
Pre-claim Review Demonstration for Home Health Services 

Frequently Asked Questions 
(Update: 08/04/2016) 

 

1. Some have expressed concern about this demonstration. Why is CMS moving 

forward with this demonstration? Has CMS addressed stakeholder concerns? 

The pre-claim review demonstration will test improved methods for identifying, investigating, 

and prosecuting Medicare fraud occurring in Home Health Agencies (HHAs) while maintaining 

or improving the quality of care provided to Medicare beneficiaries. We appreciate the feedback 

we received from stakeholders and believe the demonstration announced on June 8, 2016 

addresses many of those concerns. We will continue to work with stakeholders to educate them 

on the details of the pre-claim review demonstration. 
 

2. What is pre-claim review? 

Pre-claim review is a process through which a request for provisional affirmation of coverage is 

submitted for review before a final claim is submitted for payment. Pre-claim review helps 

make sure that applicable coverage, payment, and coding rules are met before the final claim is 

submitted. 
 

3. How is pre-claim review different than prior authorization? 

A pre-claim review is different than a prior authorization due to the timing of the review and 

when services may begin. For prior authorization, a request must be submitted prior to services 

beginning and providers should wait until they have a decision before they begin providing 

services. With a pre-claim review, services have already begun and the request is submitted 

after all of the initial assessments and intake procedures are completed and services have begun. 

The pre-claim review occurs after services start but prior to the final claim being submitted. 
 

4. Does pre-claim review create new documentation requirements? 

Pre-claim review does not create new documentation requirements. Home Health Agencies will 

submit the same information they currently submit for payment, but will do so earlier in the 

process. 
 

5. What does the pre-claim review demonstration do? 

The demonstration establishes a pre-claim review process for home health services to assist in 

developing improved procedures for the investigation and prosecution of Medicare fraud 

occurring among Home Health Agencies providing services to Medicare beneficiaries. 
 

6. When does the pre-claim review demonstration for home health services begin? 

The demonstration began on August 3, 2016 in Illinois. It will begin no earlier than October1, 

2016 in Florida, and no earlier than December 1, 2016 in Texas. The demonstration will begin in 

Michigan and Massachusetts no earlier than January 1, 2017. Start dates for Florida, Texas, 

Michigan, and Massachusetts will be determined in the coming months. 



7. Will this demonstration delay beneficiaries from getting access to services? 
 

No, the demonstration should have minimal effect on beneficiaries, as the pre-claim review 

can occur after home health services have started. The pre-claim review request must be 

submitted and reviewed before the final claim is submitted for payment. 

 
8. What states does this demonstration impact? 

This pre-claim review demonstration impacts the states of Illinois, Florida, Texas, 

Michigan, and Massachusetts. To limit the burden and confusion for providers, the 

demonstration will include rendering providers who are located in the demonstration states 

regardless of from where they bill. The CMS Certification Number (CCN), name, and 

address of the rendering provider should be placed on the claim. (Please see question 46). 

 
9. Why did CMS choose these five states? 

 

Previous CMS experience, Office of Inspection General reports, Government 

Accountability Office reports, and Medicare Payment Advisory Commission reports show 

extensive evidence of fraud and abuse in the Medicare home health benefit for treatment 

performed in these states. 
 

10. Under pre-claim review, how long will Medicare have to provisionally affirm 

or non- affirm a pre-claim review request? 

Medicare will make every effort to issue a decision on a pre-claim review request within 

10 business days for an initial request and 20 business days for a resubmitted request 

following a non-affirmative decision. 
 

11. What is a resubmitted request? 

If the initial pre-claim review request was non-affirmed due to an error(s), then a Home 

Health Agency may resubmit the request with additional documentation as many times as 

necessary. Medicare will work closely with the Home Health Agency during the pre-claim 

review process to explain what documentation is needed and why a prior submission was 

insufficient. 
 

12. Will there be a tracking number for each pre-claim review decision? 

Yes, Medicare Administrative Contractors will list the pre-claim review tracking number 

on the decision notice. This tracking number must be submitted on the claim. 
 

13. Will these claims still be subject to additional prepayment or post- 

payment review? 

Absence of evidence of potential fraud or gaming, the claims that have a provisional 

affirmation pre-claim review decision will not be subject to additional review. However, 

CMS contractors, including Zone Program Integrity Contractors and Medicare 

Administrative Contractors, may conduct targeted prepayment and post-payment reviews 

to ensure that claims are accompanied by documentation not required or available during 

the pre-claim review process. In addition, the CMS Comprehensive Error Rate Testing 

(CERT) program reviews a stratified, random sample of claims annually to identify and 

measure improper payments.  It is possible for a home health claim that is subject to pre- 



claim review to fall within the sample. In this situation, the subject claim would not be 

protected from the CERT audit. 

 
14. For pre-claim review, who will make the decision on the pre-claim review request? 

Medicare Administrative Contractors will make these decisions using existing applicable 

regulations, National Coverage Determination and Local Coverage Determination 

requirements, and other CMS policies. 

15. How will CMS administer pre-claim review? Is there specialized staff devoted 

to the program? 

The pre-claim review is administered by the Medicare Administrative Contractors (MACs), 

the same contractors that currently process claims and conduct medical review on home 

health services. Clinical staff are assigned to medical review and trained to ensure 

consistency. In addition, we will employ private sector standards in our pre-claim review 

program, such as making every effort to respond to pre-claim review requests within 10 

business days of receipt of an initial pre-claim review request, providing responses that are 

specific about missing information, and giving providers an opportunity to resubmit the pre- 

claim review request an unlimited number of times for re-review as long as the final claim 

has not been submitted. During resubmission, the MAC will make every effort to issue a 

decision within 20 business days. 

 
16. Will pre-claim review allow for electronic submission of pre-claim review requests? 

 

Submitters who choose to utilize the pre-claim review process may send pre-claim review 

requests to the Medicare Administrative Contractors (MACs) via mail, fax, provider portal 

(where available), or through the Electronic Submission of Medical Documentation 

(esMD) system (where available). Submitters should check their MAC’s website for 

available submission methods. The method used to submit the request is the same method 

that will be used to send the decision. More information on esMD and availability can be 

found at http://www.cms.gov/esMD. 

 
17. Is pre-claim review needed for beneficiaries in the states already receiving home 

health services before the demonstration’s start dates? 

Home health services provided to beneficiaries after the start date of the demonstration in 

their state will be subject to pre-claim review. 

18. What are a Home Health Agency’s options if it receives a non-affirmed decision? 
 

The decision letter will specify why a Home Health Agency’s (HHA’s) pre-claim review 

request was non-affirmed. The agency can correct the deficiencies and resubmit the request 

with a new coversheet and relevant documentation. If the agency does not wish to resubmit 

the request, it can submit claims with the unique tracking number identified on the non- 

affirmed decision letter. The claims will be denied, and the HHA can appeal the denial. 

Please refer to question 25 as well. 

 
19. What documents are required for the pre-claim review request? 

The pre-claim review request should include all documents and information that support 

medical necessity for the beneficiary needing the applicable level of Home Health Services. 

http://www.cms.gov/esMD


The Medicare Administrative Contractor websites provide more specific information for 

each state. 

 
 

20. When should the home health pre-claim review request be submitted? 

The pre-claim review request may be submitted at any time before the final claim is 

submitted. The pre-claim review should be submitted when the Home Health Agency has 

obtained all required documentation from the medical record to support medical necessity 

and demonstrate eligibility requirements are met. The pre-claim review process, including 

submission of the request and receiving the Unique Tracking Number (UTN), must occur 

before the final claim is submitted for payment. This includes resubmissions after 

receiving a non-affirmed decision. Pre-claim review must be requested for each episode of 

care. 
 

21. How many times may a pre-claim review request be submitted? 

A submitter is allowed an unlimited number of resubmissions for pre-claim review requests 

that have not been affirmed. 

22. What if a beneficiary only requires a few home health visits? Should a 

pre- claim review request still be submitted? 

Low-Utilization Payment Adjustment (LUPA) claims with four or fewer visits are excluded 

from the Pre-Claim Review Demonstration for Home Health Services; however, all other 

episodes home health care that include five or more visits must submit a pre-claim review 

request. 

 
23. If a home health claim is denied after receiving a non-affirmation pre-claim 

review decision, will the Request for Anticipated Payment (RAP) be recouped 

as an overpayment? 

The Medicare Administrative Contractors will follow their standard procedures to recoup a 

RAP for any denied claims. 

24. Does the pre-claim review demonstration delay care to people with Medicare 

benefits? 
 

Access to care and services should not be delayed for people with Medicare’s home health 

benefit. The pre-claim review process, including submission of the request and receipt of the 

decision and UTN, must occur before the final claim is submitted for payment. 

 

25. Will beneficiaries have to pay for services if a Home Health Agency provides care 

but ultimately does not obtain a provisional affirmed decision? 

 

The Limitation on Liability protections of §1879 of the Social Security Act (the Act) will 

apply to this demonstration. The Limitation on Liability provisions require a provider to 

notify a beneficiary in advance of furnishing an item or service when such item or service is 

considered not medically reasonable and necessary, or when a beneficiary is not considered 

homebound, or when the beneficiary does not need physical therapy, speech-language 

pathology, skilled nursing care on an intermittent basis, or have a continuing need for 

occupational therapy, in order to shift financial liability for non-covered care to the 



beneficiary. In accordance with CMS polices, if an ABN was not issued when required at the 

start of care and the pre-claim review is non-affirmative, the beneficiary is not financially 

liable for the care that the HHA provided while awaiting the pre-claim review decision. If the 

HHA believes that the pre-claim review will be non-affirmative for any of the reasons listed, 

the provider may issue an ABN in accordance with CMS policy which would allow the 

beneficiary to choose to receive the service and accept financial liability. The ABN would be 

effective for denied services furnished after receipt of the ABN. If the HHA expects Medicare 

to cover the services, an ABN should not be issued. Blanket or routine issuance of ABNs is 

prohibited under Medicare policy. 

 

Other requirements to qualify for the Medicare home health benefit, such as the face-to-face 

encounter, are considered technical in nature and are not part of the Limitation on Liability 

provisions and do not trigger an 1879 of the Act determination. If this documentation is 

missing then it would be a technical denial, and the provider would be held liable (i.e., not be 

able to charge the beneficiary) based on 1866(a)(1) of the Act. 

 

When a pre-claim review is non-affirmed, the decision letter will include a detailed written 

explanation outlining which specific policy requirements were not met. If the non-affirmation 

is due to one of the reasons listed above that trigger application of the limitation on liability 

provision, the HHA may issue an ABN and the beneficiary will be held financially liable for 

denied services received following issuance of a valid ABN. If the non-affirmation was due to 

documentation errors, the HHA can correct the deficiencies and resubmit the request with all 

relevant documentation.  In this situation it would not be appropriate to issue an ABN. Also, 

if the pre-claim review decision is non-affirmed for a reason for which the HHA would 

otherwise be financially liable (that is, the reason for denial is not one that triggers the 

limitation on liability provision), the HHA should not issue an ABN following a non- 

affirmative pre-claim review decision in an attempt to shift liability. 

 
If a provider submits a claim for payment without a pre-claim review request being 

submitted, the home health claim will undergo pre-payment review. If the claim is 

determined to be payable, it will be paid but beginning three months after the start of the 

pre-claim review program in a particular state, there will be a 25 percent reduction to the 

full claim amount. The 25 percent payment reduction is non-transferrable to the beneficiary. 
 

26. Will Home Health Agencies in the demonstration states be allowed to require 

that beneficiaries sign an Advanced Beneficiary Notice (ABN)? 

No. Home Health Agencies will not be allowed to require that beneficiaries sign an ABN. A 

beneficiary has the right to refuse to sign an ABN. Beneficiaries who feel as though they are 

being inappropriately asked to sign an ABN should contact the Medicare program at 1-800- 

MEDICARE (1-800-633-4227). 



27. How many home health providers can request pre-claim review for one beneficiary 

for one time period? 
 

Under this demonstration, CMS allows one Home Health Agency (HHA) provider to request 

pre-claim review per beneficiary per episode of care. If the initial provider cannot complete 

the home health service, the initial HHA’s request is cancelled. In this situation, a 

subsequent provider may submit a pre-claim review request to provide services for the same 

beneficiary and must include the required documentation in the submission. 

 
28. What happens if an applicable claim in the demonstration area does not go 

through pre-claim review? 
 

If an HHA submits a claim without a pre-claim review request being submitted, the MAC 

will stop the claim for pre-payment review. If the claim is payable, it will be paid with a 25 

percent reduction of the full claim amount. The 25 percent payment reduction, which applies 

for failure to receive a pre-claim review decision, is non-transferrable to the beneficiary. 

Beneficiaries are not liable for more than they would otherwise be if the demonstration were 

not in place. This payment reduction, which will not apply during the first three months of 

the demonstration in a particular state, is not subject to appeal. After a claim is submitted 

and processed, appeal rights on the claim determination are available as they normally are. 

 

 
29. Is there an appeals process for non-affirmative pre-claim review requests? 

All existing claims appeal rights remain unchanged. Claims that are denied under the 

demonstration are appealable. Non-affirmative pre-claim review determinations are not 

appealable; however, providers have the option of: 

i. Resubmitting the pre-claim review request before filing a claim; or 

ii. Submitting a claim which, will be denied, and then submitting an appeal. 

 
30. Where can I find more information related to pre-claim review? 

More information can be found at https://www.cms.gov/Research-Statistics-Data-and- 

Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Overview.html and 

click on the tab titled, “Pre-Claim Review Initiatives.” 

31. Where can I send additional questions? 

Additional questions on the pre-claim review model may be sent to CMS at 

HHPreClaimDemo@cms.hhs.gov. 

32. When submitting the pre-claim review request, does the plan of care need to be 

signed by the physician? 

Yes, the plan of care needs to include the physician’s signature and date when it is submitted 

with the pre-claim review request. 

33. Will there be a specific form to use for the demonstration? 

There will not be a required form for the demonstration. The Medicare Administrative 

Contractors participating in the demonstration may develop a checklist to help submitters 

with the pre-claim review requests.  Submitters are encouraged to use the checklist, but it is 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Overview.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Overview.html
mailto:HHPreClaimDemo@cms.hhs.gov


not required. Refer to your Medicare Administrative Contractor’s website for more 

information. 

34. Will the claim form be changed to include a field to report the pre-claim review 

action? 

No, the claim form will not be changed. The operational guide will provide instructions on how 

to report the unique tracking number that will be issued with the pre-claim review decision on 

an existing field. 

35. If an episode concludes before the Medicare Administrative Contractors has 

completed pre-claim review, does the Home Health Agency need to wait to submit its 

final claim? 

Yes. The Home Health Agency needs to wait until they receive the decision letter. The 

decision letter will contain a unique tracking number that will need to be submitted on the 

claim. 

36. The FAQ indicates that only one Home Health Agency (HHA) is allowed to request 

pre- claim review per beneficiary per episode of care. In a situation where a patient is 

discharged and readmitted to the same HHA during the 60 day episode, is the HHA 

required to submit a second pre-claim review? 

A pre-claim review decision is based on each episode of care.  If a separate claim will be filed, 

a new pre-claim decision must be requested. For more information on Partial Episode Payment 

Adjustments, please refer to the Medicare Benefit Policy Manual, Chapter 7, Section 10.8. 

37. Will agencies be expected to submit the whole record as with the ADR process? 

The pre-claim review request should include all documents from the medical record that 

supports medical necessity and all eligibility requirements for the beneficiary needing the 

applicable level of home health services. We do not anticipate the entire record will need to be 

submitted to support medical necessity (e.g., not every PT note, wound care treatment, etc. 

may be needed.) 

38. Will we receive a different Unique Tracking Number (UTN) for each attempt to 

obtain affirmation or will each episode of care have the same UTN for all attempts? 

For example, a pre-claim review request is submitted for an episode of care 

beginning August 1st. The first submission was non- affirmed and had UTN-1234 

and the second submission was affirmed. Would the second submission have UTN- 

1234 or a different UTN? 

A unique tracking number will be provided for each pre-claim review request, whether it’s 

provisionally affirmed or non-affirmed. The Medicare Administrative Contractor will list the 

pre-claim review UTN on each decision letter. 

39. Do I need to submit a pre-claim review request for a beneficiary whose 60 day 

episode began prior to the start date of the demonstration in their state? 

No. The demonstration only applies to those episodes of care that begin on or after the start 

date of the demonstration in the state where the service will or is being rendered. 



40. Should documentation supporting the face-to-face encounter be submitted with the 

pre- claim review request? If so, is it required for each additional episode? 

Yes, documentation supporting the face-to-face encounter must be submitted with the pre- 

claim review request. You may submit the pre-claim review request at any time prior to the 

final claim submission to allow time to collect this documentation. Medicare does not require a 

new face-to-face encounter for additional episodes where the patient has not been discharged 

from home health care. However, documentation supporting the face-to-face encounter from 

the start of care should be submitted with the pre-claim review request for subsequent episodes 

of care. 

41. Given that a home health episode is 60 days, with a 30 day standard for submitting 

pre- claim review, what impact does days 31-60 have in the final claim determination 

if the Medicare Review Contractor has issued an affirmative decision on a pre-claim 

review request? 
 

You are correct that a pre-claim review decision is for an episode of care. Absent evidence of 

potential fraud or gaming, claims that have a provisional affirmative decision CMS contractors, 

including Zone Program Integrity Contractors and Medicare Administrative Contractors, may 

conduct targeted prepayment and post-payment reviews to ensure that claims are accompanied 

by documentation not required or available (for example, records to verify treatments 

completed as billed) during the pre-claim review process if fraud or gaming is suspected. 

CMS’ evaluation contractor will monitor for fraud and incidents where the Home Health 

Agency intentionally delayed services until after the receipt of a provisionally affirmed pre- 

claim review decision. These cases will be referred to the appropriate Zone Program Integrity 

Contractor or other enforcement agency as appropriate.  Please refer to question 13 as well. 

 

42. Do I need to submit a pre-claim review request for both certification home health episodes 

and recertification home health episodes? 

Yes. The demonstration applies to both home health certification episodes and recertification 

episodes that begin after the start date in each state. An episode of care initiated with the 

completion of a Start of Care OASIS is considered a certification. 

43. Do I need to submit a pre-claim review request before I submit the Request for 

Anticipated Payment (RAP)? 

No.  You should submit the RAP according to process and rules you currently follow. 

44. Which Medicare Administrative Contractor should I send my pre-claim review to? 

 

You should send your pre-claim review request to the same Medicare Administrative 

Contractor where you submit your home health claims. 

 

45. If I received a provisionally affirmed decision and UTN for a beneficiary for a 60 day 

episode and later in the episode the beneficiary’s condition supports adding additional 

services (e.g. therapy), will I need to submit a new pre-claim review request? 

 

The pre-claim review initial request should be submitted after you have had enough time to 

evaluate the beneficiary’s condition to determine the services (HCPCS) that will be required for 

the episode. (Please see question 20). However, if later in the episode the beneficiary’s 

condition supports additional services that were not on the initial provisionally affirmed pre- 

claim review request, you would not need to submit an additional pre-claim review request for 



that episode. CMS contractors (including Zone Program Integrity Contractors, Recovery Audit 

Contractors, and Medicare Administrative Contractors) may conduct targeted prepayment and 

post-payment reviews to ensure there is no evidence of fraud or gaming. (Please see question 

41). 

 

46. If I use a billing company or have a corporate parent company, whose information should I 

put on the claim? 

You should put the CMS Certification Number (CCN), name, and address of the rendering 

provider on the claim. 

47. What if I have a patient who began receiving home health services prior to the 

requirement of the Face-to-Face Encounter and has continued to receive services with 

no break in service? 

In this case, instead of providing the Face-to-Face Encounter documentation, you would 

provide an explanation of why you do not need it for that particular beneficiary. 

48. Where on the claim should I put the Unique Tracking Number (UTN)? 

For submission of a claim on a UB04 Claim Form, you should put the UTN in positions 19 

through 30 in field locator 63. The last two characters of the UTN should be written outside 

the lines next to position 30. For submission of electronic claims, FISS shall accept the UTN 

following the OASIS assessment data (Positions 1-18) in positions 19 through 32 of loop 

2300 REF02 (REF01=G1) on type of bill 032x. 

49. What will happen if a Home Health Agency in Illinois submits a request for episodes 

of care that began prior to August 3, 2016? 

CMS is instructing Home Health Agencies (HHAs) in Illinois not to submit pre-claim review 

requests for episodes of care that began prior to August 3, 2016; however, if such a request 

is submitted, the Medicare Administrative Contractor (MAC) will work directly with the 

HHA that submitted the request and allow them to either have the request withdrawn or 

processed as a test request. 

 

50. Will the August 3, 2016 start in Illinois affect other dates for the demonstration (e.g., such 

as the end date of the demonstration or the application of the 25% payment reduction for 

not submitting a pre-claim review request)? 

 

No. The change in the start date will not impact other dates in the demonstration. For Illinois, 

HHAs that do not submit a pre-claim review request and submit the claim for payment will have 

their claim stopped for pre-payment review, and beginning November 1st, if those claims are 

deemed payable, the claims will be paid with a 25 percent payment reduction, which is non-

transferable to the beneficiary. 

 

51. In Illinois, how many pre-claim review requests were received for episodes of care that 

began on August 1 or August 2, 2016 before HHAs received this instruction not to submit 

requests for those dates? 

 

As of the time of this announcement, only two requests for pre-claim review were received by the 

Medicare Administrative Contractors for episodes of care that began on August 1 or August 2.  

The MAC will work directly with the HHAs that submitted the requests and allow them to either 

have the requests withdrawn or processed as test requests.  


