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instrument item-by-item guide and in
other issued instructions, items that
have a different admission assessment
time period to most appropriately cap-
ture patient information for payment
and quality of care monitoring objec-
tives.

(2) Discharge assessment—(i) General
rule. The discharge assessment—

(A) Time period is a span of time that
covers 3 calendar days, and is the dis-
charge assessment reference date itself
specified in paragraph (c)(2)(ii) of this
section and the 2 calendar days prior to
the discharge assessment reference
date; and

(B) Must be completed on the 5th cal-
endar day that follows the discharge
assessment reference date specified in
paragraph (c)(2)(ii) of this section with
the discharge assessment reference
date itself being counted as the first
day of the 5 calendar day time span.

(i) Discharge assessment reference
date. The discharge assessment ref-
erence date is the actual day that the
first of either of the following two
events occurs:

(A) The patient is discharged from
the inpatient rehabilitation facility; or

(B) The patient stops being furnished
inpatient rehabilitation services.

(iii) Exception to the general rule. We
may specify in the patient assessment
instrument item-by-item guide and in
other issued instructions, items that
have a different discharge assessment
time period to most appropriately cap-
ture patient information for payment
and quality of care monitoring objec-
tives.

(d) Encoding dates. The admission and
discharge patient assessments must be
encoded by the Tth calendar day from
the completion dates specified in para-
graph (c) of this section.

(e) Accuracy of the patient assessment
data. The encoded patient assessment
data must accurately reflect the pa-
tient’s clinical status at the time of
the patient assessment.

(f) Patient assessment instrument record
retention. An inpatient rehabilitation
facility must maintain all patient as-
sessment data sets completed on all
Medicare Part A fee-for-service pa-
tients within the previous 5 years, on
Medicare Part C (Medicare Advantage)
patients within the previous 10 years,
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and all other patients within the pre-
vious 5 years either in a paper format
in the patient’s clinical record or in an
electronic computer file format that
the inpatient rehabilitation facility
can easily obtain and produce upon re-
quest to CMS or its contractors.

[66 FR 41388, Aug. 7, 2001, as amended at 67
FR 44077, July 1, 2002; 68 FR 45699, Aug. 1,
2003; 74 FR 39810, Aug. 7, 2009; 87 FR 47090,
Aug. 1, 2022]

§412.612 Coordination of the collec-
tion of patient assessment data.

(a) Responsibilities of the clinician. A
clinician of an inpatient rehabilitation
facility who has participated in per-
forming the patient assessment must
have responsibility for—

(1) The accuracy and thoroughness of
the specific data recorded by that clini-
cian on the patient’s assessment in-
strument; and

(2) The accuracy of the assessment
reference date inserted on the patient
assessment instrument completed
under §412.610(c).

(b) Penalty for falsification. (1) Under
Medicare, an individual who knowingly
and willfully—

(i) Completes a material and false
statement in a patient assessment is
subject to a civil money penalty of not
more than $1,000 as adjusted annually
under 45 CFR part 102 for each assess-
ment; or

(ii) Causes another individual to
complete a material and false state-
ment in a patient assessment is subject
to a civil money penalty of not more
than $5,000 as adjusted annually under
45 CFR part 102 for each assessment.

(2) Clinical disagreement does not
constitute a material and false state-
ment.

[66 FR 41388, Aug. 7, 2001, as amended at 81
FR 61562, Sept. 6, 2016]

§412.614 Transmission of patient as-
sessment data.

(a) Data format—General rule. The in-
patient rehabilitation facility must en-
code and transmit data for each inpa-
tient—

(1) Using the computerized version of
the patient assessment instrument
available from us; or

(2) Using a computer program(s) that
conforms to our standard electronic
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record layout, data specifications, and
data dictionary, includes the required
patient assessment instrument data
set, and meets our other specifications.

(b) How to transmit data. The inpa-
tient rehabilitation facility must—

(1) Electronically transmit complete,
accurate, and encoded data from the
patient assessment instrument for each
inpatient to our patient data system in
accordance with the data format speci-
fied in paragraph (a) of this section;
and

(2) Transmit data using electronic
communications software that provides
a direct telephone connection from the
inpatient rehabilitation facility to the
our patient data system.

(c) Transmission dates. The inpatient
rehabilitation facility must transmit
both the admission patient assessment
and the discharge patient assessments
at the same time to the our patient
data system by the Tth calendar day in
the period beginning with the applica-
ble patient assessment instrument en-
coding date specified in §412.610(d).

(d) Failure to submit complete and time-
ly IRF-PAI data, as required under para-
graph (c) of this section—(1) Medicare
Part-A fee-for-service. (i) A given Medi-
care Part-A fee-for-service IRF claim
will not be accepted and processed for
payment until a corresponding IRF-
PAI has been received and accepted by
CMS.

(ii) [Reserved]

(2) Medicare Part C (Medicare Advan-
tage) data. Failure of the inpatient re-
habilitation facility to transmit all of
the required patient assessment instru-
ment data for its Medicare Part C
(Medicare Advantage) patients to our
patient data system in accordance with
the transmission timeline in paragraph
(c) of this section will result in a for-
feiture of the facility’s ability to have
any of its Medicare Part C (Medicare
Advantage) data used in the calcula-
tions for determining the facility’s
compliance with the regulations in
§412.29(b)(1).

(3) All other payer data. Failure of the
inpatient rehabilitation facility to
transmit all of the required patient as-
sessment instrument data for all other
patients, regardless of payer, to our pa-
tient data system in accordance with
the transmission timeline in paragraph
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(c) of this section will result in a for-
feiture of the facility’s ability to have
any of its other payer data used in the
calculations for determining the facili-
ty’s compliance with the regulations in
§412.29(b)(1).

(e) Exemption to the consequences for
transmitting the IRF-PAI data late for
Medicare Part C (Medicare Advantage)
patients and all other patients, regardless
of payer. CMS may waive the con-
sequences of failure to submit com-
plete and timely IRF-PAI data speci-
fied in paragraph (d) of this section
when, due to an extraordinary situa-
tion that is beyond the control of an
inpatient rehabilitation facility, the
inpatient rehabilitation facility is un-
able to transmit the patient assess-
ment data in accordance with para-
graph (c¢) of this section. Only CMS can
determine if a situation encountered
by an inpatient rehabilitation facility
is extraordinary and qualifies as a situ-
ation for waiver of the forfeiture speci-
fied in paragraphs (d)(2) or (3) of this
section. An extraordinary situation
may be due to, but is not limited to,
fires, floods, earthquakes, or similar
unusual events that inflect extensive
damage to an inpatient facility. An ex-
traordinary situation may be one that
produces a data transmission problem
that is beyond the control of the inpa-
tient rehabilitation facility, as well as
other situations determined by CMS to
be beyond the control of the inpatient
rehabilitation facility. An extraor-
dinary situation must be fully docu-
mented by the inpatient rehabilitation
facility.

[66 FR 41388, Aug. 7, 2001, as amended at 68
FR 45699, Aug. 1, 2003; 74 FR 39811, Aug. 7,
2009; 82 FR 36304, Aug. 3, 2017; 87 FR 47091,
Aug. 1, 2022]

§412.616 Release of information col-
lected using the patient assessment
instrument.

(a) General. An inpatient rehabilita-
tion facility may release information
from the patient assessment instru-
ment only as specified in §482.24(b)(3)
of this chapter.

(b) Release to the inpatient rehabilita-
tion facility’s agent. An inpatient reha-
bilitation facility may release informa-
tion that is patient-identifiable to an
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