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INTRODUCTION 
 
 
 
 
 
Dear Medicare Patient: 
 
The Center for Medicare Advocacy, in conjunction with the State of Connecticut Department of 
Social Services has produced this packet of materials to help you understand Medicare coverage and 
to file an appeal if it is necessary. 
 
Medicare is the national health insurance program to which individuals are entitled under the Social 
Security Act.  All too often, Medicare claims are erroneously denied.  It is your right to appeal an 
unfair denial; we urge you to do so. 
 
The materials enclosed include a Request for Redetermination form which has accompanying 
instructions for completing and filing.  In order to appeal your Medicare denial, you must file the 
Request for Redetermination with the Medicare contractor.  You will receive a Redetermination 
decision usually within one to three months after submitting the request. 
 
Please do not hesitate to contact The Center for Medicare Advocacy at (800)262-4414 or  
(860)456-7790 if you have any questions. 
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HOW TO USE THIS PACKET 
 
 

 We’ve organized this packet so that it provides you with the information and forms 

necessary to enable you to evaluate your case and file a “Request for Redetermination,” the first 

level of administrative appeal.  We suggest you take the following steps: 

1. Read the “Brief Summary.”  This summary will give you the background 
necessary to understand your case. 

 
2. If your case has merit (that is, the coverage denial you have received is 

erroneous), you should complete the “Request for Redetermination” form, 
following the Instructions. 

 
3. Send a copy of your “Request for Redetermination” to your Medicare contractor. 

Keep a copy of the form for your own records. 
 
4. If you have questions when you receive the “Redetermination” decision, feel free 

to telephone the Center for Medicare Advocacy.  The toll free number in 
Connecticut is 800-262-4414. 

 

 

 

 

S:\Edmat\Self-HelpPkt.instructions.doc1/2010 



 
 

A BRIEF SUMMARY OF MEDICARE COVERGE FOR SKILLED NURSING FACILITY CARE 

AND THE IMPROVEMENT MYTH  
 
Medicare is the national health insurance program to which all Social Security recipients who are 
either at least 65 years old or are permanently disabled are entitled.  In addition, individuals 
receiving Railroad Retirement benefits and individuals with End Stage Renal Disease (ESRD) or 
Amyotrophic Lateral  Sclerosis (ALS) are eligible to receive Medicare benefits.  Medicare was 
established in 1965 by Title 18 of the Social Security Act.  42 USC §1395 et seq.  
 
Private Medicare plans are known as "Medicare Advantage" (MA) plans.  Although the Medicare 
Advantage system is different from the original Medicare program, Medicare Advantage plan 
benefits are required to be identical to, or more generous than, those in the original program.   
 

THE MEDICARE “IMPROVEMENT MYTH” 
 
There is a long standing myth that Medicare coverage is not available for beneficiaries who have an 
underlying condition from which they will not improve. This is not true.  In fact, the notion of 
"improvement" is only mentioned once in the Medicare Act – and it is not about coverage for 
nursing home care.   
 
As an overarching principle, the Medicare Act states that no payment will be made except for items 
and services that are "reasonable and necessary for the diagnosis or treatment of an illness or injury, 
or to improve the functioning of a malformed body member."  42 USC  §1395y(a)(1)(A).   While it 
is not clear what a "malformed body member" is, clearly this language does not limit Medicare 
coverage only to services, diagnoses or treatments that will improve illness or injury. Yet, in 
practice, beneficiaries are often denied coverage on the grounds that they are not likely to improve, 
or are "stable", or "chronic," or require "maintenance services only."  These are not legitimate 
reasons for Medicare denials.  
 
 

MEDICARE COVERAGE FOR NURSING HOME (SKILLED NURSING FACILITY) CARE 
 
Medicare provides limited coverage for nursing home care for a limited period of time.  For 
Medicare coverage purposes, nursing homes are referred to as skilled nursing facilities (abbreviated 
as SNF).  The SNF benefit is available for a short time at best – for up to 100 days during each spell 
of illness. 42 USC §1395d(a)(2)(A).   
 
 
 
If Medicare coverage requirements are met, the patient is entitled to full coverage of the first 20 days 
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of SNF care.  From the 21st through the 100th day, Medicare pays for all covered services except for 
a daily coinsurance amount ($137.50 in 2010). Beneficiaries are not entitled to any Medicare SNF 
coverage unless they were hospitalized for at least three days prior to the SNF admission and, 
usually, they must be admitted to the SNF within 30 days of the hospital discharge. 42 USC 
§1395x(i).  Further, SNF patients must require daily skilled nursing or rehabilitation to qualify for 
Medicare coverage. 42 USC §1395f (a)(2)(B). 
  
There are certain requirements that must be met for an individual to receive Medicare skilled nursing 
facility coverage. These requirements include: 
 

1. A physician must certify that the patient needs skilled nursing facility care; and 
 

2. The beneficiary must generally be admitted to the SNF within 30 days of a 3-day 
qualifying hospital stay; and 

 
3. The beneficiary must require daily skilled nursing or rehabilitation; and 

 
4. The care needed by the patient must, as a practical matter, only be available in a skilled 

nursing facility on an inpatient basis; and 
 

5. The skilled nursing facility must be a Medicare-certified provider.   
 
See: 42 USC §1395f(a)(2)(B); 42 USC §1395x(h) - (i). 

 
If coverage is available, the benefit for SNF care is intended to cover all the services generally 
available in a SNF, including: 
 

• Nursing care provided by registered professional nurses,  
• Bed and board, 
• Physical therapy,  
• Occupational therapy, 
• Speech therapy, 
• Medical social services, 
• Drugs, biologicals 
• Supplies, 
• Equipment, and 
• Other services necessary to the health of the patient.  
 
42 USC §1395x(h). 

 
 
 
 
 
Examples of services recognized as skilled by the Medicare SNF benefit include the following: 
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• Overall management and evaluation of care plan; 
• Observation and assessment of the patient's changing condition; 
• Patient education services; 
• Levin tube and gastrostomy feedings; 
• Ongoing assessment of rehabilitation needs and potential; 
• Therapeutic exercises or activities; 
• Gait evaluation and training. 
 

   42 CFR §409.33 
 
Unfortunately, Medicare coverage is often denied to individuals who qualify under the law. In 
particular, beneficiaries are often denied coverage because they have certain chronic conditions 
such as Alzheimer's disease, Parkinson's disease, and multiple sclerosis, or because they need 
nursing or therapy "only" to maintain their condition. Again, these are not legitimate reasons for 
Medicare denials.   
 
The question to ask is does the patient meet the qualifying criteria listed above and need skilled 
nursing and/or therapy on a daily basis – not does the patient have a particular disease or will 
s/he recover.   
 
IMPORTANT ADVOCACY TIPS  
 
 
 1. The restoration potential of a patient is not the deciding factor in determining whether  
  skilled services are needed.  

42 USC §409.32(c); CMS Policy Manual 100-02, Chapter 8, §30.2.2. 
 

 2. Medicare recognizes that skilled care can be required to maintain an individual’s condition 
  or functioning, or to slow or prevent deterioration. 

42 CFR §409.32(c) 
 

• Including physical therapy to maintain the individual’s condition or function.  42 
CFR §409.33(c)(5)  

 

3. The doctor is the patient's most important ally. Ask the doctor to help demonstrate that the 
standards described above are met. In particular, ask the individual’s doctor to  state in 
writing why skilled services are required. 

 

4. The management of a plan involving only a variety of "custodial" personal care services is 
skilled when, in light of the patient's condition, the aggregate of those services requires the 
involvement of skilled personnel. 

 

5. The requirement that a patient receive "daily" skilled services will be met if skilled 
rehabilitation services (physical, speech or occupational therapy) are provided five days per 
week. 
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If a nursing home or Medicare Advantage plan says Medicare coverage is not available and the 
patient seems to satisfy the criteria above, ask the nursing home to submit a claim for a formal 
Medicare coverage determination.  The nursing home must submit a claim if the patient or 
representative requests; the patient is not required to pay until he/she receives a formal determination 
from Medicare. 
 

 
CONCLUSION 
 
Medicare coverage for nursing home care is limited – it is only available for 100 days per benefit 
period and only if the individual needs skilled care. However, under the law, Medicare coverage is 
not limited to services that will improve the individual's condition. Coverage can be available for 
items and services needed to maintain the person's condition or to arrest or retard further 
deterioration.  
 
Medicare coverage is often erroneously denied for individuals with chronic conditions, for people 
who are not improving, or who are in need of services to maintain their condition. It is not necessary 
for the individual’s underlying condition to improve to qualify for Medicare coverage! The 
Medicare program has an appeal system to contest such denials.  Beneficiaries and their advocates 
should use this system to appeal Medicare determinations that unfairly deny or limit coverage.  
 
For more information about Medicare coverage, appeals, and related topics visit the Center for 
Medicare Advocacy's web site at www.medicareadvocacy.org.  
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Medicare Overview 
 
Generally, coverage is available (except for hospice care) only when services are medically 
reasonable and necessary for treatment or diagnosis of illness or injury. 
     

PART A PART B 
  

Coverage: Coverage: 
  
 Inpatient Hospital Services  Physicians' Services 
 Inpatient Hospital Rehabilitation Services  Some Outpatient Services & Therapy 
 Inpatient Skilled Nursing Facility Services  Prosthetic Devices 
 Home Health Services  Ambulance Services 
 Hospice Services  Preventive Screenings such as: 
       prostate cancer, bone mass, glaucoma 
  Some Nutrition Therapy Services 
  Flu and Pneumonia Vaccines 
  Some Therapeutic Shoes 

 
 

Appeals Process 
  

1. Redetermination (by Quality Improvement Organization [QIO] or Medicare Contractor) 
  
2. Reconsideration (by Qualified Independent Contractors (QIC) 
 
3. Administrative Law Judge Hearing (U.S. Dept. of Health & Human Services) [If at least $130  
 in controversy]*[$200 for Hospital Case] 
 
4. Medicare Appeals Council (MAC) (U.S. Dept. of Health and Human Services) [If at least $130 
     in controversy]* [$200 for Hospital Case] 
 
5. Judicial Review (U.S. Dept. of Health and Human Services) [If at least $1,260 in controversy]* 
     [$200 for Hospital Case] 
 
 
 
  *   The amount in controversy is increased by the percentage increase in the medical care component price index. 
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MEDICARE PREMIUMS AND DEDUCTIBLES FOR 2010 
 
Hospital Deductible: $1,100.00 / Benefit period 
 
Hospital Coinsurance: 
 

• Days 0-60: $0 
• Days 61-90: $275 / Day 
• Days 91-150: $550 / Day 

 
Skilled Nursing Facility Coinsurance: 
 

• Days 0-20: $0  
• Days 21-100: $137.50 / Day 

 
Part A Premium (For voluntary enrollees only) 
 

• With 30-39 quarters of Social Security coverage: $254 / Month 
• With 29 or fewer quarters of Social Security coverage: $461 / Month 

 
Part B  
 

• Deductible: $155 / Year 
• Standard Premium: $110.50 / Month* 

 
 

PART B INCOME-RELATED PREMIUM 
 

Beneficiaries who file an 
individual tax return with 

income: 

Beneficiaries who file a 
joint tax return with 

income:  

Income-related 
monthly adjustment 

amount 

 

Total monthly 
premium 
amount 

Less than or equal to $85,000 Less than or equal to 
$170,000 $0 $110.50* 

Greater than $85,000 and less 
than or equal to $107,000 

Greater than $170,000 and 
less than or equal to 
$214,000 

$44.20 $154.70 

Greater than $107,000 and less 
than or equal to $160,000 

Greater than $214,000 and 
less than or equal to 
$320,000 

$110.50 $221.00 

Greater than $160,000 and less 
than or equal to $214,000 

Greater than $320,000 and 
less than or equal to 
$428,000 

$176.80 $287.30 

Greater than $214,000  Greater than $428,000 $243.10 $353.60 
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PART B PREMIUM (cont.) 
 
 
In addition, the monthly Part B premium rates to be paid by beneficiaries who are 
married, but file a separate return from their spouse and lived with their spouse at some 
time during the taxable year are: 
 
 

Beneficiaries who are married but file a 
separate tax return from their spouse:  

Income-related monthly 
adjustment amount  

Total monthly 
premium amount 

Less than or equal to $85,000 $0.00 $110.50* 

Greater than $85,000 and less than or equal to 
$129,000 

$176.80 $287.30 

Greater than $129,000 $243.10 $353.60 
 

*The majority of beneficiaries will not see an increase in their Part B monthly premium from the 2009 
amount ($96.40) thanks to the “hold harmless” provision of the Social Security Act (42 U.S.C. §1395r(f)).  
See the discussion of the hold harmless provision that is included in the following weekly alert: 
http://www.medicareadvocacy.org/PartB 09 08.27.PremiumsandCOLA.htm.  
 
 

STANDARD PART D COST-SHARING FOR 2010 
 
 
Deductible: $310.00 
Initial Coverage Limit: $2,830.00 
Out-of-pocket Threshold: $4,550.00 
Total Covered Part D Drugs to Get to Catastrophic Limit: $6,440 
Catastrophic cost-sharing:  Generic/ Preferred Drug: $2.50 
Other Drugs: $6.30 
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