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verification obtained at a later date,
but prior to submitting the claim to
Medicare for payment. Secondary
forms of verification include a copy of
any of the following:

(i) The signed patient care/trip re-
port;

(ii) The facility or hospital registra-
tion/admission sheet;

(iii) The patient medical record;

(iv) The facility or hospital log; or

(v) Other internal facility or hospital
records.

(c) Who may sign if the beneficiary was
not present for the service. If a provider,
nonparticipating hospital, or supplier
files a claim for services that involved
no personal contact between the pro-
vider, hospital, or supplier and the ben-
eficiary (for example, a physician sent
a blood sample to the provider for diag-
nostic tests), a representative of the
provider, hospital, or supplier may sign
the claim on the beneficiary’s behalf.

(d) Claims by entities that provide cov-
erage complementary to Medicare. A
claim by an entity that provides cov-
erage complementary to Medicare Part
B may be signed by the entity on the
beneficiary’s behalf.

(e) Acceptance of other signatures for
good cause. If good cause is shown, CMS
may honor a claim signed by a party
other than those specified in para-
graphs (a) through (c) of this section.

[63 FR 6640, Mar. 2, 1988; 53 FR 12945, Apr. 20,
1988, as amended at 53 FR 28388, July 28, 1988;
72 FR 66406, Nov. 27, 2007; 73 FR 2432, Jan. 15,
2008; 73 FR 66938, Nov. 19, 2008]

§424.37 Evidence of authority to sign
on behalf of the beneficiary.

(a) Beneficiary incapable. When a
party specified in §424.36(b) signs a
claim or request for payment state-
ment, he or she must also submit a
brief statement that—

(1) Describes his or her relationship
to the beneficiary; and

(2) Explains the circumstances that
make it impractical for the beneficiary
to sign the claim or statement.

(b) Beneficiary not present for services.
When a representative of the provider,
nonparticipating hospital, or supplier
signs a claim or request for payment
statement under §424.36(c), he or she
must explain why it was not possible to
obtain the beneficiary’s signature. (For

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

example: ‘‘Patient not physically
present for test.”’)

[563 FR 6640, Mar. 2, 1988; 53 FR 12945, Apr. 20,
1988]

§424.40 Request for payment effective
for more than one claim.

(a) Basic procedure. A separate re-
quest for payment statement pre-
scribed by CMS and signed by the bene-
ficiary (or by his or her representative)
may be included in claims by reference,
in the circumstances specified in para-
graphs (b) through (d) of this section.

(b) Claims filed by a provider or non-
participating hospital—(1) Inpatient serv-
ices. A signed request for payment
statement, included in the first claim
for Part A services furnished by a facil-
ity (a participating hospital or SNF, or
a nonparticipating hospital that has
elected to claim payment) during a
beneficiary’s period of confinement,
may be effective for all claims for Part
A services the facility furnishes that
beneficiary during that confinement.

(2) Home health services and outpatient
physical therapy or speech pathology
services. A signed request for payment
statement, included in the first claim
for home health services or outpatient
physical therapy or speech pathology
services furnished by a provider under
a plan of treatment, may be effective
for all claims for home health services
or outpatient physical therapy or
speech pathology services furnished by
the provider under that plan of treat-
ment.

(c) Signed statement in the provider
record—(1) Services to inpatients. A
signed request for payment statement
in the files of a participating hospital
or SNF may be effective for all claims
for services furnished to the bene-
ficiary during a single inpatient stay in
that facility—

(i) By the hospital or SNF;

(ii) By physicians, if their services
are billed by the hospital or SNF in its
name; or

(iii) By physicians who bill sepa-
rately, if the services were furnished in
the hospital or SNF.

(2) Services to outpatients: Providers
and renal dialysis facilities. A signed re-
quest for payment statement retained
in the provider’s or facility’s files may
be effective indefinitely, for all claims
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for services furnished to that bene-
ficiary on an outpatient basis—

(i) By the provider or facility;

(ii) By physicians whose services are
billed by the provider or facility in its
name; or

(iii) By physicians who bill sepa-
rately, if the services were furnished in
the provider or facility.

(3) Services to outpatients: Independent
rural health clinics and Federally quali-
fied health centers. A signed request for
payment statement retained in the
clinic’s or center’s files may be effec-
tive indefinitely for all claims for serv-
ices furnished to that beneficiary by
the clinic.

(d) Signed statement in the supplier’s
record. A signed request for payment
statement retained in the supplier’s
file may be effective indefinitely sub-
ject to the following restrictions:

(1) This policy does not apply to un-
assigned claims for rental of durable
medical equipment (DME).

(2) With respect to assigned claims
for rental or purchase of DME, a new
statement is required if another item
of equipment is rented or purchased.

[63 FR 6634, Mar. 2, 1988, as amended at 57 FR
24982, June 12, 1992]

§424.44 Time limits for filing claims.

(a) Time limits. (1) Except as provided
in paragraphs (b) and (e) of this sec-
tion, for services furnished on or after
January 1, 2010, the claim must be filed
no later than the close of the period
ending 1 calendar year after the date of
service.

(2) Except as provided in paragraphs
(b) and (e) of this section and except for
services furnished during the last 3
months of 2009, for services furnished
before January 1, 2010, the claim must
be filed—

(i) On or before December 31 of the
following year for services that were
furnished during the first 9 months of a
calendar year; and

(ii) On or before December 31st of the
second following year for services that
were furnished during the last 3
months of the calendar year.

(3) For services furnished during the
last 3 months of CY 2009 all claims
must be filed no later than December
31, 2010.

§424.44

(b) Exceptions to time limits. Excep-
tions to the time Ilimits for filing
claims include the following:

(1) The time for filing a claim will be
extended if CMS or one of its contrac-
tors determines that a failure to meet
the deadline in paragraph (a) of this
section was caused by error or mis-
representation of an employee, Medi-
care contractor (including Medicare
Administrative Contractor, inter-
mediary, or carrier), or agent of HHS
that was performing Medicare func-
tions and acting within the scope of its
authority.

(2) The time for filing a claim will be
extended if CMS or one of its contrac-
tors determines that a failure to meet
the deadline in paragraph (a) of this
section is caused by all of the following
conditions:

(i) At the time the service was fur-
nished the beneficiary was not entitled
to Medicare.

(ii) The beneficiary subsequently re-
ceived notification of Medicare entitle-
ment effective retroactively to or be-
fore the date of the furnished service.

(3) The time for filing a claim will be
extended if CMS or one of its contrac-
tors determines that a failure to meet
the deadline in paragraph (a) of this
section is caused by all of the following
conditions:

(i) At the time the service was fur-
nished the beneficiary was not entitled
to Medicare.

(ii) The beneficiary subsequently re-
ceived notification of Medicare entitle-
ment effective retroactively to or be-
fore the date of the furnished service.

(iii) A State Medicaid agency recov-
ered the Medicaid payment for the fur-
nished service from a provider or sup-
plier 6 months or more after the serv-
ice was furnished.

(4) The time for filing a claim will be
extended if CMS or one of its contrac-
tors determines that a failure to meet
the deadline in paragraph (a) of this
section is caused by all of the following
conditions:

(i) At the time the service was fur-
nished the beneficiary was enrolled in a
Medicare Advantage plan or Program
of All-inclusive Care for the Elderly
(PACE) provider organization.
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