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BENEFITS IMPROVEMENT and 
PROTECTION ACT (BIPA) §521

42 CFR 405.1200-1206
http://www.cms.hhs.gov/BNI/

Federal Register, Friday, November 26, 2004

http://www.cms.hhs.gov/BNI/
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BIPA is Often Referred to as 
Expedited Determinations

• The notices given for BIPA or expedited 
determinations are called:
– Generic Notice or Notice of Medicare Provider Non-

coverage
– Detailed Notice or Detailed Explanation of Non-

coverage
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Affected Health Care Providers

• Home Health Agencies (HHAs)
• Hospices
• Skilled Nursing Facilities (SNFs)
• Comprehensive Outpatient Rehabilitation 

Facilities (CORFs)
• Swing Bed Facilities
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Termination of Medicare
Covered Services

• Discharge from a residential provider

• Complete cessation of coverage at the end 
of a course of treatment
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Provider Responsibility

• Before any termination of services, the 
provider must deliver a valid written notice to 
the beneficiary of the decision to terminate 
services.

Medicare Beneficiary’s Right
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Step 1:  Go to www.cms.hhs.gov/BNI/

Step 2:  Click on FFS ED Notices

Information from the Beneficiary Notice Initiative Website

http://www.cms.hhs.gov/BNI/
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Step 3:  Scroll down to the bottom of the page to 
Downloads
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Step 4:  To Download the Generic Notice that you can 
modify to incorporate your provider information click on: 

FFS Expedited Review Generic Notice in MS Word
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Step 5:  Click on Save and choose where on you computer 
you would like to save the file to.
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Model Notice that can be found at 
http://www.cms.hhs.gov/BNI/

http://www.cms.hhs.gov/BNI/
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Note:  We suggest you download, save, and review 
the following documents:
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Provider Responsibility

• Issued no later than two calendar days 
before the proposed end of the services 
when applicable.

• If services fewer than two days in duration, 
the notice should be issued at the time of 
admission.

Timing of Notice Delivery
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What if the Beneficiary’s coverage 
ends abruptly?

• The regulation anticipates that the notice will 
be given at least two days in advance.  
When this goal cannot be met, such as when 
coverage ends abruptly, beneficiaries need 
to receive the notice as timely as possible to 
assure access to their right to QIO review. 
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Provider Responsibility

• Beneficiary name and Medicare number
• Date that coverage of service ends
• Date that beneficiary’s financial liability begins
• The type of services ending (ie skilled nursing, 

home health, hospice, etc.)
• Description of right to appeal
• Description of right to detailed information
• QIO contact information

– Kansas Foundation for Medical Care 
1-800-432-0407

Content of Notice
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Mandatory Content Elements:
Form Instructions for Generic Notice

• Place logo in heading of notice
– Name, Address, and telephone number of provider

• Patient name
– Insert the patient’s full name.

• Patient Medicare Number
– Fill in the beneficiary’s Medicare number.

• Effective date
– The actual date Medicare covered services will end

• Beneficiary cannot be held liable until two days 
after valid notice has been given.
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Mandatory Content Elements:
Form Instructions for Generic Notice 

(continued)

• Type of services
– Fill in the type of services ending (home health, 

skilled nursing, comprehensive rehabilitation 
services, or hospice).

• Name and number of QIO
– Kansas Foundation for Medical Care
– 1-800-432-0407
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Provider Responsibility

• Beneficiary or representative signed and 
dated notice.

• The timing of delivery was appropriate.

• The content of the notice is correct.

Valid Notice
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Notice Delivery

• Annotate the notice to indicate the refusal.

• The date of the refusal is the date of receipt 
of the notice.

Beneficiary Refuses to Sign
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Notice Delivery (continued)

• If unable to deliver notice personally, the 
provider should telephone the representative.
– Advise them of the termination of services, the 

effective date, their appeal rights, and the name 
and number for KFMC.

– Document the telephone contact to include:
• name of person initiating the contact
• name of the representative contacted
• date and time of the contact
• telephone number called

Notice Delivery to Authorized 
Representative
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Notice Delivery (continued)

• (continued)

– The date of the conversation is the date of the 
receipt of the notice.  Confirm the telephone 
contact by written notice mailed on that same 
date.

– Place a dated copy of the notice in the 
beneficiary’s medical file.

Notice Delivery to Authorized 
Representative
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Notice Delivery (continued)

• When direct phone contact cannot be made, 
document appropriately and send the notice to 
the representative by certified mail, return 
receipt requested.

• The date that someone at the representative’s 
address signs (or refuses to sign) the receipt is 
the date of receipt.

Notice Delivery to Authorized 
Representative
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Amended Notice

• If the provider delivers a generic notice to 
beneficiary, but subsequently determines that 
services should continue beyond the effective 
date, the notice can be amended.
– Provider must inform the beneficiary of the new 

effective date through either delivery of new 
notice or delivery of amended notice.

– Delivery in an outpatient setting, or to an 
authorized representative, may be by telephone, 
followed by certified mail, return receipt 
requested.
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Amended Notice  (continued)

– Amended notice should be annotated to reflect:
• Revised effective date
• Date and time that provider contacted   beneficiary
• Name of person who initiated the contact

– If the beneficiary has requested an appeal based 
on the original notice, and the notice is amended, 
the provider should fax the amended notice to 
the QIO as soon as the beneficiary has been 
notified.
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Financial Liability

• The provider is liable for continued 
services until two calendar days after the 
beneficiary received a valid notice, or until 
the service termination date, whichever is 
later.
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Financial Liability Example

A notice was issued on 02-01-06 that was 
determined to be invalid.  The provider has 
acknowledged that Medicare should not cover the 
service(s) beyond the effective date of 02-03-06. 
Providers were notified of valid notice requirements, 
therefore if a notice is found to be invalid there could 
be some days of provider liability. If a new valid 
notice was issued on 02-02-06 with an effective date 
of 02-03-06 (effective date will not change), 
beneficiary liability cannot begin until 02-05-06. 
Therefore, the provider could be held liable for 
services provided on 02-04-06. In these 
circumstances, the fiscal intermediary (FI) would be 
notified of dates that provider liability begins. 



27

Medicare Beneficiary

• Non-residential provider (HHA or CORF)

– Beneficiary disagrees with termination of service 

and
– Physician certifies that failure to continue the 

service may place the beneficiary’s health at 
significant risk

May Appeal If:
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Medicare Beneficiary (continued)

May Appeal If:

• Residential provider  (SNF or hospice)
– Beneficiary disagrees with discharge decision
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Medicare Beneficiary (continued)

Appeal Request

• Appeal must be requested from QIO of state in 
which the care is being delivered.
– Example: A MO hospice provider is providing the 

care in Kansas, the Kansas QIO would perform 
the review. 

• The beneficiary (or representative) must request 
a QIO expedited appeal by noon of the day prior 
to termination of service(s).
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Medicare Beneficiary (continued)

Untimely Appeal

• If a valid notice was issued, a non-expedited 
QIO review is performed.

– Determination will be made in 7 days
• If beneficiary is still receiving disputed services

– Determination will be made in 30 days
• If beneficiary is no longer receiving services
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Physician Certification
(For appeals for HHAs and CORFs only)

• Beneficiary must have physician certification in 
order for QIO to proceed with appeal  
– The QIO will contact the physician for the 

beneficiary if they would like us to.

• Beneficiary may attempt to obtain certification 
on his/her own
– If certification is obtained within 60 calendar 

days of effective date, QIO will accept appeal 
and make determination in the case.

– In this case, QIO has 30 calendar days from 
receipt of certification to issue determination.
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Provider Responsibility  
Expedited Review 

• Send detailed notice to the beneficiary by close 
of business on the day of KFMC’s notification of 
an appeal.

Model Notices can be found at 
http://www.cms.hhs.gov/BNI/

• Click on FFS ED Notices

http://www.cms.hhs.gov/BNI/
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Provider Responsibility 
Detailed Notice Content

• Specific and detailed explanation why services 
are either no longer reasonable and necessary 
or are no longer covered

• Description of any applicable Medicare 
coverage rules, instruction, or other Medicare 
policy rules or information about how the 
beneficiary may obtain a copy of the Medicare 
policy
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Provider Responsibility 
Detailed Notice (continued)

• Facts specific to the beneficiary and relevant to 
the coverage determination that are sufficient to 
advise the beneficiary of the applicability of the 
coverage rule or policy to the beneficiary’s case 

• Any other information required by CMS
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Provider Responsibility 
Information to KFMC

• When notified of an appeal, supply all 
information requested including: 
– Generic Notice
– Detailed Notice
– POA paperwork if applicable
– Medical Record – Documentation to support 

decision to terminate services
• For expedited appeals, this information should 

be furnished no later than by close of business 
of the day KFMC notified the provider of the 
appeal.
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Provider Responsibility 
Information to KFMC (continued)

• The provider may be held financially liable in 
continued coverage if a delay results from the 
provider failing to supply requested information 
in a timely manner.
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KFMC’s Responsibility     
Expedited Review

• Immediately notify provider of appeal request
– QIOs will be available to receive beneficiary's 

request for an expedited determination and will 
conduct review on weekends if necessary.

– Providers need to be able to fax requested 
documentation for appeals through the week and 
on weekends, if requested.

• Determine if notice is valid
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KFMC’s Responsibility    
Expedited Review (continued)

• Examine medical and other records pertaining 
to services in dispute
– Includes, if applicable, physician certification 

[HHA/CORF] 

• Within 72 hours from receipt of an expedited 
appeal request, KFMC must make a 
determination on whether termination of 
Medicare coverage is the correct decision.
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KFMC’s Responsibility  
Determination

• Notify the beneficiary, beneficiary’s physician, 
and the health care provider

– Initial notification may be made by telephone

– A written notification must follow
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KFMC’s Responsibility       
Written Notification

• Rationale for determination

• Explanation of the Medicare payment 
consequences and the date the beneficiary 
becomes fully liable for services

• Information about reconsideration rights, 
including how to request and the time period
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Generic Notice Timing
On July 25, Mary Jane Jones begins to receive Medicare covered 
services from the provider.  On August 2, the provider decides that 
Ms. Jones is well enough to stop receiving services.  The provider 
delivers a generic notice (Notice of Medicare Provider Noncoverage) 
to Ms. Jones which indicates that her services will terminate on
August 4.   Ms. Jones decides to appeal.

July 25 August 2 August 3 August 4 August 5 August 6

Ms. Jones 
begins to 
receive 

Medicare 
covered 
health 
care 

services.

Issuance 
Date  

Ms. Jones 
receives 
generic 

notice. The 
effective date 

is listed as 
August 4

Ms Jones 
requests 

an appeal 
by noon of 
this day, 
qualifying 

for an 
expedited

review.

Effective 
Date

Ms. Jones 
may 

continue to 
receive 

services.

If the QIO 
determines 

termination of 
service was 
appropriate, 

Ms. Jones will 
be liable 

beginning with 
services 

provided on 
this date.

Because she 
qualified for an 

expedited 
review, Ms. 

Jones should 
receive a 

decision from 
the QIO on 
this date.
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Medicare Beneficiary         
Reconsideration

• If the beneficiary disagrees with KFMC’s initial 
expedited appeal determination, he or she may 
request a reconsideration.

– The beneficiary or authorized representative may 
ask for a reconsideration.
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Coverage of Provider Services

• Coverage continues until the date designated 
on the termination notice, unless  KFMC 
reverses the provider’s service termination 
decision.
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Coverage of Provider Services 
(continued)

• The provider should not bill the beneficiary for 
any disputed services until the expedited
determination process (and reconsideration 
process, if applicable) has been completed.
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• If KFMC’s decision is delayed because the 
provider did not supply necessary information or 
records timely, the provider may be liable for 
costs of any additional coverage.

Coverage of Provider Services 
(continued)
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• If KFMC determines that the beneficiary did not 
receive a valid notice, coverage of provider 
services continues until at least two calendar 
days after a valid notice has been received.

Coverage of Provider Services 
(continued)
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Provider Responsibility            
Releasing Information to Beneficiary

• At a beneficiary’s request, the provider must 
furnish the beneficiary with a copy of, or access 
to, any documentation that it sends to KFMC.
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Occasions Where a Notice 
is Not Required

• No notice is given when benefit days 
expire/have expired.

• No notice is given for transfers to comparable 
providers, including SNFs.

• No notice is given when beneficiary revokes the 
benefit.

• No notice is given if care in question is one-time 
or intermittent in nature, such as services 
available to all Part B beneficiaries independent 
of the setting of care/services.
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Occasions Where a Notice 
is Not Required (continued)

• No notice is issued for a reduction in services
– Notices are only to be issued with the complete 

cessation of Medicare Part A or Medicare Part B 
services

• No notice is given for a leave of absence
• No notice is required when a beneficiary’s 

condition necessitates a higher/more intensive 
level of care

• If a provider ends services because it is not 
considered safe to enter a beneficiary’s home, 
no notice is required
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Reimbursement caps on PT, Speech 
Language Pathology, OT

• The therapy cap for now is considered an 
exhaustion of benefits.
– Therefore, no generic notice needs to be issued 

and there will be no QIO review related to the 
FFS expedited review process.
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Table can be found at http://www.cms.hhs.gov/BNI/
Click on FFS ED Notices and download the Expedited Determination
Qs and As.  This table is on page 4 of the Qs and As.

http://www.cms.hhs.gov/BNI/
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Table can be found at http://www.cms.hhs.gov/BNI/
Click on FFS ED Notices and download the Expedited Determination
Qs and As.  This table is on page 4 of the Qs and As.

http://www.cms.hhs.gov/BNI/
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Table can be found at http://www.cms.hhs.gov/BNI/
Click on FFS ED Notices and download the Expedited Determination Qs 
and As.  This table is on page 8 of the Qs and As.

http://www.cms.hhs.gov/BNI/
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For More Information Contact:

Angie Ginter, RN, BSN, CPUR, MBA

Kansas Foundation for Medical Care, Inc.
2947 SW Wanamaker Drive

Topeka, KS  66614

1-800-432-0407

This material was prepared by the Kansas Foundation for Medical Care, Inc. (KFMC), the Medicare 
Quality Improvement Organization for Kansas, under contract with the Centers for Medicare & Medicaid 

Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents 
presented do not necessarily reflect CMS policy. #8SOW-KS-CR-06-06


	BENEFITS IMPROVEMENT and PROTECTION ACT (BIPA) §521
	BENEFITS IMPROVEMENT and PROTECTION ACT (BIPA) §521
	BIPA is Often Referred to as Expedited Determinations
	Affected Health Care Providers
	Termination of Medicare�Covered Services
	Provider Responsibility
	Provider Responsibility
	What if the Beneficiary’s coverage ends abruptly?
	Provider Responsibility�
	Mandatory Content Elements:�Form Instructions for Generic Notice
	Mandatory Content Elements:�Form Instructions for Generic Notice ��(continued)
	Provider Responsibility
	Notice Delivery
	Notice Delivery (continued)
	Notice Delivery (continued)
	Amended Notice
	Amended Notice  (continued)
	Financial Liability
	Financial Liability Example
	Medicare Beneficiary
	Physician Certification�(For appeals for HHAs and CORFs only)
	Provider Responsibility  Expedited Review 
	Provider Responsibility �Detailed Notice Content
	Provider Responsibility �Detailed Notice (continued)
	Provider Responsibility Information to KFMC
	Provider Responsibility Information to KFMC (continued)
	KFMC’s Responsibility     Expedited Review
	KFMC’s Responsibility    Expedited Review (continued)
	KFMC’s Responsibility  Determination
	KFMC’s Responsibility       Written Notification
	Generic Notice Timing
	Medicare Beneficiary         Reconsideration
	Coverage of Provider Services
	Coverage of Provider Services (continued)
	Coverage of Provider Services (continued)
	Coverage of Provider Services (continued)
	Provider Responsibility              Releasing Information to Beneficiary
	Occasions Where a Notice �is Not Required
	Occasions Where a Notice �is Not Required (continued)
	Reimbursement caps on PT, Speech Language Pathology, OT

