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otherwise noted.

EDITORIAL NOTE: Nomenclature changes to
part 411 appear at 71 FR 9471, Feb. 24, 2006

Subpart A—General Exclusions
and Exclusion of Particular
Services

§411.1 Basis and scope.

(a) Statutory basis. Sections 1814(a)
and 1835(a) of the Act require that a
physician certify or recertify a pa-
tient’s need for home health services
but, in general, prohibit a physician
from certifying or recertifying the
need for services if the services will be
furnished by an HHA in which the phy-
sician has a significant ownership in-
terest, or with which the physician has
a significant financial or contractual
relationship. Sections 1814(c), 1835(d),
and 1862 of the Act exclude from Medi-
care payment certain specified serv-
ices. The Act provides special rules for
payment of services furnished by the
following: Federal providers or agen-
cies (sections 1814(c) and 1835(d)); hos-
pitals and physicians outside of the
U.S. (sections 1814(f) and 1862(a)(4)); and
hospitals and SNFs of the Indian
Health Service (section 1880 of the
Act). Section 1877 of the Act sets forth
limitations on referrals and payment
for designated health services fur-
nished by entities with which the refer-
ring physician (or an immediate family
member of the referring physician) has
a financial relationship.

(b) Scope. This subpart identifies:

(1) The particular types of services
that are excluded;

(2) The circumstances under which
Medicare denies payment for certain
services that are usually covered; and
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(3) The circumstances under which
Medicare pays for services usually ex-
cluded from payment.

[64 FR 41734, Oct. 11, 1989, as amended at 60
FR 41978, Aug. 14, 1995; 60 FR 45361, Aug. 31,
1995; 66 FR 952, Jan. 4, 2001]

§411.2 Conclusive effect of QIO deter-
minations on payment of claims.

If a utilization and quality control
quality improvement organization
(QIO) has assumed review responsi-
bility, in accordance with part 466 of
this chapter, for services furnished to
Medicare beneficiaries, Medicare pay-
ment is not made for those services un-
less the conditions of subpart C of part
466 of this chapter are met.

§411.4 Services for which neither the
beneficiary nor any other person is
legally obligated to pay.

(a) General rule. Except as provided in
§411.8(b) (for services paid by a govern-
mental entity), Medicare does not pay
for a service if—

(1) The beneficiary has no legal obli-
gation to pay for the service; and

(2) No other person or organization
(such as a prepayment plan of which
the beneficiary is a member) has a
legal obligation to provide or pay for
that service.

(b) Special conditions for services fur-
nished to individuals in custody of penal
authorities. Individuals who are in cus-
tody include, but are not limited to, in-
dividuals who are under arrest, incar-
cerated, imprisoned, escaped from con-
finement, under supervised release, on
medical furlough, required to reside in
mental health facilities, required to re-
side in halfway houses, required to live
under home detention, or confined
completely or partially in any way
under a penal statute or rule. Payment
may be made for services furnished to
individuals or groups of individuals
who are in the custody of police or
other penal authorities or in the cus-
tody of a government agency under a
penal statute only if the following con-
ditions are met:

(1) State or local law requires those
individuals or groups of individuals to
repay the cost of medical services they
receive while in custody.

(2) The State or local government en-
tity enforces the requirement to pay by

§411.8

billing all such individuals, whether or
not covered by Medicare or any other
health insurance, and by pursuing col-
lection of the amounts they owe in the
same way and with the same vigor that
it pursues the collection of other debts.

[64 FR 41734, Oct. 11, 1989, as amended at 72
FR 47410, Aug. 22, 2007]

§411.6 Services furnished by a Federal
provider of services or other Fed-
eral agency.

(a) Basic rule. Except as provided in
paragraph (b) of this section, Medicare
does not pay for services furnished by a
Federal provider of services or other
Federal agency.

(b) Exceptions.
made—

(1) For emergency hospital services,
if the conditions of §424.103 of this
chapter are met;

(2) For services furnished by a par-
ticipating Federal provider which CMS
has determined is providing services to
the public generally as a community
institution or agency;

(3) For services furnished by partici-
pating hospitals and SNFs of the In-
dian Health Service; and

(4) For services furnished under ar-
rangements (as defined in §409.3 of this
chapter) made by a participating hos-
pital.

Payment may be

§411.7 Services that must be furnished
at public expense under a Federal
law or Federal Government con-
tract.

(a) Basic rule. Except as provided in
paragraph (b) of this section, payment
may not be made for services that any
provider or supplier is obligated to fur-
nish at public expense, in accordance
with a law of, or a contract with, the
United States.

(b) Exception. Payment may be made
for services that a hospital or SNF of
the Indian Health Service is obligated
to furnish at public expense.

§411.8 Services paid for by a Govern-
ment entity.

(a) Basic rule. Except as provided in
paragraph (b) of this section, Medicare
does not pay for services that are paid
for directly or indirectly by a govern-
ment entity.
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(b) Exceptions. Payment may be made
for the following:

(1) Services furnished under a health
insurance plan established for employ-
ees of the government entity.

(2) Services furnished under a title of
the Social Security Act other than
title XVIII.

(3) Services furnished in or by a par-
ticipating general or special hospital
that—

(i) Is operated by a State or local
government agency; and

(ii) Serves the general community.

(4) Services furnished in a hospital or
elsewhere, as a means of controlling in-
fectious diseases or because the indi-
vidual is medically indigent.

(5) Services furnished by a partici-
pating hospital or SNF of the Indian
Health Service.

(6) Services furnished by a public or
private health facility that—

(i) Is not a Federal provider or other
facility operated by a Federal agency;

(ii) Receives U.S. government funds
under a Federal program that provides
support to facilities that furnish health
care services;

(iii) Customarily seeks payment for
services not covered under Medicare
from all available sources, including
private insurance and patients’ cash re-
sources; and

(iv) Limits the amounts it collects or
seeks to collect from a Medicare Part
B beneficiary and others on the bene-
ficiary’s behalf to:

(A) Any unmet deductible applied to
the charges related to the reasonable
costs that the facility incurs in pro-
viding the covered services;

(B) Twenty percent of the remainder
of those charges;

(C) The charges for noncovered serv-
ices.

(7) Rural health clinic services that
meet the requirements set forth in part
491 of this chapter.

[64 FR 41734, Oct. 11, 1989, as amended at 56
FR 2139, Jan. 22, 1991]

§411.9 Services furnished outside the
United States.

(a) Basic rule. Except as specified in
paragraph (b) of this section, Medicare
does not pay for services furnished out-
side the United States. For purposes of

42 CFR Ch. IV (10-1-24 Edition)

this paragraph (a), the following rules
apply:

(1) The United States includes the 50
States, the District of Columbia, Puer-
to Rico, the Virgin Islands, Guam,
American Samoa, The Northern Mar-
iana Islands, and for purposes of serv-
ices rendered on board ship, the terri-
torial waters adjoining the land areas
of the United States.

(2) Services furnished on board ship
are considered to have been furnished
in United States territorial waters if
they were furnished while the ship was
in a port of one of the jurisdictions
listed in paragraph (a)(1) of this sec-
tion, or within 6 hours before arrival
at, or 6 hours after departure from,
such a port.

(3) A hospital that is not physically
situated in one of the jurisdictions list-
ed in paragraph (a)(1) of this section is
considered to be outside the United
States, even if it is owned or operated
by the United States Government.

(b)  Exception. Under the cir-
cumstances specified in subpart H of
part 424 of this chapter, payment may
be made for covered inpatient services
furnished in a foreign hospital and, on
the basis of an itemized bill, for cov-
ered physicians’ services and ambu-
lance service furnished in connection
with those inpatient services, but only
for the period during which the inpa-
tient hospital services are furnished.

§411.10 Services required as a result
of war.

Medicare does not pay for services
that are required as a result of war, or
an act of war, that occurs after the ef-
fective date of a beneficiary’s current
coverage for hospital insurance bene-
fits or supplementary medical insur-
ance benefits.

§411.12 Charges imposed by an imme-
diate relative or member of the
beneficiary’s household.

(a) Basic rule. Medicare does not pay
for services usually covered under
Medicare if the charges for those serv-
ices are imposed by—

(1) An immediate relative of the ben-
eficiary; or

(2) A member of the beneficiary’s
household.
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(b) Definitions. As used in this sec-
tion—

Immediate relative means any of the
following:

(1) Husband or wife.

(2) Natural or adoptive parent, child,
or sibling.

(3) Stepparent,
brother, or stepsister.

(4) Father-in-law, mother-in-law, son-
in-law, daughter-in-law, brother-in-
law, or sister-in-law.

(5) Grandparent or grandchild.

(6) Spouse of grandparent or grand-
child.

Member of the household means any
person sharing a common abode as part
of a single family unit, including do-
mestic employees and others who live
together as part of a family unit, but
not including a mere roomer or board-
er.

Professional corporation means a cor-
poration that is completely owned by
one or more physicians and is operated
for the purpose of conducting the prac-
tice of medicine, osteopathy dentistry,
podiatry, optometry, or chiropractic,
or is owned by other health care profes-
sionals as authorized by State law.

(c) Applicability of the exclusion. The
exclusion applies to the following
charges in the specified circumstances:

(1) Physicians’ services. (i) Charges for
physicians’ services furnished by an
immediate relative of the beneficiary
or member of the beneficiary’s house-
hold, even if the bill or claim is sub-
mitted by another individual or by an
entity such as a partnership or a pro-
fessional corporation.

(ii) Charges for services furnished in-
cident to a physician’s professional
services (for example by the physi-
cian’s nurse or technician), only if the
physician who ordered or supervised
the services has an excluded relation-
ship to the beneficiary.

(2) Services other than physicians’ serv-
ices. (i) Charges imposed by an individ-
ually owned provider or supplier if the
owner has an excluded relationship to
the beneficiary; and

(ii) Charges imposed by a partnership
if any of the partners has an excluded
relationship to the beneficiary.

(d) Ezception to the exclusion. The ex-
clusion does not apply to charges im-

stepchild, step-
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posed by a corporation other than a
professional corporation.

§411.15 Particular services excluded
from coverage.

The following services are excluded
from coverage:

(a) Routine physical checkups such
as:

(1) Examinations performed for a pur-
pose other than treatment or diagnosis
of a specific illness, symptoms, com-
plaint, or injury, except for screening
mammography, colorectal cancer
screening  tests, screening  pelvic
exams, prostate cancer screening tests,
glaucoma screening exams, ultrasound
screening for abdominal aortic aneu-
rysms (AAA), cardiovascular disease
screening tests, diabetes screening
tests, a screening electrocardiogram,
initial preventive physical examina-
tions that meet the criteria specified
in paragraphs (k)(6) through (k)(15) of
this section, additional preventive
services that meet the criteria in
§410.64 of this chapter, or annual
wellness visits providing personalized
prevention plan services.

(2) Examinations required by insur-
ance companies, business establish-
ments, government agencies, or other
third parties.

(b) Low vision aid exclusion—(1) Scope.
The scope of the eyeglass exclusion en-
compasses all devices irrespective of
their size, form, or technological fea-
tures that use one or more lens to aid
vision or provide magnification of im-
ages for impaired vision.

(2) Exceptions. (i) Post-surgical pros-
thetic lenses customarily used during
convalescence for eye surgery in which
the lens of the eye was removed (for ex-
ample, cataract surgery).

(ii) Prosthetic intraocular lenses and
one pair of conventional eyeglasses or
contact lenses furnished subsequent to
each cataract surgery with insertion of
an intraocular lens.

(iii) Prosthetic lenses used by Medi-
care beneficiaries who are lacking the
natural lens of the eye and who were
not furnished with an intraocular lens.

(c) Eye examinations for the purpose
of prescribing, fitting, or changing eye-
glasses or contact lenses for refractive
error only and procedures performed in
the course of any eye examination to
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determine the refractive state of the
eyes, without regard to the reason for
the performance of the refractive pro-
cedures. Refractive procedures are ex-
cluded even when performed in connec-
tion with otherwise covered diagnosis
or treatment of illness or injury.

(d) Hearing aids or examinations for
the purpose of prescribing, fitting, or
changing hearing aids.

(1) Scope. The scope of the hearing aid
exclusion encompasses all types of air
conduction hearing aids that provide
acoustic energy to the cochlea via
stimulation of the tympanic membrane
with amplified sound and bone conduc-
tion hearing aids that provide mechan-
ical stimulation of the cochlea via
stimulation of the scalp with amplified
mechanical vibration or by direct con-
tact with the tympanic membrane or
middle ear ossicles.

(2) Devices not subject to the hearing
aid exclusion. Paragraph (d)(1) of this
section shall not apply to the following
devices that produce the perception of
sound by replacing the function of the
middle ear, cochlea, or auditory nerve:

(i) Osseointegrated implants in the
skull bone that provide mechanical en-
ergy to the cochlea via a mechanical
transducer, or

(ii) Cochlear implants and auditory
brainstem implants that replace the
function of cochlear structures or audi-
tory nerve and provide electrical en-
ergy to auditory nerve fibers and other
neural tissue via implanted electrode
arrays.

(e) Immunizations, except for—

(1) Vaccinations or inoculations di-
rectly related to the treatment of an
injury or direct exposure such as
antirabies treatment, tetanus anti-
toxin or booster vaccine, botulin anti-
toxin, antivenom sera, or immune glob-
ulin;

(2) Pneumococcal vaccinations that
are reasonable and necessary for the
prevention of illness;

(3) Hepatitis B vaccinations that are
reasonable and necessary for the pre-
vention of illness for those individuals,
as defined in §410.63(a) of this chapter,
who are at high or intermediate risk of
contracting hepatitis B;

(4) Influenza vaccinations that are
reasonable and necessary for the pre-
vention of illness; and

42 CFR Ch. IV (10-1-24 Edition)

(6) COVID-19 vaccinations that are
reasonable and necessary for the pre-
vention of illness.

(f) Orthopedic shoes or other sup-
portive devices for the feet, except when
shoes are integral parts of leg braces.

(g) Custodial care, except as necessary
for the palliation or management of
terminal illness, as provided in part 418
of this chapter. (Custodial care is any
care that does not meet the require-
ments for coverage as SNF care as set
forth in §§409.31 through 409.35 of this
chapter.)

(h) Cosmetic surgery and related serv-
ices, except as required for the prompt
repair of accidental injury or to im-
prove the functioning of a malformed
body member.

(1) Dental services—(1) Basic rule. Den-
tal services in connection with the care,
treatment, filling, removal, or replace-
ment of teeth, or structures directly
supporting the teeth.

(2) Ezxception. Ezxcept for inpatient
hospital services in connection with
such dental procedures when hos-
pitalization is required because of—

(i) The individual’s underlying med-
ical condition and clinical status; or

(ii) The severity of the dental proce-
dures.>7

(8) Inapplicability. (i) Dental services
that are inextricably linked to, and
substantially related and integral to
the clinical success of, a certain cov-
ered medical service are not excluded;
payment may be made under Medicare
Parts A and B for services furnished in
the inpatient or outpatient setting.
Such services include, but are not lim-
ited to:

(A) Dental or oral examination per-
formed as part of a comprehensive
workup prior to, and medically nec-
essary diagnostic and treatment serv-
ices to eliminate an oral or dental in-
fection prior to, or contemporaneously
with, the following Medicare-covered
services: organ transplant,
hematopoietic stem cell transplant,
bone marrow transplant, cardiac valve
replacement, valvuloplasty procedures,

577 Before July 1981, inpatient hospital care

in connection with dental procedures was
covered only when required by the patient’s
underlying medical condition and clinical
status.
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chemotherapy when used in the treat-
ment of cancer, chimeric antigen re-
ceptor (CAR) T-cell therapy when used
in the treatment of cancer, and admin-
istration of high-dose bone-modifying
agents (antiresorptive therapy) when
used in the treatment of cancer.

(B) The reconstruction of a dental
ridge performed as a result of and at
the same time as the surgical removal
of a tumor.

(C) The stabilization or immobiliza-
tion of teeth in connection with the re-
duction of a jaw fracture, and dental
splints only when used in conjunction
with covered treatment of a covered
medical condition such as dislocated
jaw joints.

(D) The extraction of teeth to pre-
pare the jaw for radiation treatment of
neoplastic disease.

(E) Dental or oral examination per-
formed as part of a comprehensive
workup prior to, medically necessary
diagnostic and treatment services to
eliminate an oral or dental infection
prior to or contemporaneously with,
and medically necessary diagnostic and
treatment services to address dental or
oral complications after, treatment of
head and neck cancer using radiation,
chemotherapy, surgery, or any com-
bination of these.

(ii) Ancillary services and supplies
furnished incident to covered dental
services are not excluded, and Medicare
payment may be made under Part A or
Part B, as applicable, whether the serv-
ice is performed in the inpatient or
outpatient setting, including, but not
limited to the administration of anes-
thesia, diagnostic x-rays, use of oper-
ating room, and other related proce-
dures.

(j) Personal comfort services, except as
necessary for the palliation or manage-
ment of terminal illness as provided in
part 418 of this chapter. The use of a
television set or a telephone are exam-
ples of personal comfort services.

(k) Any services that are not reasonable
and necessary for one of the following
purposes:

(1) For the diagnosis or treatment of
illness or injury or to improve the
functioning of a malformed body mem-
ber.

(2) In the case of hospice services, for
the palliation or management of ter-
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minal illness, as provided in part 418 of
this chapter.

(3) In the case of pneumococcal vac-
cine for the prevention of illness.

(4) In the case of the patient outcome
assessment program established under
section 1875(c) of the Act, for carrying
out the purpose of that section.

(5) In the case of hepatitis B vaccine,
for the prevention of illness for those
individuals at high or intermediate
risk of contracting hepatitis B. (Sec-
tion 410.63(a) of this chapter sets forth
criteria for identifying those individ-
uals.)

(6) In the case of screening mammog-
raphy, for the purpose of early detec-
tion of breast cancer subject to the
conditions and limitations specified in
§410.34 of this chapter.

(7) In the case of colorectal cancer
screening tests, for the purpose of early
detection of colorectal cancer subject
to the conditions and limitations speci-
fied in §410.37 of this chapter.

(8) In the case of screening pelvic ex-
aminations, for the purpose of early de-
tection of cervical or vaginal cancer
subject to the conditions and limita-
tions specified in §410.56 of this chap-
ter.

(9) In the case of prostate cancer
screening tests, for the purpose of early
detection of prostate cancer, subject to
the conditions and limitations speci-
fied in §410.39 of this chapter.

(10) In the case of screening exams
for glaucoma, for the purpose of early
detection of glaucoma, subject to the
conditions and limitations specified in
§410.23 of this chapter.

(11) In the case of initial preventive
physical examinations, with the goal of
health promotion and disease preven-
tion, subject to the conditions and lim-
itations specified in §410.16 of this
chapter.

(12) In the case of ultrasound screen-
ing for abdominal aortic aneurysms,
with the goal of early detection of ab-
dominal aortic aneurysms, subject to
the conditions and limitation specified
in §410.19 of this chapter.

(13) In the case of cardiovascular dis-
ease screening tests for the early detec-
tion of cardiovascular disease or abnor-
malities associated with an elevated
risk for that disease, subject to the
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conditions specified in §410.17 of this
chapter.

(14) In the case of diabetes screening
tests furnished to an individual at risk
for diabetes for the purpose of the early
detection of that disease, subject to the
conditions specified in §410.18 of this
chapter.

(15) In the case of additional preven-
tive services not otherwise described in
this title, subject to the conditions and
limitation specified in §410.64 of this
chapter.

(16) In the case of an annual wellness
visit providing a personalized preven-
tion plan, subject to the conditions and
limitations specified in §410.15 of this
subpart.

(1) Foot care—(1) Basic rule. Except as
provided in paragraph (1)(2) of this sec-
tion, any services furnished in connec-
tion with the following:

(i) Routine foot care, such as the cut-
ting or removal of corns, or calluses,
the trimming of nails, routine hygienic
care (preventive maintenance care or-
dinarily within the realm of self care),
and any service performed in the ab-
sence of localized illness, injury, or
symptoms involving the feet.

(ii) The evaluation or treatment of
subluxations of the feet regardless of un-
derlying pathology. (Subluxations are
structural misalignments of the joints,
other than fractures or complete dis-
locations, that require treatment only
by nonsurgical methods.

(iii) The evaluation or treatment of flat-
tened arches (including the prescription
of supportive devices) regardless of the
underlying pathology.

(2) Exceptions. (i) Treatment of warts
is not excluded.

(ii) Treatment of mycotic toenails
may be covered if it is furnished no
more often than every 60 days or the
billing physician documents the need
for more frequent treatment.

(iii) The services listed in paragraph
(1)(1) of this section are not excluded if
they are furnished—

(A) As an incident to, at the same
time as, or as a necessary integral part
of a primary covered procedure per-
formed on the foot; or

(B) As initial diagnostic services (re-
gardless of the resulting diagnosis) in
connection with a specific symptom or
complaint that might arise from a con-
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dition whose treatment would be cov-
ered.

(m) Services to hospital patients—(1)
Basic rule. Except as provided in para-
graph (m)(3) of this section, any service
furnished to an inpatient of a hospital
or to a hospital outpatient (as defined
in §410.2 of this chapter) during an en-
counter (as defined in §410.2 of this
chapter) by an entity other than the
hospital unless the hospital has an ar-
rangement (as defined in §409.3 of this
chapter) with that entity to furnish
that particular service to the hospital’s
patients. As used in this paragraph
(m)(1), the term ‘‘hospital” includes a
CAH.

(2) Scope of exclusion. Services subject
to exclusion from coverage under the
provisions of this paragraph (m) in-
clude, but are not limited to, clinical
laboratory services; pacemakers and
other prostheses and prosthetic devices
(other than dental) that replace all or
part of an internal body organ (for ex-
ample, intraocular lenses); artificial
limbs, knees, and hips; equipment and
supplies covered under the prosthetic
device benefits; and services incident
to a physician service.

(3) Exceptions. The following services
are not excluded from coverage:

(i) Physicians’ services that meet the
criteria of §415.102(a) of this chapter for
payment on a reasonable charge or fee
schedule basis.

(ii) Physician assistant services, as
defined in section 1861(s)(2)(K)(i) of the
Act, that are furnished after December
31, 1990.

(iii) Nurse practitioner and clinical
nurse specialist services, as defined in
section 1861(s)(2)(K)(ii) of the Act.

(iv) Certified nurse-midwife services,
as defined in section 1861(ff) of the Act,
that are furnished after December 31,
1990.

(v) Qualified psychologist services, as
defined in section 1861(ii) of the Act,
that are furnished after December 31,
1990.

(vi) Services of an anesthetist, as de-
fined in §410.69 of this chapter.

(n) Certain services of an assistant-at-
surgery. (1) Services of an assistant-at-
surgery in a cataract operation (includ-
ing subsequent insertion of an intra-
ocular lens) unless, before the surgery
is performed, the appropriate QIO or a
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carrier has approved the use of such an
assistant in the surgical procedure
based on the existence of a compli-
cating medical condition.

(2) Services on an assistant-at-sur-
gery in a surgical procedure (or class of
surgical procedures) for which assist-
ants-at-surgery on average are used in
fewer than 5 percent of such procedures
nationally.

(o) Experimental or investigational
devices, except for certain devices.

(1) Categorized by the FDA as a Cat-
egory B (Nonexperimental/investiga-
tional) device as defined in §405.201(b)
of the chapter; and

(2) Furnished in accordance with the
coverage requirements in §405.211(b).

(p) Services furnished to SNF resi-
dents—(1) Basic rule. Except as provided
in paragraph (p)(2) of this section, any
service furnished to a resident of an
SNF during a covered Part A stay by
an entity other than the SNF, unless
the SNF has an arrangement (as de-
fined in §409.3 of this chapter) with
that entity to furnish that particular
service to the SNF’s residents. Services
subject to exclusion under this para-
graph include, but are not limited to—

(i) Any physical, occupational, or
speech-language therapy services, re-
gardless of whether the services are
furnished by (or under the supervision
of) a physician or other health care
professional, and regardless of whether
the resident who receives the services
is in a covered Part A stay; and

(ii) Services furnished as an incident
to the professional services of a physi-
cian or other health care professional
specified in paragraph (p)(2) of this sec-
tion.

(2) Ezceptions. The following services
are not excluded from coverage, pro-
vided that the claim for payment in-
cludes the SNF’s Medicare provider
number in accordance with §424.32(a)(5)
of this chapter:

(i) Physicians’ services that meet the
criteria of §415.102(a) of this chapter for
payment on a fee schedule basis.

(ii) Services performed under a physi-
cian’s supervision by a physician as-
sistant who meets the applicable defi-
nition in section 1861(aa)(5) of the Act.

(iii) Services performed by a nurse
practitioner or clinical nurse specialist
who meets the applicable definition in
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section 1861(aa)(b) of the Act and is
working in collaboration (as defined in
section 1861(aa)(6) of the Act) with a
physician.

(iv) Services performed by a certified
nurse-midwife, as defined in section
1861(gg) of the Act.

(v) Services performed by a qualified
psychologist, as defined in section
1861(ii) of the Act.

(vi) Services performed by a marriage
and family therapist, as defined in sec-
tion 1861(111)(2) of the Act.

(vii) Services performed by a mental
health counselor, as defined in section
1861(111)(4) of the Act.

(viii) Services performed by a cer-
tified registered nurse anesthetist, as
defined in section 1861(bb) of the Act.

(ix) Dialysis services and supplies, as
defined in section 1861(s)(2)(F) of the
Act, and those ambulance services that
are furnished in conjunction with
them.

(x) Brythropoietin (EPO) for dialysis
patients, as defined in section
1861(s)(2)(0O) of the Act.

(xi) Hospice care, as defined in sec-
tion 1861(dd) of the Act.

(xii) An ambulance trip that initially
conveys an individual to the SNF to be
admitted as a resident, or that conveys
an individual from the SNF in connec-
tion with one of the circumstances
specified in paragraphs (p)(3)(i) through
(p)(3)(iv) of this section as ending the
individual’s status as an SNF resident.

(xiii) The transportation costs of
electrocardiogram equipment (HCPCS
code R0076), but only with respect to
those electrocardiogram test services
furnished during 1998.

(xiv) Services described in para-
graphs (p)(2)(i) through (viii) of this
section when furnished via telehealth
under section 1834(m)(4)(C)(ii)(VII) of
the Act.

(xv) Those chemotherapy items iden-
tified, as of July 1, 1999, by HCPCS
codes J9000-J9020, J9040-J9151, J9170-
J9185, J9200-J9201, J9206-J9208, J9211,
J9230-J9245, and J92656-J9600, and as of
January 1, 2004, by HCPCS codes A9522,
A9523, A9533, and A9534 (as subse-
quently modified by CMS), and any ad-
ditional chemotherapy items identified
by CMS.

(xvi) Those chemotherapy adminis-
tration services identified, as of July 1,
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1999, by HCPCS codes 36260-36262, 36489,
36530-36535, 36640, 36823, and 96405-96542
(as subsequently modified by CMS),
and any additional chemotherapy ad-

ministration services identified by
CMS.
(xvii) Those radioisotope services

identified, as of July 1, 1999, by HCPCS
codes 79030-79440 (as subsequently
modified by CMS), and any additional
radioisotope services identified by
CMS.

(xviii) Those customized prosthetic
devices (including artificial limbs and
their components) identified, as of July
1, 1999, by HCPCS codes L5050-15340,
L.5500-1.5611, 1.5613-1.5986, 1.5988, I1.6050—
L6370, 1.6400-6880, 1.6920-1.7274, and
L7362-1.7366 (as subsequently modified
by CMS) and any additional customized
prosthetic devices identified by CMS,
which are delivered for a resident’s use
during a stay in the SNF and intended
to be used by the resident after dis-
charge from the SNF.

(xix) Those blood clotting factors in-
dicated for the treatment of patients
with hemophilia and other bleeding
disorders identified, as of July 1, 2020,
by HCPCS codes J7170, J7175, J7177-
J7183, J7185-J7190, J7192-J7195, J7198-
J7203, J7205, and J7207-J7211 (as subse-
quently modified by CMS) and items
and services related to the furnishing
of such factors, and any additional
blood clotting factors identified by
CMS and items and services related to
the furnishing of such factors.

(xx) Those RHC and FQHC services
that are described in §405.2411(b)(2) of
this chapter.

(3) SNF resident defined. For purposes
of this paragraph, a beneficiary who is
admitted to a Medicare-participating
SNF is considered to be a resident of
the SNF for the duration of the bene-
ficiary’s covered Part A stay. In addi-
tion, for purposes of the services de-
scribed in paragraph (p)(1)(i) of this
section, a beneficiary who is admitted
to a Medicare-participating SNF is
considered to be a resident of the SNF
regardless of whether the beneficiary is
in a covered Part A stay. Whenever the
beneficiary leaves the facility, the
beneficiary’s status as an SNF resident
for purposes of this paragraph (along
with the SNF’s responsibility to fur-
nish or make arrangements for the
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services described in paragraph (p)(1) of
this section) ends when one of the fol-
lowing events occurs—

(i) The beneficiary is admitted as an
inpatient to a Medicare-participating
hospital or CAH, or as a resident to an-
other SNF;

(ii) The beneficiary receives services
from a Medicare-participating home
health agency under a plan of care;

(iii) The beneficiary receives out-
patient services from a Medicare-par-
ticipating hospital or CAH (but only
for those services that CMS designates
as being beyond the general scope of
SNF comprehensive care plans, as re-
quired under §483.21(b) of this chapter);
or

(iv) The beneficiary is formally dis-
charged (or otherwise departs) from the
SNF, unless the beneficiary is re-
admitted (or returns) to that or an-
other SNF before the following mid-
night.

(q) Assisted suicide. Any health care
service used for the purpose of causing,
or assisting to cause, the death of any
individual. This does not pertain to the
withholding or withdrawing of medical
treatment or care, nutrition or hydra-
tion or to the provision of a service for
the purpose of alleviating pain or dis-
comfort, even if the use may increase
the risk of death, so long as the service
is not furnished for the specific purpose
of causing death.

(r) A home health service (including
medical supplies described in section
1861(m)(5) of the Act, but excluding du-
rable medical equipment to the extent
provided for in such section) as defined
in section 1861(m) of the Act furnished
to an individual who is under a plan of
care of an HHA, unless that HHA has
submitted a claim for payment for such
services.

(s) Unless §414.404(d) or §414.408(e)(2)
of this subchapter applies, Medicare
does not make payment if an item or
service that is included in a competi-
tive bidding program (as described in
part 414, subpart F of this subchapter)
is furnished by a supplier other than a
contract supplier (as defined in §414.402
of this subchapter).

[54 FR 41734, Oct. 11, 1989; 55 FR 1820, Jan. 19,
1990]

EDITORIAL NOTE: For FEDERAL REGISTER ci-
tations affecting §411.15, see the List of CFR
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Centers for Medicare & Medicaid Services, HHS

Sections Affected, which appears in the
Finding Aids section of the printed volume
and at www.govinfo.gov.

Subpart B—Insurance Coverage
That Limits Medicare Pay-
ment: General Provisions

§411.20 Basis and scope.

(a) Statutory basis. (1) Section
1862(b)(2)(A)(i) of the Act precludes
Medicare payment for services to the
extent that payment has been made or
can reasonably be expected to be made
under a group health plan with respect
to—

(i) A beneficiary entitled to Medicare
on the basis of ESRD during the first 18
months of that entitlement;

(ii) A beneficiary who is age 65 or
over, entitled to Medicare on the basis
of age, and covered under the plan by
virtue of his or her current employ-
ment status or the current employ-
ment status of a spouse of any age; or

(iii) A beneficiary who is under age
65, entitled to Medicare on the basis of
disability, and covered under the plan
by virtue of his or her current employ-
ment status or the current employ-
ment status of a family member.

(2) Section 1862(b)(2)(A)(ii) of the Act
precludes Medicare payment for serv-
ices to the extent that payment has
been made or can reasonably be ex-
pected to be made under any of the fol-
lowing:

(i) Workers’ compensation.

(ii) Liability insurance.

(iii) No-fault insurance.

(b) Scope. This subpart sets forth gen-
eral rules that apply to the types of in-
surance specified in paragraph (a) of
this section. Other general rules that
apply to group health plans are set
forth in subpart E of this part.

[60 FR 45361, Aug. 31, 1995, as amended at 71
FR 9470, Feb. 24, 2006]

§411.21 Definitions.

In this subpart B and in subparts C
through H of this part, unless the con-
text indicates otherwise—

Conditional payment means a Medi-
care payment for services for which an-
other payer is responsible, made either
on the bases set forth in subparts C
through H of this part, or because the
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intermediary or carrier did not know
that the other coverage existed.

Coverage or covered services, when
used in connection with primary pay-
ments, means services for which a pri-
mary payer would pay if a proper claim
were filed.

Monthly capitation payment means a
comprehensive monthly payment that
covers all physician services associated
with the continuing medical manage-
ment of a maintenance dialysis patient
who dialyses at home or as an out-
patient in an approved ESRD facility.

Plan means any arrangement, oral or
written, by one or more entities, to
provide health benefits or medical care
or assume legal liability for injury or
illness.

Primary payer means, when used in
the context in which Medicare is the
secondary payer, any entity that is or
was required or responsible to make
payment with respect to an item or
service (or any portion thereof) under a
primary plan. These entities include,
but are not limited to, insurers or self-
insurers, third party administrators,
and all employers that sponsor or con-
tribute to group health plans or large
group health plans.

Primary payment means, when used in
the context in which Medicare is the
secondary payer, payment by a pri-
mary payer for services that are also
covered under Medicare.

Primary plan means, when used in the
context in which Medicare is the sec-
ondary payer, a group health plan or
large group health plan, a workers’
compensation law or plan, an auto-
mobile or liability insurance policy or
plan (including a self-insured plan), or
no-fault insurance.

Prompt or promptly, when used in con-
nection with primary payments, except
as provided in §411.50, for payments by
liability insurers, means payment
within 120 days after receipt of the
claim.

Proper claim means a claim that is
filed timely and meets all other claim
filing requirements specified by the
plan, program, or insurer.

Secondary, when used to characterize
Medicare benefits, means that those
benefits are payable only to the extent
that payment has not been made and
cannot reasonably be expected to be
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