all claims processing components must be exercised. The test is limited in the number of test cases that are required, since the system maintainers and Single Testing Contractor (STC) are responsible for testing the base functionality of the shared system and CWF.

4. The MAC shall prepare test cases that validate the claims processing functionality (requirements) within their testing scope.
5. The MAC shall document all MAC testing Requirements, Test Cases, test runs (executions) and defects (problems) by using the specified CMS Test Management tool (i.e., TestDirector).  CMS shall electronically provide the MAC with the database schema for use with Test Director. The MAC shall use Microsoft SQL Server, Oracle, or other database as approved by CMS as the underlying database for TestDirector.
6. The MAC shall prepare Test Case specifications that include specific input situations and the expected results associated with a single test purpose. Refer to IOM 100-1, Chapter 7, §40.3.10, Test Case Specification Standard, for the format required to electronically maintain test cases. Each Test Case shall include the following: 
a. A unique Test Case Identifier (which includes a cross-reference to the requirement in which the case is designed to test);

b. The specific objective or purpose of the case;

c. Input specifications (i.e., a description of the input situation[s]);

d. Output specifications (i.e., a description of the expected results); and

e. Intercase dependencies - in instances where the test results of one test case may impact other test cases, the test case specification must identify the other test case(s) and describe the relationship(s).

7. The MAC shall maintain traceability between test cases and requirements.
8. The MAC shall complete test executions and results analysis within the Medicare MAC (User) testing period. 
9. The MAC shall monitor the EDC and ensure all required executions are complete within the specified period and the MAC/EDC mutually agreed upon schedule. 
10. The MAC shall monitor the EDC and ensure that the required jobs are resubmitted by the EDC as indicated by the MAC’s analysis.
11. The MAC shall monitor the EDC to ensure the issues or problems introduced by the EDC are resolved.  
12. The MAC shall provide a concurrence or non-concurrence related to the elevation of the release to production. Each User or MAC shall be polled during the appropriate user/data center maintainer conference call, which is held prior to release implementation.
13. The MAC shall export TestDirector data and provide to CMS as required to complete testing audits.  
14. The MAC shall provide CMS with selected reports, which can be automatically generated from TestDirector, as specified by CMS. CMS may request selected reports quarterly.  
C.9.9 Appendix I: Re-evaluation Terminology

	Type of Reevaluation
	SOW Reference
	Requesting
Party
	Processing Entity
	Manual /
Regulation
	Definition / Purpose

	Appeals of Initial Claims Determinations (First Level) 
	C.5.10
	Medicare beneficiary or providers of services 
	MAC (redetermination level only)
	Pub.100-4 Chapter 29 as amended by 42 CFR 405.900-958 XE "42 CFR 405.900-1100" 
	Gives beneficiary or provider who disagrees with an initial claim determination an opportunity to have the claim for services re-evaluated to see if there should be a change in the original payment decision. Usually the appellant is able to provide additional, clarifying information. Beneficiaries or providers of service can appeal the MAC’s redetermination decision to the QIC.

	Cost Report Appeals
	C.5.11.3.2.17
	Institutional provider
	Provider Reimbursement Review Board (PRRB)
	42 CFR 405.1835-1873 XE "CFR 405.1835-1873" 
	Gives the institutional provider that disagrees with the MAC’s cost report final determination the right to have the determination re-evaluated by a separate entity (PRRB or hearing officer). Amount in controversy rules apply. 

	Provider Enrollment Appeals
	C.5.5.4
	Provider
	MAC
	Pub. 100-8, Chapter 10, section 19
	A provider whose enrollment as a participating provider has been revoked, or whose application for enrollment as a participating provider has been denied, can request to have that decision re-evaluated.

	MSP Post Pay Appeals
	C.5.14.6
	Beneficiary or provider
	MAC
	IOM Pub.100-4 Chapter 29 as amended by CFR 42. 405.900-958
	A beneficiary or provider, who does not agree with the MSP payment determination on a claim, can appeal the decision using the redetermination process identified for initial claim determinations.

	Reopenings of Initial Determinations
	C.5.9
	Beneficiary or provider
	MAC
	IOM Pub.100-4 Chapter 29 as amended by CFR 42 405.980-986
	The MAC can reopen a claim determination at its own discretion or at the request of the beneficiary/provider to revise an initial determination or appeal decision. A reopening can occur after the initial determination or after any level of appeal determination.

	Cost Report Reopenings
	C.5.11.3.2.11
	Institutional provider
	MAC
	IOM Pub 15-1, sections 2931-2932
42 CFR 405.1885 XE "42 CFR 405.1885" 
	MAC can reopen a cost report decision at the request of CMS, at the request of a provider, or at its own discretion to revise the reimbursement determination. This action occurs outside of the cost report appeals process.


C.9.10 Appendix J: Key Personnel

	SOW Section
	Key Personnel
	Fully Dedicated
	Dedicated to MAC Work
	Dedicated to Medicare line(s) of business
	Work on other lines of business permitted

	C.5.4.1.1
	Project Manger
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	C.5.4.1.2
	Claims Processing Manager
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	C.5.4.1.3
	Chief Financial Officer
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	C.5.4.1.4
	Compliance Officer
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	C.5.4.1.5
	PSC Liaison
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	C.5.4.1.6
	Chief Information Officer
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	C.5.4.1.7
	System Security Officer
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	C.5.4.1.8
	Implementation Project Director
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	C.5.4.1.9
	Provider Customer Service Manager
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	C.5.4.1.10
	Contract Administrator
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	C.5.4.1.11
	Contractor Medical Director
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	C.5.4.1.12
	Audit & Reimbursement Manager/Director
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