CURRENT SIGNATURE REQUIREMENT

(Effective January 1, 2008)


§ 424.36 Signature requirements.

   (a) General rule. The beneficiary’s own signature is required on the claim unless the beneficiary has died or the provisions of paragraph (b), (c), or (d) of this section apply.

   (b) Who may sign when the beneficiary is incapable. If the beneficiary is physically or mentally incapable of signing the claim, the claim may be signed on his or her behalf by one of the following:

   (1) The beneficiary’s legal guardian.

   (2) A relative or other person who receives social security or other governmental benefits on the beneficiary’s behalf.

   (3) A relative or other person who arranges for the beneficiary’s treatment or exercises other responsibility for his or her affairs.

   (4) A representative of an agency or institution that did not furnish the services for which payment is claimed but furnished other care, services, or assistance to the beneficiary.

   (5) A representative of the provider or of the nonparticipating hospital claiming payment for services it has furnished if the provider or nonparticipating hospital is unable to have the claim signed in accordance with paragraph (b)(1), (2), (3), or (4) of this section after making reasonable efforts to locate and obtain the signature of one of the individuals specified in paragraph (b)(1), (2), (3), or (4) of this section.

   (6) An ambulance provider or supplier with respect to emergency ambulance transport services, if the following conditions and documentation requirements are met. 
   (i) None of the individuals listed in paragraph (b)(1), (2), (3), or (4) of this section was available or willing to sign the claim on behalf of the beneficiary at the time the service was provided; 
   (ii) The ambulance provider or supplier maintains in its files the following information and documentation for a period of at least four years from the date of service:

   (A) A contemporaneous statement, signed by an ambulance employee present during the trip to the receiving facility, that, at the time the service was

provided, the beneficiary was physically or mentally incapable of signing the claim and that none of the individuals listed in paragraph (b)(1), (2), (3), or (4) of this section were available or willing to sign the claim on behalf of the beneficiary, and

   (B) Documentation with the date and time the beneficiary was transported, and the name and location of the facility that received the beneficiary, and

   (C) Either of the following:

   (1) A signed contemporaneous statement from a representative of the facility that received the beneficiary, which documents the name of the beneficiary and the date and time the beneficiary was received by that facility; or

   (2) The requested information from a representative of the facility using a secondary form of 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 report;

   (ii) The hospital registration/admissions sheet;

   (iii) The patient medical record;

   (iv) The hospital log; or

   (v) Other internal 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 provider, hospital, or supplier and the beneficiary (for example, a physician sent a blood sample to the provider for diagnostic tests), a representative of the provider, hospital, or supplier may sign the claim on the beneficiary’s behalf.

   (d) Claims by entities that provide coverage complementary to Medicare. A claim by an entity that provides coverage 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 paragraphs (a) through (c) of this section.

[53 FR 6640, Mar. 2, 1988; 53 FR 12945, Apr. 20, 1988, as amended at 53 FR 28388, July 28, 1988, as amended at 72 FR 66222, November 27, 2007]

§ 424.36 Signature requirements.

   (a) General rule. The beneficiary’s own signature is required on the claim unless the beneficiary has died or the provisions of paragraph (b), (c), or (d) of this section apply.  For purposes of this section, “the claim” includes the actual claim form or such other form that contains adequate notice to the beneficiary or other authorized individual that the purpose of the signature is to authorize a provider or supplier to submit a claim to Medicare for specified services furnished to the beneficiary.
   (b) Who may sign when the beneficiary is incapable. If the beneficiary is physically or mentally incapable of signing the claim, the claim may be signed on his or her behalf by one of the following: 
   (1) The beneficiary’s legal guardian.

   (2) A relative or other person who receives social security or other governmental benefits on the beneficiary’s behalf.

   (3) A relative or other person who arranges for the beneficiary’s treatment or exercises other responsibility for his or her affairs.

   (4) A representative of an agency or institution that did not furnish the services for which payment is claimed but furnished other care, services, or assistance to the beneficiary.

   (5) A representative of the provider or of the nonparticipating hospital claiming payment for services it has furnished if the provider or nonparticipating hospital is unable to have the claim signed in accordance with paragraph (b)(1), (2), (3), or (4) of this section after making reasonable efforts to locate and obtain the signature of one of the individuals specified in paragraph (b)(1), (2), (3), or (4) of this section.

   (6) An ambulance provider or supplier with respect to emergency or nonemergency ambulance transport services, if the following conditions and documentation requirements are met.

   (i) None of the individuals listed in paragraph (b)(1), (2), (3), or (4) of this section was available or willing to sign the claim on behalf of the beneficiary at the time the service was provided;

   (ii) The ambulance provider or supplier maintains in its files the following information and documentation for a period of at least four years from the date of service:

   (A) A contemporaneous statement, signed by an ambulance employee present during the trip to the receiving facility, that, at the time the service was

provided, the beneficiary was physically or mentally incapable of signing the claim and that none of the individuals listed in paragraph (b)(1), (2), (3), or (4)

of this section were available or willing to sign the claim on behalf of the beneficiary, and

   (B) Documentation with the date and time the beneficiary was transported, and the name and location of the facility that received the beneficiary, and 

   (C) Either of the following:

   (1) A signed contemporaneous statement from a representative of the facility that received the beneficiary, which documents the name of the beneficiary and the date and time the beneficiary was received by that facility; or

   (2) The requested information from a representative of the hospital or facility using a secondary form of 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 report;

   (ii) The facility or hospital registration/admissions 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 provider, hospital, or supplier and the beneficiary (for example, a physician sent a blood sample to the provider for diagnostic

tests), a representative of the provider, hospital, or supplier may sign the claim on the beneficiary’s behalf. 

   (d) Claims by entities that provide coverage

complementary to Medicare. A claim by an entity that provides coverage 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 paragraphs (a) through (c) of this section.

Patient Name: 

Run Number: 


Destination Name: 

Date of Transport: 



time of destination:  


SECTION I – PATIENT SIGNATURE

I acknowledge that I am legally responsible for the ambulance services provided to me.  I request payment of authorized Medicare benefits and/or other insurance benefits be made on my behalf to [insert organization name] for any ambulance services and supplies furnished to me by [insert organization name], whether in the past, now or in the future.  I authorize any holder of medical information about me or other relevant documentation about me to release to the Centers for Medicare and Medicaid Services and its agents and contractors, any and all appropriate third party payers and their respective agents and contractors, as well as [insert organization name], any information or documentation in their possession needed to determine these benefits and/or the benefits payable for related services, whether in the past, now or in the future.  

I acknowledge that I have been provided with a copy of [insert organization name] Notice of Privacy Practices on this date.

Signature of Patient




                                                                                 Date

SECTION II – REPRESENTATIVE SIGNATURE

Reason Patient could not Sign (crew to complete):  








By signing below, I certify that I am one of the following individuals, and that I am authorized to sign on the patient’s behalf.  I understand that I am signing in order to permit the above-named company to submit a claim for its services to Medicare and/or any other third-party payers.  My signature is not an acceptance of financial responsibility for the patient.
(check one): 


⁭ Patient’s legal guardian (42 C.F.R. §424.36(b)(1))


⁭ Relative or other person who receives governmental benefits on the patient’s behalf (42 C.F.R. §424.36(b)(2))


⁭ Relative or other person who arranges patient’s treatment or manages the patient’s affairs (42 C.F.R. §424.36(b)(3))


⁭ Representative of institution that furnished care or other services to the patient (42 C.F.R. §424.36(b)(4))

    Signature of Representative

             Printed Name of Representative                                       Date

SECTION III – RECEIVING FACILITY SIGNATURE
Complete this section only if you are unable to obtain the signature of the patient or authorized representative.

By signing below, I certify that the above-named patient was physically or mentally incapable of signing at the time of transport, and that none of the individuals listed in 42 C.F.R. §424.36(b)(1) – (4) was available or willing to sign the claim on behalf of the beneficiary.
Crew Signature









                         Date
Reason Patient could not Sign (crew to complete):  

I certify that the above named patient was received by our facility on the date and time set forth above.  In the event you are unable to obtain the signature of the patient or another authorized representative, I hereby sign on the patient’s behalf in order to permit [insert organization name] to submit a claim to Medicare and/or any other third-party payers.  My signature is not an acceptance of financial responsibility for the patient.
Signature of Receiving Facility Representative
            
          Date

Printed Name of Receiving Facility Representative
                 Title/Position

This Sample Signature Form is intended to assist you in complying with the recent changes to the beneficiary signature requirement that were made as part of the 2008 Final Rule, and will cover both emergency and non-emergency transports.  This Sample Signature Form can be used in its current form by simply inserting the name of your organization in each of the bracketed areas labeled “[insert organization name]”, or it can be customized or modified to suit the needs of your organization.  Please note that this form is intended to be completed from top to bottom.  

INSTRUCTIONS FOR COMPLETING THIS FORM

Step 1:  
The ambulance crew should complete the top portion of the form, listing: (1) the patient’s name, (2) the ambulance company’s internal run number, (3) the name of the destination, (4) the date of transport and (5) the approximate time the crew arrived at the destination.

Step 2:
The ambulance crew should attempt to obtain the signature of the patient at the time of transport in Section I.  If the patient’s signature is obtained at the time of transport, the rest of this signature form does not need to be completed.

If the patient is physically or mentally incapable of signing at the time of transport, the crew should then move on to Section II – Representative Signature.  If the patient is capable of signing, but refuses to do so, the crew should list “Patient Refused” or similar language on the line for the patient signature.  
Step 3: 
If the patient is physically or mentally incapable of signing at the time of transport, the crew should list the reason in the space provided at the top of Section II.  The crew should then attempt to obtain a signature on the patient’s behalf from an authorized person.  Authorized persons include: (1) the patient’s legal guardian, (2) a relative or other person who receives government benefits on the patient’s behalf, (3) a relative or other person who arranges for the patient’s treatment or otherwise manages the patient’s affairs, and (4) a representative of a facility that has furnished care to the patient (which can include an SNF or a discharging hospital).  The crew should make sure that the authorized person checks the appropriate box identifying why they have the authority to sign on the patient’s behalf.  If a signature is obtained from an authorized representative at the time of transport, the rest of this signature form does not need to be completed.

If there is no authorized representative available or willing to sign on the patient’s behalf, the crew should move on Section III – Receiving Facility Signature.
Step 4: 
This section should only be completed if: (1) the patient was physically or mentally incapable of signing and (2) there was no authorized person available or willing to sign on the patient’s behalf.  The crew should acknowledge this by signing (and dating) the crew certification in the top portion of this box.  The crew should also list the reason why the patient could not sign in the space provided.  The crew should then attempt to obtain a signature from a representative of the receiving facility.  The representative of the receiving facility is signing to acknowledge that the patient was received by that facility on the date and time the crew listed at the top of the form.  If a signature is obtained from a representative of the receiving facility at the time of transport, you have met the exception to the patient signature requirement for ambulance transports.  


Note: If the crew is unable to obtain a signature from a representative of the receiving facility (but has otherwise completed Steps 1 – 3 above), you can still meet the exception to the patient signature requirement for ambulance services by obtaining a secondary form of verification from the receiving facility at a later date.  Examples of acceptable secondary forms of verification include a hospital face sheet, SNF admission record or other official record of that facility that lists the patient’s name and the date and time they were received by that facility.  Secondary forms of verification do not need to be signed by a representative of the receiving facility.  

