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upon request. Except for items requiring a detailed written order prior to delivery (see below), if you 
do not have an order from the treating physician before dispensing an item, it will be denied as not 
medically necessary. Please see Chapter 14 of this manual for information regarding the ZPIC.  

DETAILED WRITTEN ORDERS 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 3, §3.4.1.B & Chapter 5, §5.2.3 

Detailed written orders are required for all transactions involving DMEPOS; the order must include 
the above information required for verbal and preliminary written orders.  The order must be signed 
and dated (handwritten or electronic only—stamped signatures and dates are not acceptable) by the 
physician.  Detailed written orders may take the form of a photocopy, facsimile image, electronically 
maintained, or original "pen-and-ink" document (Reference: CMS Manual System, Pub. 100-08, 
Medicare Program Integrity Manual, Chapter 3, section 3.4.1.1.B).

All orders must clearly specify the start date of the order. 

For items that are dispensed based on a verbal order or preliminary written order, you must obtain a 
detailed written order that meets the requirements of this section. 

If the written order is for supplies that will be provided on a periodic basis, the written order should 
include appropriate information on the quantity used, frequency of change, and duration of need (for 
example, an order for surgical dressings might specify one 4 x 4 hydrocolloid dressing that is 
changed 1-2 times per week for one month or until the ulcer heals). 

The written order must be sufficiently detailed, including all options or additional features that will be 
separately billed or that will require an upgraded code. The description can be either a narrative 
description (e.g., lightweight wheelchair base) or a brand name/model number. 

If the order is for a rented item or if the coverage criteria in a policy specify length of need, the order 
must include the length of need.

If the supply is a drug, the order must specify the name of the drug, concentration (if applicable), 
dosage, frequency of administration, and duration of infusion (if applicable).   

Someone other than the physician may complete the detailed description of the item; however, the 
treating physician must review the detailed description and personally sign and date (handwritten or 
electronic only—stamped signatures and dates signature and date stamps are not acceptable) the 
order to indicate agreement. 

You must have a detailed written order prior to submitting a claim. If you do not have a faxed, 
photocopied, electronic, or pen and ink signed detailed written order in your records before you 
submit a claim to Medicare (i.e., if there is no order or only a verbal order), the claim will be denied. If 
the claim is for an item for which an order is required by statute (e.g., therapeutic shoes for diabetics, 
oral anticancer drugs, oral antiemetic drugs which are a replacement for intravenous antiemetic 
drugs), the claim will be denied as not meeting the benefit category and is therefore not appealable 
by the supplier (See CMS Manual System, Pub. 100-4, Medicare Claims Processing Manual,
Chapter 29 for more information on appeals). For all other items, if you do not have an order that has 
been both signed and dated by the treating physician before billing the Medicare program, the item 
will be denied as not reasonable and necessary. 

For items that require a Certificate of Medical Necessity (CMN), the CMN may serve as the written 
order if the narrative description in Section C is sufficiently detailed. See Chapter 4 of this manual for 
information regarding CMNs.  
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Physician assistants may complete Section B and sign Section D of a CMN if they meet all the 
criteria described above for signing orders (handwritten or electronic only— stamped signatures and 
dates are not acceptable). 

Supply Replacement/Utilization – Evidence of Medical Necessity 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 5, §5.9

If replacement supplies are needed for the therapeutic use of purchased DMEPOS, the treating 
physician must specify on the prescription, or on the CMN, the type of supplies needed and the 
frequency with which they must be replaced, used, or consumed. DME MACs and ZPICs evaluate 
supply utilization information as part of the medical necessity determination for DMEPOS. "PRN" or 
"as needed" utilization estimates for supply replacement, use, or consumption are not acceptable. 

Absent a state law to the contrary or a supply utilization problem, the prescription or physician's 
certification submitted for the DMEPOS may also serve as medical evidence for supply replacement 
claims; however, when a prescription for DMEPOS is renewed or revised, supply utilization 
information must be specified or updated by the physician on the CMN. DME MACs and ZPICs 
assess the continuing medical necessity. 

The DME MACs or ZPICs have procedures are in place to monitor utilization of replacement 
supplies.  Suppliers must submit updated medical information of the patient’s condition resulting in 
changes of the equipment device, or supply utilization.  Claims submitted with unexpected increases 
in supply utilization without supportive documentation will be denied.  You must provide this 
information with the claim where indicated in published policy or make it available to the DME MACs 
or ZPICs on request. 

If necessary or appropriate for a medical necessity determination, the DME MAC or ZPIC must ask 
you to obtain documentation from the treating physician, establishing the severity of the patient's 
condition, the immediate and long term need for the equipment, and the therapeutic benefits the 
patient is expected to realize from its use. A claim of therapeutic effectiveness or benefit based on 
speculation or theory alone cannot be accepted. When restoration of function is cited as a reason for 
use of DMEPOS, the exact nature of the deformity or medical problem should be clear from the 
medical evidence submitted. Also, the manner in which the equipment or device will restore or 
improve the bodily function should be explained by the treating physician.  

If the DME MAC or ZPIC is unsuccessful in obtaining medical information from a supplier for non-
assigned claims, it gives the beneficiary the opportunity to obtain the desired information from the 
supplier. If, after obtaining the requested information, a question of medical necessity remains, the 
DME MAC or ZPIC medical staff must resolve the issue. 

Acceptability of Faxed Orders and Facsimile or Electronic CMNs or DIFs 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 5, §5.3

When reviewing claims and orders or auditing CMNs or DIFs for DMEPOS, DME MACs and ZPICs 
may encounter faxed, copied, or electronic orders, CMNs, and DIFs in supplier files. The,DME
MACs and ZPICs will accept these documents as fulfilling the documentation requirements.

The DME MACs and ZPICs retain the authority to request additional documentation to support the 
claim. If a DME MAC finds indications of potential fraud or misrepresentation of these documents or 
the claims submitted, they will refer the matter to the ZPIC for development. See Chapter 4 of this 
manual for information regarding CMNs.  
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4. Certificates of Medical Necessity 

Information about Certificates of Medical Necessity (CMNs) may be found in Chapter 4 of this 
manual.

5. Documentation in the Patient's Medical Record 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 5, §5.7

For any DMEPOS item to be covered by Medicare, the patient’s medical record must contain 
sufficient documentation of the patient’s medical condition to substantiate the necessity for the type 
and quantity of items ordered and for the frequency of use or replacement (if applicable). The 
information should include the patient’s diagnosis and other pertinent information including, but not 
limited to, duration of the patient’s condition, clinical course (worsening or improving), prognosis, 
nature and extent of functional limitations, other therapeutic interventions and results, past 
experience with related items, etc. If an item requires a CMN or DIF, it is recommended that a copy 
of the completed CMN or DIF be kept in the patient’s record; however, neither a physician’s order, 
nor a CMN nor a DIF nor a supplier-prepared statement nor physician attestation by itself provides 
sufficient documentation of medical necessity, even though it is signed by the treating physician or 
supplier. There must be information in the patient’s medical record that supports the medical 
necessity for the item and substantiates the answers on the CMN (if applicable) or DIF (if applicable) 
or information on a supplier-prepared statement or physician attestation (if applicable). 

The patient’s medical record is not limited to the physician’s office records. It may include hospital, 
nursing home, or home health agency records and records from other professionals including, but 
not limited to, nurses, physical and occupational therapists, prosthetists, and orthotists. 

The documentation in the patient’s medical record does not need to be routinely sent to you or to the 
DME MACs or ZPICs; however, the DME MAC or ZPIC may request this information in selected 
cases. If the DME MAC or ZPIC does not receive the information when requested, or if the 
information in the patient’s medical record does not adequately support the medical necessity for the 
item, then for assigned claims you are liable for the dollar amount involved unless a properly 
executed advance beneficiary notice (ABN) of possible denial has been obtained. See the Advanced 
Beneficiary Notice section below for information about ABNs.   

6. Beneficiary Authorization 

You may only receive Medicare payment if the beneficiary assigns his or her Medicare benefits to 
you. Regulations authorize Medicare to pay for claims submitted by a supplier only if the beneficiary 
or the person authorized to request payment on the beneficiary’s behalf assigns the claims to the 
supplier and the supplier accepts assignment. For all claims submitted on or after January 1, 2005, 
payment shall be made to physicians and suppliers even without a beneficiary-signed assignment of 
benefits (AOB) form when the service can only be paid on an assignment related basis. This 
includes any mandatory assignment situations and participating physician or supplier situations.
When you accept assignment, you must accept Medicare’s determination of the approved amount 
as the full fee for the service(s) rendered. For more information about beneficiary authorization, see 
the Chapter 6 of this manual.  
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7. Proof of Delivery 

SUPPLIER PROOF OF DELIVERY DOCUMENTATION REQUIREMENTS 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 4, §§4.26 – 4.26.2 & Chapter 5, §5.8o

You are required to maintain proof of delivery documentation in your files. Documentation must be 
maintained in your files for seven years. 

Proof of delivery is required in order to verify that the beneficiary received the DMEPOS. Proof of 
delivery is one of the supplier standards as noted in 42 CFR, 424.57(12) and in Chapter 2 of this 
manual. Proof of delivery documentation must be available to the DME MAC and ZPIC on request.  
If you consistently do not provide documentation to support your services, you may be referred to 
the OIG for investigation and/or imposition of sanctions. 

PROOF OF DELIVERY AND DELIVERY METHODS 

For the purpose of the delivery methods noted below, designee is defined as: 

“A person who can sign and accept the delivery of durable medical equipment on behalf of 
the beneficiary.” 

Suppliers, their employees, or anyone else having a financial interest in the delivery of the item are 
prohibited from signing and accepting an item on behalf of a beneficiary (i.e., acting as a designee 
on behalf of the beneficiary). The relationship of the designee to the beneficiary should be noted on 
the delivery slip that you obtain (i.e., spouse, neighbor, etc.). The signature of the designee should 
be legible. If the signature of the designee is not legible, you (or the shipping service) should note 
the name of the designee on the delivery slip. 

You may deliver directly to the beneficiary or the designee. An example of proof of delivery to a 
beneficiary is having a signed and dated delivery slip. It is recommended that the delivery slip 
include:

 The beneficiary’s name;  

 The quantity delivered, 

 A detailed narrative description of the item, 

 The brand name (manufacturer), 

 The model name or number (if applicable), and 

 The serial number (if available). 

NOTE: The date of signature on the delivery slip must be the date that the DMEPOS item was 
received by the beneficiary or designee and must be the Date of Service on the claim. 

If you utilize a shipping service or mail order, an example of proof of delivery would include the 
service’s tracking slip and your own shipping invoice. If possible, your records should also include 
the delivery service’s package identification number for the package sent to the beneficiary. The 
shipping service’s tracking slip should reference each individual package, the delivery address, the 
corresponding package identification number given by the shipping service, and if possible, the date 
delivered. If you utilize a shipping service or mail order, you must use the shipping date as the date 
of service on the claim. 

You may also utilize a return postage-paid delivery invoice from the beneficiary or designee as a 
form of proof of delivery. The descriptive information concerning the DMEPOS item (i.e., the 
beneficiary’s name, the quantity, detailed description, brand name, and serial number) as well as the 
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8. Advance Beneficiary Notice (ABN) 
CMS Manual System, Pub. 100-04, Medicare Claims Processing Manual, Chapter 1, §60; Chapter 20, §120; & Chapter 30, 
§50

An Advance Beneficiary Notice (ABN) is a written notice that a supplier gives to a Medicare 
beneficiary before providing items and/or services that are expected to be denied by Medicare based 
on one of the following statutory exclusions: 

Lack of medical necessity 

Prohibited, unsolicited telephone contacts 

No supplier number 

Denial of an Advanced Determination of Medicare Coverage (ADMC) request 

ABNs are not required for care that is either statutorily excluded from coverage under Medicare (i.e. 
care that is never covered) or fails to meet a technical benefit requirement (i.e. lacks required 
certification); however, the ABN can be issued voluntarily in place of the Notice of Exclusion from 
Medicare Benefits (NEMB) for care that is never covered. 

On March 3, 2008, CMS implemented use of the revised Advance Beneficiary Notice of 
Noncoverage (ABN) (CMS-R-131). This form replaces the General Use ABN (CMS-R-131-G) and 
the Lab ABN (CMS-R-131-L) for physician-ordered laboratory tests. Additional information can be 
found on the Beneficiary Notice Initiative webpage at http://www.cms.gov/bni/.

Beginning March 1, 2009, you MUST use the new ABN form CMS-R-131. Prior to March 1, 2009, 
use of the old form or the new form was permitted. The ABN form can be found online at 
http://www.cms.gov/BNI/02_ABN.asp.

For an ABN to be acceptable, it must: 

 Be on the approved form (beginning March 1, 2009, it must be on the CMS-R-131 form); 

 Clearly identify your name, address, and telephone number; 

 Clearly identify the beneficiary; 

 Clearly identify the particular item and/or service; 

 State that you believe Medicare is likely (or certain) to deny payment for the particular item 
and/or service; and 

 Give your reason(s) for your belief that Medicare is likely (or certain) to deny payment for the 
item and/or service. 

 Give a reasonable estimate cost of the noncovered item and/or service 

 Be signed and dated by the beneficiary or representative. 

The complete ABN completion instructions are available in the CMS Manual System, Pub. 100-4, 
Medicare Claims Processing Manual, Chapter 30, § 50.6.3.  

ABNs apply to assigned and nonassigned claims, as there are financial liability provisions under 
Medicare law for both claim types: 
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Limitation of liability (LOL) applies to assigned claims for DMEPOS services disallowed because 
of medical necessity, due to prohibition on unsolicited telephone calls, no supplier number, or no 
ADMC. Under LOL, a beneficiary can be held liable for a service denied due to reasons cited on the 
ABN.

Refund requirements (RR) apply to assigned and non-assigned claims for DMEPOS services 
disallowed because of medical necessity, due to prohibition on unsolicited telephone calls, no 
supplier number, or no ADMC. RR state that suppliers must make refunds of any amounts collected 
if the beneficiary was not properly notified of possible disallowed Medicare claims. The RR 
provisions require that the beneficiary is notified and agrees to be financially liable. 

If you render a service which Medicare considers not medically necessary to a beneficiary, you 
should notify the beneficiary in writing, before rendering the service, that Medicare is likely to deny 
the claim and that the beneficiary will be responsible for payment. Modifier "GA" should be indicated 
on the Medicare claim with the appropriate HCPCS code when it is filed. See Chapter 16 of this 
manual for more information about modifiers.  

The following statements are examples of reasons for your belief that Medicare is likely to deny 
payment: 

 Medicare does not usually pay for this many treatments or services 

 Medicare usually does not pay for this service 

 Medicare does not pay for this because it is a treatment that has yet to be proved effective 
(experimental) 

 Medicare does not pay for this many services within this period of time 

 Medicare does not pay for such an extensive treatment 

General statements such as "I never know if Medicare will deny payment" are not acceptable. 

The beneficiary or his or her representative has the right to appeal a claim decision if there is 
dissatisfaction with the amount of payment, denial of coverage for services or supplies, or if the 
original claim was not acted upon within a reasonable time. You have the right to appeal a claim 
decision when you accept assignment.  

As a supplier providing items and services to Medicare beneficiaries, you may appeal an initial 
determination if: 

 You accepted assignment on the claim; or 

 You are acting as the duly authorized representative of the beneficiary. 

See chapter 13 of this manual for more information about appeals.  

When you furnish an upgraded item of DMEPOS and expect Medicare to reduce the level of 
payment based on a medical necessity partial denial of coverage for additional expenses attributable 
to the upgrade, you must give an ABN to the beneficiary for signature for holding the beneficiary 
liable for the additional expense.   
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9. Miscellaneous Documentation Issues 

Repair and Maintenance 
CMS Manual System, Pub. 100-2, Medicare Benefit Policy Manual, Chapter 15, §§110.2 & 110.4

Under the circumstances specified in the Medicare Benefit Policy Manual, payment may be made for 
repair, maintenance, replacement, and delivery of medically-required DME which the beneficiary 
owns or is purchasing, including equipment which had been in use before the user enrolled in Part B 
of the Medicare program. In addition, payments for repair and maintenance may not include 
payment for parts and labor covered under a manufacturer's or supplier’s warranty. 

Refer to the individual medical policies for specific coverage and payment provisions. 

Delivery and Service Charges 
CMS Manual System, Pub. 100-4, Medicare Claims Processing Manual, Chapter 20, §60

Delivery and service are an integral part of the costs of doing business if you are an oxygen and 
durable medical equipment (DME) supplier. Such costs are ordinarily assumed to have been taken 
into account (along with all other overhead expenses) in setting the prices that you charge for 
covered items and services. As such, these costs, whether rented or purchased, have already been 
accounted for in the calculation of the fee schedules. Therefore, separate delivery and service 
charges for DMEPOS items will not be allowed except in rare and unusual circumstances when the 
delivery is outside the normal range of your sphere of operation. For example, a reasonable delivery 
charge might be allowed if you had to deliver a DMEPOS item to a beneficiary who lived outside 
your usual customer area and who had no access to another supplier located nearer. You must fully 
document these "unusual circumstances" on claims filed for delivery charges. These claims will be 
considered on an individual basis.  

Same/Similar Equipment and Advance Beneficiary Notices (ABN) 
CMS Manual System, Pub. 100-4, Medicare Claims Processing Manual, Chapter 30

This concerns ANSI Reason Code M3 - "Equipment is the same or similar to equipment already 
being used.” See Chapter 17 of this manual for information about ANSI Reason Codes.  

Numerous claims for durable medical equipment are denied because the equipment involved is the 
same as or similar to equipment already in the possession of the beneficiary. The statutory basis for 
denial of such claims is medical necessity; therefore, the limitation of liability provision under Section 
1879 of the law applies. Backup equipment (standby and precautionary) has no coverage benefit 
and is considered not medically necessary. See the section Backup Equipment below.

Liability is assessed on claims denied based on "same or similar equipment." You are expected to 
be familiar with DME MAC coverage policies and any additional pertinent information that may have 
an impact on medical necessity determinations. In order to be protected under the limitation of 
liability provision, you must provide a proper advance beneficiary notice (ABN) for each item that you 
believe is likely to be denied as not medically necessary. 

There must be a specific, identifiable reason to believe that Medicare may not pay for certain DME 
items (e.g., "same or similar equipment"). This means that you must obtain all the possible 
information from beneficiaries in order to determine whether "same or similar equipment" has 
previously been provided to that beneficiary. You should ask very specific questions when providing 
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1. A ventilator-dependent beneficiary is confined to bed and a second ventilator of the same or 
similar type is provided at the bedside as a precaution in case of malfunction of the primary 
ventilator.

2. The drug epoprostenol (Flolan®) is administered using an ambulatory infusion pump, and a 
second infusion pump is provided and billed as a precaution in case of malfunction of the 
primary pump. Because interruption of a continuous infusion of this drug results in immediate 
life-threatening consequences, a unique code, K0455, has been established for an infusion 
pump used to administer this drug, and the code is in the frequent and substantial servicing 
payment category.  

Miscellaneous HCPCS Codes 

Unusual services and items are generally reported to the contractor with miscellaneous HCPCS 
codes. These miscellaneous HCPCS codes do not have established fee schedule reimbursement 
rates. Each item/service is processed based on individual consideration. In these situations you 
must furnish documentation describing the service or item, manufacturer name, product name and 
number, and the suggested retail price. If it is a customized option/accessory, the statement must 
clearly describe what was customized. When necessary, consultants' advice will be obtained.

If the description, manufacturer name, product name, product number and suggested retail price are 
not provided with the claim, the claim may be developed for additional information. If there is no 
response to the request for additional information, the claims will be denied for missing information 
and you will be responsible for resubmitting the claims with the appropriate information. 

Claims for option/accessory codes as a replacement must be submitted with the make and model 
name of the equipment base the item is being added to, the date of the purchase of the equipment 
base, and documentation of the medical necessity for the item. 

The definitions of HCPCS codes are meant to be broadly inclusive. All related components are 
included in the codes and should generally not be billed separately unless specifically allowed in the 
definition or description of a HCPCS code. If you choose to bill separately for an included 
component, HCPCS code A9900 (miscellaneous DME supply, accessory and/or service component 
of another HCPCS code) must be used and will be denied as not separately payable. If an included 
component is billed with a miscellaneous HCPCS code, then that claim line will be rejected as 
incorrect coding. 

10. Evidence of Medical Necessity: Wheelchair and Power Operated 
Vehicle (POV) Claims 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 5, §5.9.2

As the result of the way that the Social Security Act defines durable medical equipment, a power 
mobility device is covered by Medicare only if the beneficiary has a mobility limitation that 
significantly impairs his/her ability to perform activities of daily living within the home. If the 
wheelchair/POV is needed in the home, the beneficiary may also use it outside the home.   

In order for Medicare to provide reimbursement for a power wheelchair (PWC) or power operated 
vehicle (POV) (scooter), there are several statutory requirements that must be met: 

1. There must be an in-person physician-patient encounter (the in-person visit and medical 
examination together are often referred to as the “face-to-face” exam).
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2. The physician must perform a medical examination for the specific purpose of assessing the 
beneficiary’s mobility limitation and needs. The results of this exam must be recorded in the 
patient’s medical record. 

The evaluation should be tailored to the individual patient’s conditions.  The history should 
paint a picture of your patient’s functional abilities and limitations on a typical day.  It should 
contain as much objective data as possible. The physical examination should be focused on 
the body systems that are responsible for the patient’s ambulatory difficulty or impact on the 
patient’s ambulatory ability.  The evaluation must clearly distinguish the patient’s mobility 
needs within the home from their needs outside the home.   

Documentation can also include copies of previous notes, consultations with other 
physicians, and reports of pertinent laboratory, x-ray, or other diagnostic tests if they will help 
to support the severity of the patient’s ambulatory problems.  

3. The prescription must only be written AFTER the in-person visit has occurred and the 
medical evaluation is completed. This prescription has seven required elements. 

4. The prescription and medical records documenting the in-person visit and examination report 
must be sent to the equipment supplier with in 45 days of the completion of the examination. 
For those instances of a recently hospitalized beneficiary, you must receive the written order 
within 45 days after the date of discharge from the hospital. 

You must document the receipt date with a date stamp or equivalent. 

The written order for the PMD must be in writing and signed and dated by the physician or treating 
practitioner (a physician assistant, nurse practitioner, or clinical nurse specialist) who performed the 
in-person examination. The in-person examination requirement does not apply when only 
accessories for power mobility devices are being ordered.   

The written order/prescription must contain the following seven elements:   

 Beneficiary’s name 

 Date of completion of the in-person examination 

 Pertinent diagnoses/conditions that relate to the need for the POV or power wheelchair 

 Description of the item that is ordered. This may be general—e.g., “power operated vehicle”, 
“power wheelchair”, or “power mobility device”—or may be more specific. 

 Length of need 

 Physician’s signature 

 Date of physician signature 

Once you have determined the specific power mobility device that is appropriate for the patient 
based on the physician's order, you must prepare a written document (termed a detailed product 
description) that lists the wheelchair base and all options and accessories that will be separately 
billed. For the wheelchair base and each option/accessory, you must enter all of the following: 

 HCPCS code 

 Narrative description of the HCPCS code 

 Manufacturer name and model name/number 
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 Supplier’s charge  

 Medicare fee schedule allowance  

If there is no fee schedule allowance, must enter “not applicable”. The physician must sign and date 
this detailed product description and you must receive it prior to delivery of the PWC or POV. A date 
stamp or equivalent must be used to document receipt date. The detailed product description must 
be available on request.HCPCS code.  

You should refer to the individual medical policies for specific coverage and payment provisions. 

As defined in the CMS Manual System (Pub. 100-8, Medicare Program Integrity Manual, Chapter 3), 
if data analysis indicates potentially aberrant billing, contractors shall continue to follow the general 
guidance for performing medical review on claims.  

For more information regarding mobility devices, please consult the appropriate Local Coverage 
Determination (LCD).  

11. Comprehensive Error Rate Testing (CERT) 
CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, Chapter 12

The Centers for Medicare & Medicaid Services (CMS) developed the Comprehensive Error Rate 
Testing (CERT) program to produce national, contractor-specific, and service-specific claim error 
rates. The program has independent reviewers who periodically review representative random 
samples of Medicare claims. The independent reviewers medically review claims that are paid and 
claims that are denied to ensure the claim decision was appropriate. CERT was implemented in 
order to achieve goals of the Government Performance and Results Act of 1993, which sets 
performance measurements for Federal agencies. 

Each month the CERT contractor selects a random sample of claims processed by each Medicare 
contractor, including the DME MACs. They then request medical records, Certificates of Medical 
Necessity, and supporting documentation from the provider of the service to verify services billed 
were delivered and medically necessary and that claims were processed appropriately. If you are 
contacted for a CERT review, you will be provided with the details regarding the needed information 
and how to submit it.   

When no medical records or supporting documentation are received, a denial decision is made 
which ultimately results in a request for refund from the provider if the claim had been paid originally.  
These claims may be appealed through normal channels at the DME MAC (see Chapter 13 of this 
manual for information about appeals). 

When records and/or documentation are received, the CERT contractor’s medical review staff 
(includes nurses, physicians, and other qualified healthcare practitioners) then perform a complete 
review of the claims. If documentation fails to support the item(s) billed, an error is called and a 
refund will be requested. Documentation that supports the medical need will result in no further 
action needed by the provider.  

Additional information about CERT may be found on the CMS website at http://www.cms.gov/cert/ or 
through our website, www.cignagovernmentservices.com/jc.


