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1. Introduction

Blue Cross® Medicare Private Fee for Service is Medicare Advantage private fee-for-
service (PFFS) plan offered by Blue Cross® Blue Shield ® of Michigan.  Blue Cross
Medicare Private Fee for Service (allows members to use any provider, such as a
physician, health professional, hospital, or other Medicare provider in the United States
that agrees to treat the member after having the opportunity to review these terms and
conditions of payment, as long as the provider is eligible to provide health care services
under Medicare Part A and Part B (also known as ‘Original Medicare’) or eligible to be
paid by Blue Cross Medicare Private Fee for Service for benefits that are not covered
under Original Medicare.

The law provides that if you have an opportunity to review these terms and conditions of
payment and you treat a Blue Cross Medicare Private Fee for Service member, you will
be “deemed” to have a contract with us.  Section 2 explains how the deeming process
works.  The rest of this document contains the contract that the law allows us to deem to
hold between you, the provider, and Blue Cross Medicare Private Fee for Service.  Any
provider in the United States that meets the deeming criteria in Section 2 becomes
deemed to have a contract with Blue Cross Medicare Private Fee for Service for the
services furnished to the member when the deeming conditions are met.  No prior
authorization, prior notification, or referral is required as a condition of coverage
when medically necessary, plan-covered services are furnished to a member.
However, a member or provider may request an advance organization determination
before a service is provided in order to confirm that the service is medically necessary
and will be covered by the plan.  Section 7 describes how a provider can request an
advance organization determination from the plan.

Blue Cross Medicare Private Fee for Service has signed contracts with some providers.
These providers are our network providers.  Blue Cross Medicare Private Fee for Service
has network providers for all Medicare Part A and Part B services.

Providers who furnish services to a Blue Cross Medicare Private Fee for Service member
may only provide services within the scope of their licensure or certification, and should
only provide services that are covered by our plan and that are medically necessary by
Medicare definitions. Institutional providers like hospitals or skilled nursing facilities
must meet all applicable Medicare certification requirements.

Our members can still receive services from non-network providers who do not have a
signed contract with us, as long as the provider meets the deeming criteria described in
Section 2.  These deemed contracting providers are subject to all of the terms and
conditions of payment described in this document.  A list of our network providers can be
accessed by going to http://www.bcbsm.com/medicare and selecting the appropriate
provider directory under the “Find a Doctor” section.

The amount of cost sharing a member pays a provider who is not one of our network
providers may be more than the cost sharing the member pays a network provider.  We
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indicate the services for which the cost sharing amount differs between network providers 
and non-network providers in the Blue Cross Medicare Private Fee for Service Member 
Evidence of Coverage (EOC).    

2. When a provider is deemed to accept Blue Cross Medicare Private Fee 
for Service’s terms and conditions of payment
A provider is deemed by law to have a contract with Blue Cross Medicare Private Fee for 
Service when all of the following three criteria are met:

1) The provider is aware, in advance of furnishing health care services, that the patient is 
a member of Blue Cross Medicare Private Fee for Service.  All of our members 
receive a member ID card that includes the Blue Cross Medicare Private Fee for 
Service logo that clearly identifies them as PFFS members.  The provider may 
validate eligibility by calling our Provider Service Center at 1-866-309-1719, between 
8 a.m. and 4:30 p.m. Eastern time. To determine eligibility for out-of-area members, 
call the BlueCard line at 1-800-676-BLUE (2583) and provide the member’s three-
digit prefix, which is located on the ID card.

Contracted Michigan providers can also verify eligibility and coverage online through 
web-DENIS, a Blue Cross web-based information system for providers. Web-DENIS 
login and other information are available at:
http://www.bcbsm.com/provider/provider_secured_services/index.shtml.

2) The provider either has a copy of, or has reasonable access to, our terms and 
conditions of payment (this document).  The terms and conditions are available on 
our website at http://www.bcbsm.com/providers/help/faqs/medicare-
advantage/provider-toolkit.html.  The terms and conditions may also be obtained by 
calling our Provider Service Center at 1-866-309-1719.

3) The provider furnishes covered services to a Blue Cross Medicare Private Fee for 
Service member. 

If all of these conditions are met, the provider is deemed to have agreed to Blue Cross 
Medicare Private Fee for Service’s terms and conditions of payment for that member 
specific to that visit. For example:  If a Blue Cross Medicare Private Fee for Service 
member shows you an enrollment card identifying him/her as a member of Blue Cross 
Medicare Private Fee for Service and you provide services to that member, you will be 
considered a deemed provider.  Therefore, it is your responsibility to obtain and review 
the terms and conditions of payment prior to providing services, except in the case of 
emergency services (see below).  

NOTE: You, the provider, can decide whether or not to accept Blue Cross Medicare 
Private Fee for Service’s term and conditions of payment each time you see a Blue Cross 
Medicare Private Fee for Service member.  A decision to treat one plan member does not 
obligate you to treat other Blue Cross Medicare Private Fee for Service members, nor 
does it obligate you to accept the same member for treatment at a subsequent visit. 
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If you DO NOT wish to accept Blue Cross Medicare Private Fee for Service’s terms 
and conditions of payment, then you should not furnish services to a Blue Cross 
Medicare Private Fee for Service member, EXCEPT for emergency services.  If you 
furnish non-emergency services, you will be subject to these terms and conditions 
whether you wish to agree to them or not.  Providers furnishing emergency services 
will be treated as non-contracting providers and paid at the payment amounts they would 
have received under Original Medicare. 

3. Provider qualifications and requirements

In order to be paid by Blue Cross Medicare Private Fee for Service for services provided
to one of our members, you must:

• Have a National Provider Identifier in order to submit electronic transactions to Blue
Cross Medicare Private Fee for Service, in accordance with HIPAA requirements.

• Blue Cross Medicare Private Fee for Service billing guidelines and unique billing
requirements may be accessed at
http://www.bcbsm.com/providers/help/faqs/medicare-advantage/provider-
toolkit.html. Claims, including revisions and adjustments that are not filed by a
provider prior to the claim filing limit of one calendar year from the date of service or
discharge will be the provider’s liability.

Professional claims must be submitted using the revised CMS-1500 Health Insurance
Claim Form (version 02/12).

For more information, contact your provider consultant or visit
http://www.NUCC.org. The site includes instructions for completing the form.

For electronic claim submissions, send claims to your local Blue plan. If you have
questions, please call the Electronic Data Interchange (EDI) helpdesk at 1-800-542-
0945. An EDI user guide is also available at:
http://www.bcbsm.com/providers/help/faqs/electronic-connectivity-edi.html

For paper claim submissions, send claims to:

Blue Cross Medicare Private Fee for Service
P.O. Box 32593
Detroit, MI 48232-0593
Since Blue Cross Blue Shield of Michigan doesn’t have participation agreements with
most providers located outside of Michigan, we encourage both health care providers
and members to go to http://www.bcbsm.com/medicare and click on the “Find a
Doctor” tab to determine if a lab or DME supplier participates with Blue Cross
Medicare Private Fee for Service.

• Blue Cross Medicare Private Fee for Service members who receive services from an
out-of-network lab, specialty pharmacy, or DME supplier cannot be balance-billed.
Labs, specialty pharmacies and DME suppliers may only collect applicable cost
sharing from these members and may not otherwise charge or bill them
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• Furnish services to a Blue Cross Medicare Private Fee for Service member within the 
scope of your licensure or certification. 

• Provide only services that are covered by our plan and that are medically necessary 
by Medicare definitions. 

• Meet applicable Medicare certification requirements (e.g., if you are an institutional 
provider such as a hospital or skilled nursing facility). 

• Not have opted out of participation in the Medicare program under §1802(b) of the 
Social Security Act, unless providing emergency or urgently needed services.  

• Not be on the HHS Office of Inspectors General excluded and sanctioned provider 
lists. 

• Not be a Federal health care provider, such as a Veterans’ Administration provider, 
except when providing emergency care.   

• Comply with all applicable Medicare and other applicable Federal health care 
program laws, regulations, and program instructions, including laws protecting 
patient privacy rights and HIPAA that apply to covered services furnished to 
members. 

• Agree to cooperate with Blue Cross Medicare Private Fee for Service to resolve any 
member grievance involving the provider within the time frame required under 
Federal law. 

• For providers who are hospitals, home health agencies, skilled nursing facilities, or 
comprehensive outpatient rehabilitation facilities, provide applicable beneficiary 
appeals notices (See Section 10 for specific requirements). 

• Not charge the member in excess of cost sharing under any condition, including in the 
event of plan bankruptcy.  

 
4. Payment to providers  
 

Plan payment  
 
Blue Cross Medicare Private Fee for Service reimburses deemed providers at an amount 
equal to the lesser of the provider’s billed charges or Blue Cross Medicare Private Fee for 
Service’s approved amount as set forth in the Blue Cross Medicare Private Fee for 
Service’s fee schedule, in accordance with one or more of the attachments located at  
http://www.bcbsm.com/providers/help/faqs/medicare-advantage/provider-
toolkit/reimbursement.html. At minimum, Blue Cross Medicare Private Fee for Service 
will pay deemed providers the amounts they would receive as a participating or 
nonparticipating provider, as applicable, under Original Medicare for Medicare covered 
services, including billing up to the limiting charge for non-participating providers. To 
offset the Center for Medicare and Medicaid Services’ (CMS’) sequestration, Blue Cross 
Medicare Private Fee for Service will reduce payments to providers by 2% for most 
submitted medical claims.. Blue Cross Medicare Private Fee for Service will pay 
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Physician Quality Reporting Initiative (PQRI) bonus and e-prescribing incentive payment 
amounts to deemed physicians who would receive them in connection with treating Medicare 
beneficiaries who are not enrolled in a Medicare Advantage plan.  

 
We will process and pay clean claims within 30 days of receipt.  If a clean claim is not 
paid within the 30-day time frame, then we will pay interest on the claim according to 
Medicare guidelines.  Section 5 has more information on prompt payment rules.   

 
Services covered under Blue Cross Medicare Private Fee for Service that are not covered 
under Original Medicare are reimbursed using the following fee schedule located 
http://www.bcbsm.com/content/dam/public/Providers/Documents/help/medicare-
advantage-fee-schedule.pdf.   

 
Deemed providers furnishing such services must accept the fee schedule amount, minus 
applicable member cost sharing, as payment in full.  

 
Member benefits and cost sharing 

 
Payment of cost sharing amounts is the responsibility of the member.  Providers should 
collect the applicable cost sharing from the member at the time of the service when 
possible.  You can only collect from the member the appropriate Blue Cross 
Medicare Private Fee for Service co-payments or coinsurance amounts described in 
these terms and conditions.  After collecting cost sharing from the member, the 
provider should bill Blue Cross Medicare Private Fee for Service for covered services.  
Section 5 provides instructions on how to submit claims to us. Please note, however, that 
Blue Cross Medicare Private Fee for Service may not hold members accountable for any 
cost sharing (deductibles, copayments, and coinsurance) for Medicare-covered preventive 
services that are subject to zero cost sharing.  

 
If a member is a dual-eligible Medicare beneficiary (that is, the member is enrolled in our 
PFFS plan and a State Medicaid program), then the provider cannot collect any cost 
sharing for Medicare Part A and Part B services from the member at the time of service 
when the State is responsible for paying such amounts (nominal copayments authorized 
under the Medicaid State plan may be collected).  Instead, the provider may only accept 
the MA plan payment (plus any Medicaid copayment amounts) as payment in full or bill 
the appropriate State source.  

 
For your quick reference, the table below lists some of the important services covered 
under Blue Cross Medicare Private Fee for Service and the associated member cost 
sharing amounts.   

 
Services covered by Blue Cross 
Medicare Private Fee for Service 

Cost sharing 

Medicare-covered preventive services: 
• Abdominal aortic aneurysm 

screening 

• $0 co-pay (unless being treated or 
monitored during an existing medical 
condition during the same visit the 
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• Annual wellness visit 
• Bone mass measurement 
• Breast cancer screening 

(mammograms) 
•  Cardiovascular disease behavioral 

therapy 
• Cardiovascular disease screening 
•  Cervical and vaginal cancer 

screening 
 

• Colon cancer screening 
• Depression screening 
• Diabetes screening 
• Diabetes self management training 
• Glaucoma screening 
• Hepatitis C screening 
• HIV screening 
• Immunizations 

o Flu and Hepatitis B 
• Lung cancer screening 
• Medical nutrition therapy 
• Obesity screening and counseling 
• Pneumococcal screening 
• Prostate cancer screening Tobacco 

use cessation counseling 
• Screening and counseling to reduce 

alcohol misuse 
• Sexually transmitted infections 

screening and counseling 
•  “Welcome to Medicare” visit 
 

preventive service is received), $0 
coinsurance, deductible does not apply 

Inpatient hospital services • $0 per day, after deductible 
Skilled nursing facility • $0 per day 1-100, after deductible 
Office services  • $0, after deductible, for each primary 

care visit 
• $0, after deductible, for each specialist 

care visit 
Physical Exams (1 per year) • None 
Emergency room visit • None 
Urgent care center visits • None 
Worldwide Coverage • $250 deductible, 20% coinsurance, and 

$50,000 lifetime maximum.   
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To view a complete list of covered services and member cost sharing amounts under Blue 
Cross Medicare Private Fee for Service, go to 
http://www.bcbsm.com/providers/help/faqs/medicare-advantage/provider-toolkit.html 
under Medicare PPO and PFFS Benefit Summaries. You may call us at 1-866-309-1719 
to obtain more information about covered benefits, plan payment rates, and member cost 
sharing amounts under Blue Cross Medicare Private Fee for Service.  Be sure to have the 
member’s ID number when you call.   
 
Blue Cross Medicare Private Fee for Service follows Medicare coverage decisions for 
Medicare-covered services.  Services not covered by Medicare are not covered by Blue 
Cross Medicare Private Fee for Service, unless specified by the plan.  Information on 
obtaining an advance coverage determination can be found in Section 7.  Blue Cross 
Medicare Private Fee for Service does not require members or providers to obtain prior 
authorization, prior notification, or referrals from the plan as a condition of coverage.  
There are no prior authorization and prior notification rules for Blue Cross Medicare 
Private Fee for Service members.   
 
Note: Medicare supplemental policies, commonly referred to as Medigap plans, 
cannot cover cost sharing amounts for Medicare Advantage plans, including PFFS 
plans.  All cost sharing is the member’s responsibility.     
 
Balance billing of members 
 
There are two different PFFS balance billing scenarios: 
 
• If the provider is deemed and a non-participating provider under Original Medicare 

rules, up to 15% balance billing is permitted.  However, the plan – not the beneficiary 
– must pay the 15%.  

 
• If the provider is deemed or contracted, and the balance billing is explicitly included 

in Blue Cross Medicare Private Fee for Service’s contract with the provider or in the 
terms and conditions of payment, it may balance bill up to 15% of the total plan 
payment amount for services, for which the beneficiary is responsible.  

 
A provider may collect only applicable plan cost sharing amounts from Blue Cross 
Medicare Private Fee for Service members and may not otherwise charge or bill 
members.  Balance billing is prohibited by providers who furnish plan-covered services 
to Blue Cross Medicare Private Fee for Service members. 
 
Hold harmless requirements 
 
In no event, including, but not limited to, nonpayment by Blue Cross Medicare Private 
Fee for Service, insolvency of Blue Cross Medicare Private Fee for Service, and/or breach 
of these terms and conditions, shall a deemed provider bill, charge, collect a deposit from, 
seek compensation, remuneration or reimbursement from, or have any recourse against a 
member or persons acting on their behalf for plan-covered services provided under these 
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terms and conditions.  This provision shall not prohibit the collection of any applicable 
coinsurance, co-payments, or deductibles billed in accordance with the terms of the 
member's benefit plan.  
 
If any payment amount is mistakenly or erroneously collected from a member, you must 
make a refund of that amount to the member.  

 
5. Filing a claim for payment 
 

• You must submit a claim to Blue Cross Medicare Private Fee for Service for an 
Original Medicare covered service within the same time frame you would have to 
submit under Original Medicare, which is within 1 calendar year after the date of 
service.  Failure to be timely with claim submissions may result in non-payment.  The 
rules for submitting timely claims under Original Medicare can be found at 
https://www.cms.gov/MLNMattersArticles/downloads/MM6960.pdf. 

 
• Prompt Payment Blue Cross Medicare Private Fee for Service will process and pay 

clean claims within 30 days of receipt.  If a clean claim is not paid within the 30-day 
time frame, Blue Cross Medicare Private Fee for Service will pay interest on the claim 
according to Medicare guidelines.  A clean claim includes the minimum information 
necessary to adjudicate a claim, not to exceed the information required by Original 
Medicare.  Blue Cross Medicare Private Fee for Service will process all non-clean 
claims and notify providers of the determination within 60 days of receiving such 
claims. 

 
• Submit claims using the standard CMS-1500, CMS-1450 (UB-04), or ANSI 837 

electronic filing format.   
 
• Use the same coding rules and billing guidelines as Original Medicare, including 

Medicare CPT Codes, HCPCS codes and defined modifiers.  Bill diagnosis codes to 
the highest level of specificity.   

 
• Include the following on your claims: 

o National Provider Identifier (NPI) and federal tax ID as appropriate, if 
submitting paper claims. 

o NPI only, if submitting claims electronically. 
o The member’s ID number. 
o Date(s) of service. 
o Quantify facility services by revenue code categories, or, if reporting 

HCPCS codes, the number of units equal to the number of times the service 
or procedure is being reported. 

o Medicare CPT codes and defined modifiers.  
o Diagnosis codes to the highest level of specificity. 
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o Physician's or supplier's signature. Include date, degrees or credentials. 
"Signature on file" is not acceptable. 

o CMS-approved HCPCS code modifiers. 
o Certificate of Medical Necessity, a durable medical equipment information 

form, a prescription or other documentation with the first-month supply 
claim, a first-month rental equipment claim, or a claim for a one-time 
equipment purchase for certain services. 
 

 
• For providers that are paid based upon interim rates, include with your claim a copy of 

your current interim rate letter if the interim rate has changed since your previous 
claim submission.  
 

• Coordination of Benefits:  All Medicare secondary payer rules apply.  These rules can 
be found in the Medicare Secondary Payer Manual located at 
http://www.cms.hhs.gov/Manuals/IOM/list.asp.  Providers should identify primary 
coverage and provide information to Blue Cross Medicare Private Fee for Service at 
the time of billing.  
 

• Where to submit a claim: 
• For electronic claim submission, send claims to your local Blue plan. 
• For paper claim submission, send claims to:                                                                         

Blue Cross Medicare Private Fee for Service                                                                                                     
P.O. Box 32593                                                                                                                       
Detroit, MI 48232-0593 

 
• If you have problems submitting claims to us or have any billing questions, contact 

our technical billing resource at 1-800-542-0945. An EDI user guide is also available 
at: http://www.bcbsm.com/providers/help/faqs/electronic-connectivity-edi.html. 

 
6. Maintaining medical records and allowing audits   
 

Deemed providers shall maintain timely and accurate medical, financial and 
administrative records related to services they render to Blue Cross Medicare Private Fee 
for Service members.  Unless a longer time period is required by applicable statutes or 
regulations, the provider shall maintain such records for at least 10 years from the date of 
service.   
 
Deemed providers must provide Blue Cross Medicare Private Fee for Service, the 
Department of Health and Human Services, the Comptroller General, or their designees 
access to any books, contracts, medical records, patient care documentation, and other 
records maintained by the provider pertaining to services rendered to Medicare 
beneficiaries enrolled in a Medicare Advantage plan, consistent with Federal and state 
privacy laws.  Such records will primarily be used for Centers for Medicare & Medicaid 
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Services (CMS) audits of risk adjustment data upon which CMS capitation payments to 
Blue Cross Medicare Private Fee for Service are based.   
 
To encourage providers to submit member medical records to Blue Cross Medicare 
Private Fee for Service in this case, Blue Cross Medicare Private Fee for Service will 
reimburse the provider $5 for each medical record that it has requested for risk 
adjustment related activities and plan-related activities. 
 
Blue Cross Medicare Private Fee for Service may also request records for activities in the 
following situations: Blue Cross Medicare Private Fee for Service audits of risk 
adjustment data, determinations of whether services are covered under the plan, are 
reasonable and medically necessary, and whether the plan was billed correctly for the 
service; to investigate fraud and abuse; and in order to make advance coverage 
determinations.  Blue Cross Medicare Private Fee for Service will not use these records 
for any purpose other than the intended use  
 
Blue Cross Medicare Private Fee for Service will not use medical record reviews to 
create artificial barriers that would delay payments to providers.  Both mandatory and 
voluntary provision of medical records must be consistent with HIPAA privacy law 
requirements. 

7. Getting an advance organization determination  
 

Providers or plan enrollees may obtain a written advance coverage determination (known 
as an organization determination) from us before a service is furnished to confirm whether 
the service will be covered by Blue Cross Medicare Private Fee for Service.  To obtain an 
advance organization determination, fax your request to 1-877-348-2251 or submit your 
request in writing to:   
 
Grievances and Appeals 
Attn: Org Determination 
Blue Cross Blue Shield of Michigan 
P.O. Box 2627 
Detroit, MI 48231-2627    
 
Blue Cross Medicare Private Fee for Service will make a decision and notify you and the 
member within 14 days of receiving the request, with a possible (up to) 14-day extension 
either due to the member’s request or Blue Cross Medicare Private Fee for Service 
justification that the delay is in the member’s best interest.  In cases where you believe 
that waiting for a decision under this time frame could place the member’s life, health, or 
ability to regain maximum function in serious jeopardy, you can request an expedited 
determination.  To obtain an expedited determination, call us at 1-888-724-1373 or fax 
your request to 1-877-348-2251.   We will notify you of our decision as expeditiously as 
the enrollee’s health condition requires, but no later than 72 hours after receiving the 
request, unless we invoke a (up to) 14-day extension either due to the member’s request or 
Blue Cross Medicare Private Fee for Service justification (for example, the receipt of 
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additional medical evidence may change Blue Cross Medicare Private Fee for Service 
decision to deny) that the delay is in the member’s best interest.   

 
In the absence of an advance organization determination, Blue Cross Medicare Private 
Fee for Service can retroactively deny payment for a service furnished to a member if we 
determine that the service was not covered by our plan (e.g., was not medically 
necessary).  However, providers have the right to dispute our decision by submitting a 
waiver of liability (promising to hold the member harmless regardless of the outcome), 
and exercising member appeal rights (see the Federal regulations at 42 CFR Part 422, 
subpart M, or Chapter 13 of the Medicare Managed Care Manual).    

 
8. Non-Contracted provider payment dispute resolution process 

 
For non-contracted providers, the Centers for Medicare and Medicaid Services’ Medicare 
Managed Care Manual, Chapter 16a, states in part:  

“MA organizations offering full, partial or non-network PFFS plans are required to 
make information on each PFFS plan’s payment rates and provider requirements 
available to deemed providers that furnish services to their members. A PFFS plan’s 
terms and conditions of payment is the primary means for deemed providers to obtain 
necessary information regarding a PFFS plan’s payment rates for covered items and 
services and provider requirements in order to allow the providers to make a confident 
decision as to whether or not they will agree to accept the terms and conditions of 
payment.” 
 
As a first step, you should call Provider Inquiry Services at 1-866-309-1719 to address 
your concern. If you are still unhappy with the decision after speaking with a 
representative, you may send in a written dispute to:  
 
Medicare Advantage PRS – Appeals  
Attn: First Level Appeal  
Blue Cross Blue Shield of Michigan  
P.O. Box 33842 
Detroit, MI 48232-5842  

 
9. Member and provider appeals and grievances  
 

Blue Cross Medicare Private Fee for Service members have the right to file appeals and 
grievances with Blue Cross Medicare Private Fee for Service when they have concerns or 
problems related to coverage or care.  Members may appeal a decision made by Blue 
Cross Medicare Private Fee for Service to deny coverage or payment for a service or 
benefit that they believe should be covered or paid for.  Members should file a grievance 
for all other types of complaints not related to the provision or payment for health care.   
 
A physician who is providing treatment may, upon notifying the member, appeal pre-
service organization determinations to the plan on behalf of the member.  The physician 
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may also appeal a post-service organization determination as a representative, or sign a 
waiver of liability (promising to hold the member harmless regardless of the outcome) 
and appeal using the member appeal process.  There must be potential member liability 
(e.g., an actual claim for services already rendered and denied in whole, as opposed to an 
advance organization determination or a partially paid claim), in order for a provider to 
appeal a post-service organization determination utilizing the member appeal process.   

 
A non-physician provider may appeal an organization determination on behalf of the 
member as a representative, or sign a waiver of liability (promising to hold the member 
harmless regardless of the outcome) and appeal a post-service organization determination 
(e.g., claims using the member appeal process.  As noted above, there must be potential 
member liability in order for a provider to appeal a post-service organization 
determination utilizing the member appeal process.  

 
If a provider appeals using the member appeal process, the provider agrees to abide by 
the statutes, regulations, standards, and guidelines applicable to the Medicare PFFS 
Member appeals and grievance processes.   
 
The Blue Cross Medicare Private Fee for Service Member Evidence of Coverage (EOC) 
provides more detailed information about the member appeal and grievance processes.  
The member EOC is located under the “Using Your Coverage” link under the “For 
Members” section of our website located at http://www.bcbsm.com/medicare.  You can 
call our Member Services Department at 1-888-724-1373 for more information on our 
member appeals and grievance policies and procedures. 

 
10. Providing members with notice of their appeals rights – Requirements 

for Hospitals, SNFs, CORFs, and HHAs 
 

Hospitals must notify Medicare beneficiaries, including Medicare Advantage 
beneficiaries enrolled in PFFS plans, who are hospital inpatients about their discharge 
appeal rights by complying with the requirements for providing An Important Message 
from Medicare About Your Rights (IM), including complying with the time frames for 
delivery.  For copies of the notice and additional information regarding IM notice and 
delivery requirements, go to: 
http://www.cms.gov/BNI/12_HospitalDischargeAppealNotices.asp. 
    
Skilled nursing facilities, home health agencies, and comprehensive outpatient 
rehabilitation facilities must notify Medicare beneficiaries, including Medicare Advantage 
beneficiaries enrolled in PFFS plans, about their right to appeal a termination of services 
decision by complying with the requirements for providing the Notice of Medicare Non-
Coverage (NOMNC), including complying with the time frames for delivery.  For copies 
of the notice and the notice instructions, go to: 
http://www.cms.gov/BNI/09_MAEDNotices.asp. 
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As directed in the instructions, the NOMNC should contain Blue Cross Medicare Private 
Fee for Service’s contact information somewhere on the form (such as in the additional 
information section on page 2 of the NOMNC). 

Blue Cross Medicare Private Fee for Service will provide members with a detailed 
explanation if a member notifies the Quality Improvement Organization (QIO) that the 
member wishes to appeal a decision regarding a hospital discharge (Detailed Notice of 
Discharge) or termination of home health agency, comprehensive outpatient rehabilitation 
facility or skilled nursing facility services (Detailed Explanation of Non-coverage) within 
the time frames specified by law.  For copies of the notices and the notice instructions, go 
to: http://www.cms.gov/BNI/12_HospitalDischargeAppealNotices.asp 
and http://www.cms.gov/BNI/09_MAEDNotices.asp. 

Hospitals, home health agencies, comprehensive outpatient rehabilitation facilities, or 
skilled nursing facilities must provide members with a detailed explanation on behalf of 
the plan if a member notifies the Quality Improvement Organization (QIO) that the 
member wishes to appeal a decision regarding a hospital discharge (Detailed Notice of 
Discharge) or termination of home health agency, comprehensive outpatient rehabilitation 
facility or skilled nursing facility services (Detailed Explanation of Non-coverage) within 
the time frames specified by law.  For copies of the notices and the notice instructions, go 
to: http://www.cms.gov/BNI/12_HospitalDischargeAppealNotices.asp 
and http://www.cms.gov/BNI/09_MAEDNotices.asp. 

11. If you need additional information or have questions

If you have general questions about Blue Cross Medicare Private Fee for Service’s terms
and conditions of payment, contact us at 1-866-309-1719 or write to us at the following
address:

Blue Cross Medicare Private Fee for Service
P.O. Box 33842
Detroit, MI 48232-5842

• If you have questions about submitting claims, call us at 1-866-309-1719.
• If you have questions about plan payments, call us at 1-866-309-1719.

14 WP 17115 APR 18

http://www.cms.gov/BNI/12_HospitalDischargeAppealNotices.asp
http://www.cms.gov/BNI/09_MAEDNotices.asp
http://www.cms.gov/BNI/12_HospitalDischargeAppealNotices.asp
http://www.cms.gov/BNI/09_MAEDNotices.asp

	Table of Contents
	Blue Cross® Medicare Private Fee for Service is Medicare Advantage private fee-for-service (PFFS) plan offered by Blue Cross® Blue Shield ® of Michigan.  Blue Cross Medicare Private Fee for Service (allows members to use any provider, such as a physic...
	7. Getting an advance organization determination


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




