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agent only in accordance with a writ-
ten contract under which the agent
agrees not to use or disclose the infor-
mation except for the purposes speci-
fied in the contract and only to the ex-
tent the facility itself is permitted to
do so under paragraph (a) of this sec-
tion.

§412.618 Assessment process for inter-
rupted stays.

For purposes of the patient assess-
ment process, if any patient has an in-
terrupted stay, as defined under
§412.602, the following applies:

(a) Assessment requirements. (1) The
initial case-mix group -classification
from the admission assessment re-
mains in effect (that is, no new admis-
sion assessment is performed).

(2) When the patient has completed
his or her entire rehabilitation episode
stay, a discharge assessment must be
performed.

(b) Recording and encoding of data.
The clinician must record the interrup-
tion of the stay on the patient assess-
ment instrument.

(c) If the interruption in the stay oc-
curs during the admission assessment
time period, the assessment reference
date, completion date, and encoding
date for the admission assessment are
advanced by the same number of cal-
endar days as the length of the pa-
tient’s interruption in the stay.

[66 FR 41388, Aug. 7, 2001, as amended at 67
FR 44077, July 1, 2002; 74 FR 39811, Aug. 7,
2009; 87 FR 47091, Aug. 1, 2022]

§412.620 Patient classification system.

(a) Classification methodology. (1) A
patient classification system is used to
classify patients in inpatient rehabili-
tation facilities into mutually exclu-
sive case-mix groups.

(2) For purposes of this subpart, case-
mix groups are classes of Medicare pa-
tient discharges by functional-related
groups that are based on a patient’s
impairment, age, comorbidities, func-
tional capabilities, and other factors
that may improve the ability of the
functional-related groups to estimate
variations in resource use.

(3) Data from admission assessments
under §412.610(c)(1) are used to classify
a Medicare patient into an appropriate
case-mix group.
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(4) Data from the discharge assess-
ment under §412.610(c)(2) are used to
determine the weighting factors under
paragraph (b)(4) of this section.

(b) Weighting factors—(1) General. An
appropriate weight is assigned to each
case-mix group that measures the rel-
ative difference in facility resource in-
tensity among the various case-mix
groups.

(2) Short-stay outliers. We will deter-
mine a weighting factor or factors for
patients that are discharged and not
transferred (as defined in §412.602)
within a number of days from admis-
sion as specified by us.

(3) Patients who expire. We will deter-
mine a weighting factor or factors for
patients who expire within a number of
days from admission as specified by us.

(4) Comorbidities. We will determine a
weighting factor or factors to account
for the presence of a comorbidity, as
defined in §412.602, that is relevant to
resource use in the classification sys-
tem.

(c) Revision of case-mixr group classi-
fications and weighting factors. We may
periodically adjust the case-mix groups
and weighting factors to reflect
changes in—

(1) Treatment patterns;

(2) Technology;

(3) Number of discharges; and

(4) Other factors affecting the rel-
ative use of resources.

§412.622 Basis of payment.

(a) Method of payment. (1) Under the
prospective payment system, inpatient
rehabilitation facilities receive a pre-
determined amount per discharge for
inpatient services furnished to Medi-
care Part A fee-for-service bene-
ficiaries.

(2) The amount of payment under the
prospective payment system is based
on the Federal payment rate, including
adjustments described in §412.624 and,
if applicable, during a transition pe-
riod, on a blend of the Federal payment
rate and the facility-specific payment
rate described in §412.626.

(3) IRF coverage criteria. In order for
an IRF claim to be considered reason-
able and mnecessary under section
1862(a)(1) of the Act, there must be a
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reasonable expectation that the pa-
tient meets all of the following re-
quirements at the time of the patient’s
admission to the IRF—

(i) Except for care furnished to pa-
tients in a freestanding IRF hospital
solely to relieve acute care hospital ca-
pacity in a state (or region, as applica-
ble) that is experiencing a surge during
the Public Health Emergency, as de-
fined in §400.200 of this chapter, re-
quires the active and ongoing thera-
peutic intervention of multiple therapy
disciplines (physical therapy, occupa-
tional therapy, speech-language pa-
thology, or prosthetics/orthotics ther-
apy), one of which must be physical or
occupational therapy.

(ii) Except during the emergency pe-
riod described in section 1135(g)(1)(B) of
the Act, generally requires and can
reasonably be expected to actively par-
ticipate in, and benefit from, an inten-
sive rehabilitation therapy program.
Under current industry standards, this
intensive rehabilitation therapy pro-
gram generally consists of at least 3
hours of therapy (physical therapy, oc-
cupational therapy, speech-language
pathology, or prosthetics/orthotics
therapy) per day at least 5 days per
week. In certain well-documented
cases, this intensive rehabilitation
therapy program might instead consist
of at least 15 hours of intensive reha-
bilitation therapy per week. Benefit
from this intensive rehabilitation ther-
apy program is demonstrated by meas-
urable improvement that will be of
practical value to the patient in im-
proving the patient’s functional capac-
ity or adaptation to impairments. The
required therapy treatments must
begin within 36 hours from midnight of
the day of admission to the IRF.

(iii) Except for care furnished to pa-
tients in a freestanding IRF hospital
solely to relieve acute care hospital ca-
pacity in a state (or region, as applica-
ble) that is experiencing a surge during
the Public Health Emergency, as de-
fined in §400.200 of this chapter, is suf-
ficiently stable at the time of admis-
sion to the IRF to be able to actively
participate in the intensive rehabilita-
tion therapy program that is described
in paragraph (a)(3)(ii) of this section.

(iv) Except for care furnished to pa-
tients in a freestanding IRF hospital

42 CFR Ch. IV (10-1-23 Edition)

solely to relieve acute care hospital ca-
pacity in a state (or region, as applica-
ble) that is experiencing a surge during
the Public Health Emergency, as de-
fined in §400.200 of this chapter, re-
quires physician supervision by a reha-
bilitation physician. The requirement
for medical supervision means that the
rehabilitation physician must conduct
face-to-face visits with the patient at
least 3 days per week throughout the
patient’s stay in the IRF to assess the
patient both medically and function-
ally, as well as to modify the course of
treatment as needed to maximize the
patient’s capacity to benefit from the
rehabilitation process, except that dur-
ing a Public Health Emergency, as de-
fined in §400.200 of this chapter, such
visits may be conducted using tele-
health services (as defined in section
1834(m)(4)(F') of the Act). Beginning
with the second week of admission to
the IRF, a non-physician practitioner
who is determined by the IRF to have
specialized training and experience in
inpatient rehabilitation may conduct 1
of the 3 required face-to-face visits
with the patient per week, provided
that such duties are within the non-
physician practitioner’s scope of prac-
tice under applicable state law.

(4) Documentation. Except for care
furnished to patients in a freestanding
IRF hospital solely to relieve acute
care hospital capacity in a state (or re-
gion, as applicable) that is experi-
encing a surge during the Public
Health Emergency, as defined in
§400.200 of this chapter, to document
that each patient for whom the IRF
seeks payment is reasonably expected
to meet all of the requirements in
paragraph (a)(3) of this section at the
time of admission, the patient’s med-
ical record at the IRF must contain the
following documentation—

(i) A comprehensive preadmission
screening that meets all of the fol-
lowing requirements—

(A) It is conducted by a licensed or
certified clinician(s) designated by a
rehabilitation physician within the 48
hours immediately preceding the IRF
admission. A preadmission screening
that includes all of the required ele-
ments, but that is conducted more
than 48 hours immediately preceding
the IRF admission, will be accepted as
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long as an update is conducted in per-
son or by telephone to update the pa-
tient’s medical and functional status
within the 48 hours immediately pre-
ceding the IRF admission and is docu-
mented in the patient’s medical record.

(B) It includes a detailed and com-
prehensive review of each patient’s
condition and medical history, includ-
ing the patient’s level of function prior
to the event or condition that led to
the patient’s need for intensive reha-
bilitation therapy, expected level of
improvement, and the expected length
of time necessary to achieve that level
of improvement; an evaluation of the
patient’s risk for clinical complica-
tions; the conditions that caused the
need for rehabilitation; the treatments
needed (that is, physical therapy, occu-
pational therapy, speech-language pa-
thology, or prosthetics/orthotics); and
anticipated discharge destination.

(C) It serves as the basis for the ini-
tial determination of whether or not
the patient meets the requirements for
an IRF admission to be considered rea-
sonable and necessary in paragraph
(a)(3) of this section.

(D) It is used to inform a rehabilita-
tion physician who reviews and docu-
ments his or her concurrence with the
findings and results of the
preadmission screening prior to the
IRF admission.

(E) It is retained in the patient’s
medical record at the IRF.

(ii) An individualized overall plan of
care for the patient that meets all of
the following requirements—

(A) It is developed by a rehabilitation
physician with input from the inter-
disciplinary team within 4 days of the
patient’s admission to the IRF.

(B) It is retained in the patient’s
medical record at the IRF.

(5) Interdisciplinary team approach to
care. Except for care furnished to pa-
tients in a freestanding IRF hospital
solely to relieve acute care hospital ca-
pacity in a state (or region, as applica-
ble) that is experiencing a surge during
the Public Health Emergency, as de-
fined in §400.200 of this chapter, in
order for an IRF claim to be considered
reasonable and necessary under section
1862(a)(1) of the Act, the patient must
require an interdisciplinary team ap-
proach to care, as evidenced by docu-
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mentation in the patients’ medical
record of weekly interdisciplinary

team meetings that meet all of the fol-
lowing requirements—

(i) The team meetings are led by a re-
habilitation physician and further con-
sist of a registered nurse with special-
ized training or experience in rehabili-
tation; a social worker or case manager
(or both); and a licensed or certified
therapist from each therapy discipline
involved in treating the patient. All
team members must have current
knowledge of the patient’s medical and
functional status. The rehabilitation
physician may lead the interdiscipli-
nary team meeting remotely via a
mode of communication such as video
or telephone conferencing.

(ii) The team meetings occur at least
once per week throughout the duration
of the patient’s stay to implement ap-
propriate treatment services; review
the patient’s progress toward stated re-
habilitation goals; identify any prob-
lems that could impede progress to-
wards those goals; and, where nec-
essary, reassess previously established
goals in light of impediments, revise
the treatment plan in light of new
goals, and monitor continued progress
toward those goals.

(iii) The results and findings of the
team meetings, and the concurrence by
the rehabilitation physician with those
results and findings, are retained in the
patient’s medical record.

(b) Payment in full. (1) The payment
made under this subpart represents
payment in full (subject to applicable
deductibles and coinsurance as de-
scribed in subpart G of part 409 of this
subchapter) for inpatient operating and
capital-related costs associated with
furnishing Medicare covered services in
an inpatient rehabilitation facility, but
not for the cost of an approved medical
education program described in §§413.75
and 413.85 of this chapter.

(2) In addition to payments based on
prospective payment rates, inpatient
rehabilitation facilities receive pay-
ments for the following:

(i) Bad debts of Medicare bene-
ficiaries, as provided in §413.89 of this
chapter; and

(ii) A payment amount per unit for
blood clotting factor provided to Medi-
care inpatients who have hemophilia.
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(c) Definitions. As used in this sec-
tion—

Rehabilitation physician means a li-
censed physician who is determined by
the IRF to have specialized training
and experience in inpatient rehabilita-
tion.

State (or region, as applicable) that is
exrperiencing a surge means a state (or
region, as applicable) that is in phase 1
of the President’s Guidelines for Open-
ing Up America Again (https:/
www.whitehouse.gov/openingamerica/),
specifically, a state (or region, as ap-
plicable) that satisfies all of the fol-
lowing, as determined by applicable
state and local officials:

(i) All vulnerable individuals con-
tinue to shelter in place.

(ii) Individuals continue
distancing.

(iii) Individuals avoid socializing in
groups of more than 10.

(iv) Non-essential travel
mized.

(v) Visits to senior living facilities
and hospitals are prohibited.

(vi) Schools and organized youth ac-
tivities remain closed.

Week means a period of 7 consecutive
calendar days beginning with the date
of admission to the IRF.

[66 FR 41388, Aug. 7, 2001, as amended at 70
FR 47952, Aug. 15, 2005; 74 FR 39811, Aug. 7,
2009; 83 FR 38573,Aug. 6, 2018; 84 FR 39172,
Aug. 8, 2019; 85 FR 19287, Apr. 6, 2020; 85 FR
27622, May 8, 2020; 85 FR 48462, Aug. 10, 2020;
85 FR 59023, Sept. 18, 2020]

social

is mini-

§412.624 Methodology for calculating
the Federal prospective payment
rates.

(a) Data used. To calculate the pro-
spective payment rates for inpatient
hospital services furnished by inpatient
rehabilitation facilities, we use—

(1) The most recent Medicare data
available, as of the date of establishing
the inpatient rehabilitation facility
prospective payment system, to esti-
mate payments for inpatient operating
and capital-related costs made under
part 413 of this subchapter;

(2) An appropriate wage index to ad-
just for area wage differences;

(3) An increase factor to adjust for
the most recent estimate of increases
in the prices of an appropriate market
basket of goods and services included

42 CFR Ch. IV (10-1-23 Edition)

in covered
services; and

(4) Patient assessment data described
in §412.606 and other data that account
for the relative resource utilization of
different patient types.

(b) Determining the average costs per
discharge for fiscal year 2001. We deter-
mine the average inpatient operating
and capital costs per discharge for
which payment is made to each inpa-
tient rehabilitation facility using the
available data specified under para-
graph (a)(1) of this section. The cost
per discharge is adjusted to fiscal year
2001 by an increase factor, described in
paragraph (a)(3) of this section, under
the update methodology described in
section 1886(b)(3)(B)(ii) of the Act for
each year through the midpoint of fis-
cal year 2001.

(c) Determining the Federal prospective
payment rates—(1) General. The Federal
prospective payment rates will be es-
tablished using a standard payment
amount referred to as the standard
payment conversion factor. The stand-
ard payment conversion factor is a
standardized payment amount based on
average costs from a base year that re-
flects the combined aggregate effects
of the weighting factors, various facil-
ity and case level adjustments, and
other adjustments.

(2) Update the cost per discharge. CMS
applies the increase factor described in
paragraph (a)(3) of this section to the
facility’s cost per discharge determined
under paragraph (b) of this section to
compute the cost per discharge for fis-
cal year 2002. Based on the updated
cost per discharge, CMS estimates the
payments that would have been made
to the facility for fiscal year 2002 under
part 413 of this chapter without regard
to the prospective payment system im-
plemented under this subpart.

(3) Computation of the standard pay-
ment conversion factor. The standard
payment conversion factor is computed
as follows:

(i) For fiscal year 2002. Based on the
updated costs per discharge and esti-
mated payments for fiscal year 2002 de-
termined in paragraph (c)(2) of this sec-
tion, CMS computes a standard pay-
ment conversion factor for fiscal year
2002, as specified by CMS, that reflects,

inpatient rehabilitation
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