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(part 412 of this chapter) is subject to
the following rules:

(i) If the beneficiary has one or more
regular benefit days (see § 409.61(a)(1) of
this chapter) remaining in the benefit
period upon entering the hospital or
CAH, an election not to use lifetime re-
serve days will apply automatically to
all days that are not outlier days. The
beneficiary may also elect not to use
lifetime reserve days for outlier days
but this election must apply to all
outlier days.

(ii) If the beneficiary has no regular
benefit days (see § 409.61(a)(1) of this
chapter) remaining in the benefit pe-
riod upon entering the hospital or
CAH, an election not to use lifetime re-
serve days must apply to the entire
hospital or CAH stay.

[48 FR 12541, Mar. 25, 1983, as amended at 48
FR 39837, Sept. 1, 1983; 49 FR 323, Jan. 3, 1984;
58 FR 30666, 30667, May 26, 1993]

§ 409.66 Revocation of election not to
use lifetime reserve days.

(a) Except as provided in paragraph
(c) of this section, a beneficiary (or
anyone authorized to execute a request
for payment, if the beneficiary is inca-
pacitated) may revoke an election not
to use lifetime reserve days during hos-
pitalization or within 90 days after dis-
charge.

(b) The revocation must be submitted
to the hospital or CAH in writing and
identify the stay or stays to which it
applies.

(c) Exceptions. A revocation of an
election not to use lifetime reserve
days may not be filed—

(1) After the beneficiary dies; or
(2) After the hospital or CAH has

filed a claim under the supplementary
medical insurance program (Medicare
Part B), for medical and other health
services furnished to the beneficiary on
the days in question.

[48 FR 12541, Mar. 25, 1983, as amended at 58
FR 30666, May 26, 1993]

§ 409.68 Guarantee of payment for in-
patient hospital or inpatient CAH
services furnished before notifica-
tion of exhaustion of benefits.

(a) Conditions for payment. Payment
may be made for inpatient hospital or
inpatient CAH services furnished a ben-
eficiary after he or she has exhausted

the available benefit days if the follow-
ing conditions are met:

(1) The services were furnished before
HCFA or the intermediary notified the
hospital or CAH that the beneficiary
had exhausted the available benefit
days and was not entitled to have pay-
ment made for those services.

(2) At the time the hospital or CAH
furnished the services, it was unaware
that the beneficiary had exhausted the
available benefit days and could rea-
sonably have assumed that he or she
was entitled to have payment made for
these services.

(3) Payment would be precluded sole-
ly because the beneficiary has no bene-
fit days available for the particular
hospital or CAH stay.

(4) The hospital or CAH claims reim-
bursement for the services and refunds
any payments made for those services
by the beneficiary or by another person
on his or her behalf.

(b) Limitations on payment. (1) If all of
the conditions in paragraph (a) of this
section are met, Medicare payment
may be made for the day of admission,
and up to 6 weekdays thereafter, plus
any intervening Saturdays, Sundays,
and Federal holidays.

(2) Payment may not be made under
this section for any day after the hos-
pital or CAH is notified that the bene-
ficiary has exhausted the available
benefit days.

(c) Recovery from the beneficiary. Any
payment made to a hospital or CAH
under this section is considered an
overpayment to the beneficiary and
may be recovered from him or her
under the provisions set forth else-
where in this chapter.

[48 FR 12541, Mar. 25, 1983, as amended at 50
FR 33033, Aug. 16, 1985; 58 FR 30666, May 26,
1993]

Subpart G—Hospital Insurance
Deductibles and Coinsurance

§ 409.80 Inpatient deductible and coin-
surance: General provisions.

(a) What they are. (1) The inpatient
deductible and coinsurance amounts
are portions of the cost of covered hos-
pital or CAH or SNF services that Med-
icare does not pay.
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(2) The hospital or CAH or SNF may
charge these amounts to the bene-
ficiary or someone on his or her behalf.

(b) Changes in the inpatient deductible
and coinsurance amounts. (1) The law re-
quires the Secretary to adjust the inpa-
tient hospital deductible each year to
reflect changes in the average cost of
hospital care. In adjusting the deduct-
ible, the Secretary must use a formula
specified in section 1813(b)(2) of the
Act. Under that formula, the inpatient
hospital deductible is increased each
year by about the same percentage as
the increase in the average Medicare
daily hospital costs. The result of the
deductible increase is that the bene-
ficiary continues to pay about the
same proportion of the hospital bill.

(2) Since the coinsurance amounts
are, by statute, specific fractions of the
deductible, they change when the de-
ductible changes.

[48 FR 12541, Mar. 25, 1983, as amended at 58
FR 30666, May 26, 1993]

§ 409.82 Inpatient hospital deductible.
(a) General provisions—(1) The inpa-

tient hospital deductible is a fixed
amount chargeable to the beneficiary
when he or she receives covered serv-
ices in a hospital or a CAH for the first
time in a benefit period.

(2) Although the beneficiary may be
hospitalized several times during a
benefit period, the deductible is
charged only once during that period.
If the beneficiary begins more than one
benefit period in the same year, a de-
ductible is charged for each of those
periods.

(3) For services furnished before Jan-
uary 1, 1982, the applicable deductible
is the one in effect when the benefit pe-
riod began.

(4) For services furnished after De-
cember 31, 1981, the applicable deduct-
ible is the one in effect during the cal-
endar year in which the services were
furnished.

(b) Specific deductible amounts. The
specific deductible amounts for each
calendar year are published in the FED-
ERAL REGISTER no later than October 1
of the preceding year.

(c) Exception to published amounts. If
the total hospital or CAH charge is less
than the deductible amount applicable
for the calendar year in which the serv-

ices were furnished, the amount of the
charge is the deductible for the year.

[48 FR 12541, Mar. 25, 1983, as amended at 54
FR 4026, Jan. 27, 1989; 58 FR 30666, 30667, May
26, 1993]

§ 409.83 Inpatient hospital coinsur-
ance.

(a) General provisions.—(1) Inpatient
hospital coinsurance is the amount
chargeable to a beneficiary for each
day after the first 60 days of inpatient
hospital care or inpatient CAH care or
both in a benefit period.

(2) For each day from the 61st to the
90th day, the coinsurance amount is 1⁄4
of the applicable deductible.

(3) For each day from the 91st to the
150th day (lifetime reserve days), the
coinsurance amount is 1⁄2 of the appli-
cable deductible.

(4) For coinsurance days before Janu-
ary 1, 1982, the coinsurance amount is
based on the deductible applicable for
the calendar year in which the benefit
period began. The coinsurance amounts
do not change during a beneficiary’s
benefit period even though the coinsur-
ance days may fall in a subsequent
year for which a higher deductible
amount has been determined.

(5) For coinsurance days after De-
cember 31, 1981, the coinsurance
amount is based on the deductible ap-
plicable for the calendar year in which
the services were furnished. For exam-
ple, if an individual starts a benefit pe-
riod by being admitted to a hospital in
1981 and remains in the hospital long
enough to use coinsurance days in 1982,
the coinsurance amount charged for
those days is based on the 1982 inpa-
tient hospital deductible.

(b) Specific coinsurance amounts. The
specific coinsurance amounts for each
calendar year are published in the FED-
ERAL REGISTER no later than October 1
of the preceding year.

(c) Exceptions to published amounts. (1)
If the actual charge to the patient for
the 61st through the 90th day of inpa-
tient hospital or inpatient CAH serv-
ices is less than the coinsurance
amount applicable for the calendar
year in which the services were fur-
nished, the actual charge per day is the
daily coinsurance amount.
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(2) If the actual charge to the patient
for the 91st through the 150th day (life-
time reserve days) is less than the co-
insurance amount applicable for the
calendar year in which the services
were furnished, the beneficiary is
deemed to have elected not to use the
days because he or she would not bene-
fit from using them.

[48 FR 12541, Mar. 25, 1983, as amended at 54
FR 4026, Jan. 27, 1989; 58 FR 30666, 30667, May
26, 1993]

§ 409.85 Skilled nursing facility (SNF)
care coinsurance.

(a) General provisions. (1) SNF care co-
insurance is the amount chargeable to
a beneficiary after the first 20 days of
SNF care in a benefit period.

(2) For each day from the 21st
through the 100th day, the coinsurance
is 1⁄8 of the applicable inpatient hos-
pital deductible.

(3) For coinsurance days before Janu-
ary 1, 1982, the coinsurance amount is
based on the deductible applicable for
the year in which the benefit period
began. The coinsurance amounts do not
change during a beneficiary’s benefit
period even though the coinsurance
days may fall in a subsequent year for
which a higher deductible amount has
been determined.

(4) For coinsurance days after De-
cember 31, 1981, the coinsurance
amount is based on the deductible ap-
plicable for the calendar year in which
the services were furnished.

(b) Specific coinsurance amounts. The
specific SNF coinsurance amounts for
each calendar year are published in the
FEDERAL REGISTER no later than Octo-
ber 1 of the preceding year.

(c) Exception to published amounts. If
the actual charge to the patient is less
than the coinsurance amount applica-
ble for the calendar year in which the
services were furnished, the actual
charge per day is the daily coinsur-
ance.

[48 FR 12541, Mar. 25, 1983, as amended at 54
FR 4026, Jan. 27, 1989]

§ 409.87 Blood deductible.
(a) General provisions. (1) As used in

this section, packed red cells means
the red blood cells that remain after
plasma is separated from whole blood.

(2) A unit of packed red cells is treat-
ed as the equivalent of a unit of whole
blood.

(3) Medicare does not pay for the first
3 units of whole blood or units of
packed red cells that a beneficiary re-
ceives, during a calendar year, as an in-
patient of a hospital or CAH or SNF, or
on an outpatient basis under Medicare
Part B.

(4) The deductible does not apply to
other blood components such as plate-
lets, fibrinogen, plasma, gamma glob-
ulin, and serum albumin, or to the cost
of processing, storing, and administer-
ing blood.

(5) The blood deductible is in addi-
tion to the inpatient hospital deduct-
ible and daily coinsurance.

(6) The Part A blood deductible is re-
duced to the extent that the Part B
blood deductible has been applied. For
example, if a beneficiary had received
one unit under Medicare Part B, and
later in the same benefit period re-
ceived three units under Medicare Part
A, Medicare Part A would pay for the
third of the latter units. (As specified
in § 410.161 of this chapter, the Part B
blood deductible is reduced to the ex-
tent a blood deductible has been ap-
plied under Medicare Part A.)

(b) Beneficiary’s responsibility for the
first 3 units of whole blood or packed red
cells. (1) Basic rule. Except as specified
in paragraph (b)(2) of this section, the
beneficiary is responsible for the first 3
units of whole blood or packed red
cells. He or she has the option of pay-
ing the hospital’s or CAH’s charges for
the blood or packed red cells or arrang-
ing for it to be replaced.

(2) Exception. The beneficiary is not
responsible for the first 3 units of
whole blood or packed red cells if the
provider obtained that blood or red
cells at no charge other than a process-
ing or service charge. In that case, the
blood or red cells is deemed to have
been replaced.

(c) Provider’s right to charge for the
first 3 units of whole blood or packed red
cells—(1) Basic rule. Except as specified
in paragraph (c)(2) of this section, a
provider may charge a beneficiary its
customary charge for any of the first 3
units of whole blood or packed red
cells.
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(2) Exception. A provider may not
charge the beneficiary for the first 3
units of whole blood or packed red cells
in any of the following circumstances:

(i) The blood or packed red cells has
been replaced.

(ii) The provider (or its blood sup-
plier) receives, from an individual or a
blood bank, a replacement offer that
meets the criteria specified in para-
graph (d) of this section. The provider
is precluded from charging even if it or
its blood supplier rejects the replace-
ment offer.

(iii) The provider obtained the blood
or packed red cells at no charge other
than a processing or service charge and
it is therefore deemed to have been re-
placed.

(d) Criteria for replacement of blood. A
blood replacement offer made by a ben-
eficiary, or an individual or a blood
bank on behalf of a beneficiary, dis-
charges the beneficiary’s obligation to
pay for deductible blood or packed red
cells if the replacement blood meets
the applicable criteria specified in
Food and Drug Administration regula-
tions under 21 CFR part 640, i.e.—

(1) The replacement blood would not
endanger the health of a recipient; and

(2) The prospective donor’s health
would not be endangered by making a
blood donation.

[48 FR 12541, Mar. 25, 1983, as amended at 56
FR 8840, Mar. 1, 1991; 57 FR 36014, Aug. 12,
1992; 58 FR 30666, 30667, May 26, 1993]

§ 409.89 Exemption of kidney donors
from deductible and coinsurance
requirements.

The deductible and coinsurance re-
quirements set forth in this subpart do
not apply to any services furnished to
an individual in connection with the
donation of a kidney for transplant
surgery.

Subpart H—Payment of Hospital
Insurance Benefits

SOURCE: 53 FR 6633, Mar. 2, 1988, unless oth-
erwise noted.

§ 409.100 To whom payment is made.
(a) Basic rule. Except as provided in

paragraph (b) of this section, Medicare
pays hospital insurance benefits only
to a participating provider.

(b) Exceptions. Medicare may pay hos-
pital insurance benefits as follows:

(1) For emergency services furnished
by a nonparticipating hospital, to the
hospital or to the beneficiary, under
the conditions prescribed in subpart G
of part 424 of this chapter.

(2) For services furnished by a Cana-
dian or Mexican hospital, to the hos-
pital or to the beneficiary, under the
conditions prescribed in subpart H of
part 424 of this chapter.

§ 409.102 Amounts of payment.
(a) The amounts Medicare pays for

hospital insurance benefits are gen-
erally determined in accordance with
part 412 or part 413 of this chapter.

(b) Except as provided in §§ 409.61(d)
and 409.89, hospital insurance benefits
are subject to the deductible and coin-
surance requirements set forth in sub-
part G of this part.

PART 410—SUPPLEMENTARY MEDI-
CAL INSURANCE (SMI) BENEFITS

Subpart A—General Provisions

Sec.
410.1 Basis and scope.
410.2 Definitions.
410.3 Scope of benefits.
410.5 Other applicable rules.

Subpart B—Medical and Other Health
Services

410.10 Medical and other health services: In-
cluded services.

410.12 Medical and other health services:
Basic conditions and limitations.

410.14 Special requirements for services fur-
nished outside the United States.

410.20 Physicians’ services.
410.22 Limitations on services of a chiro-

practor.
410.23 Limitations on services of an optom-

etrist.
410.24 Limitations on services of a doctor of

dental surgery or dental medicine.
410.25 Limitations on services of a podia-

trist.
410.26 Services and supplies incident to a

physician’s professional services: Condi-
tions.

410.27 Outpatient hospital services and sup-
plies incident to physicians’ services:
Conditions.

410.28 Hospital or CAH diagnostic services
furnished to outpatients: Conditions.

410.29 Limitations on drugs and biologicals.

VerDate 06<NOV>97 10:20 Nov 13, 1997 Jkt 174161 PO 00000 Frm 00199 Fmt 8010 Sfmt 8010 Y:\SGML\174161.TXT 174161


		Superintendent of Documents
	2022-04-22T07:14:03-0400
	Government Publishing Office, Washington, DC 20401
	Government Publishing Office
	Government Publishing Office attests that this document has not been altered since it was disseminated by Government Publishing Office




