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§424.57 Special payment rules for
items furnished by DMEPOS sup-
pliers and issuance of DMEPOS
supplier billing privileges.

(a) Definitions. As used in this sec-
tion, the following definitions apply:

DMEPOS stands for durable medical
equipment, prosthetics, orthotics and
supplies.

DMEPOS supplier means an entity or
individual, including a physician or a
Part A provider, which sells or rents
Part B covered items to Medicare bene-
ficiaries and which meets the standards
in paragraph (c) of this section.

Medicare covered items means medical
equipment and supplies as defined in
section 1834(j)(b) of the Act.

(b) General rule. A DMEPOS supplier
must meet the following conditions in
order to be eligible to receive payment
for a Medicare-covered item:

(1) The supplier has submitted a com-
pleted application to CMS to furnish
Medicare-covered items including re-
quired enrollment forms. (The supplier
must enroll separate physical locations
it uses to furnish Medicare-covered
DMEPOS, with the exception of loca-
tions that it uses solely as warehouses
or repair facilities.)

(2) The item was furnished on or after
the date CMS issued to the supplier a
DMEPOS supplier number conveying
billing privileges. (CMS issues only one
supplier number for each location.)
This requirement does not apply to
items furnished incident to a physi-
cian’s service.

(3) CMS has not revoked or excluded
the DMEPOS supplier’s privileges dur-
ing the period which the item was fur-
nished has not been revoked or ex-
cluded.

(4) A supplier that furnishes a drug
used as a Medicare-covered supply with
durable medical equipment or pros-
thetic devices must be licensed by the
State to dispense drugs (A supplier of
drugs must bill and receive payment
for the drug in its own name. A physi-
cian, who is enrolled as a DMEPOS
supplier, may dispense, and bill for,
drugs under this standard if authorized
by the State as part of the physician’s
license.)

(5) The supplier has furnished to CMS
all information or documentation re-
quired to process the claim.
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(c) Application certification standards.
The supplier must meet and must cer-
tify in its application for billing privi-
leges that it meets and will continue to
meet the following standards. The sup-
plier:

(1) Operates its business and fur-
nishes Medicare-covered items in com-
pliance with all applicable Federal and
State licensure and regulatory require-
ments;

(2) Has not made, or caused to be
made, any false statement or misrepre-
sentation of a material fact on its ap-
plication for billing privileges. (The
supplier must provide complete and ac-
curate information in response to ques-
tions on its application for billing
privileges. The supplier must report to
CMS any changes in information sup-
plied on the application within 30 days
of the change.);

(3) Must have the application for bill-
ing privileges signed by an individual
whose signature binds a supplier;

(4) Fills orders, frabicates, or fits
items from its own inventory or by
contracting with other companies for
the purchase of items necessary to fill
the order. If it does, it must provide,
upon request, copies of contracts or
other documentation showing compli-
ance with this standard. A supplier
may not contract with any entity that
is currently excluded from the Medi-
care program, any State health care
programs, or from any other Federal
Government Executive Branch procure-
ment or nonprocurement program or
activity;

(5) Advises beneficiaries that they
may either rent or purchase inexpen-
sive or routinely purchased durable
medical equipment, and of the pur-
chase option for capped rental durable
medical equipment, as defined in
§414.220(a) of this subchapter. (The sup-
plier must provide, upon request, docu-
mentation that it has provided bene-
ficiaries with this information, in the
form of copies of letters, logs, or signed
notices.);

(6) Honors all warranties expressed
and implied under applicable State
law. A supplier must not charge the
beneficiary or the Medicare program

946



Centers for Medicare & Medicaid Services, HHS

for the repair or replacement of Medi-
care covered items or for services cov-
ered under warranty. This standard ap-
plies to all purchased and rented items,
including capped rental items, as de-
scribed in §414.229 of this subchapter.
The supplier must provide, upon re-
quest, documentation that it has pro-
vided beneficiaries with information
about Medicare covered items covered
under warranty, in the form of copies
of letters, logs, or signed notices;

(7) Maintains a physical facility on
an appropriate site. The physical facil-
ity must contain space for storing busi-
ness records including the supplier’s
delivery, maintenance, and beneficiary
communication records. For purposes
of this standard, a post office box or
commercial mailbox is not considered
a physical facility. In the case of a
multi-site supplier, records may be
maintained at a centralized location;

(8) Permits CMS, or its agents to con-
duct on-site inspections to ascertain
supplier compliance with the require-
ments of this section. The supplier lo-
cation must be accessible during rea-
sonable business hours to beneficiaries
and to CMS, and must maintain a visi-
ble sign and posted hours of operation;

(9) Maintains a primary business
telephone listed under the name of the
business locally or toll-free for bene-
ficiaries. The supplier must furnish in-
formation to beneficiaries at the time
of delivery of items on how the bene-
ficiary can contact the supplier by
telephone. The exclusive use of a beep-
er number, answering service, pager,
facsimile machine, car phone, or an an-
swering machine may not be used as
the primary business telephone for pur-
poses of this regulation;

(10) Has a comprehensive liability in-
surance policy in the amount of at
least $300,000 that covers both the sup-
plier’s place of business and all cus-
tomers and employees of the supplier.
In the case of a supplier that manufac-
tures its own items, this insurance
must also cover product liability and
completed operations. Failure to main-
tain required insurance at all times
will result in revocation of the sup-
plier’s billing privileges retroactive to
the date the insurance lapsed;

(11) Must agree not to contact a bene-
ficiary by telephone when supplying a
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Medicare-covered item unless one of
the following applies:

(i) The individual has given written
permission to the supplier to contact
them by telephone concerning the fur-
nishing of a Medicare-covered item
that is to be rented or purchased.

(ii) The supplier has furnished a
Medicare-covered item to the indi-
vidual and the supplier is contacting
the individual to coordinate the deliv-
ery of the item.

(iii) If the contact concerns the fur-
nishing of a Medicare-covered item
other than a covered item already fur-
nished to the individual, the supplier
has furnished at least one covered item
to the individual during the 15-month
period preceding the date on which the
supplier makes such contact.

(12) Must be responsible for the deliv-
ery of Medicare covered items to bene-
ficiaries and maintain proof of deliv-
ery. (The supplier must document that
it or another qualified party has at an
appropriate time, provided bene-
ficiaries with necessary information
and instructions on how to use Medi-
care-covered items safely and effec-
tively);

(13) Must answer questions and re-
spond to complaints a beneficiary has
about the Medicare-covered item that
was sold or rented. A supplier must
refer beneficiaries with Medicare ques-
tions to the appropriate carrier. A sup-
plier must maintain documentation of
contacts with beneficiaries regarding
complaints or questions;

(14) Must maintain and replace at no
charge or repair directly, or through a
service contract with another com-
pany, Medicare-covered items it has
rented to beneficiaries. The item must
function as required and intended after
being repaired or replaced;

(15) Must accept returns from bene-
ficiaries of substandard (less than full
quality for the particular item or un-
suitable items, inappropriate for the
beneficiary at the time it was fitted
and rented or sold);

(16) Must disclose these supplier
standards to each beneficiary to whom
it supplies a Medicare-covered item;

(17) Must comply with the disclosure
provisions in §420.206 of this sub-
chapter;
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(18) Must not convey or reassign a
supplier number;

(19) Must have a complaint resolution
protocol to address beneficiary com-
plaints that relate to supplier stand-
ards in paragraph (c) of this section
and keep written complaints, related
correspondence and any notes of ac-
tions taken in response to written and
oral complaints. Failure to maintain
such information may be considered
evidence that supplier standards have
not been met. (This information must
be kept at its physical facility and
made available to CMS, upon request.);

(20) Must maintain the following in-
formation on all written and oral bene-
ficiary complaints, including telephone
complaints, it receives:

(i) The name, address, telephone
number, and health insurance claim
number of the beneficiary.

(ii) A summary of the complaint; the
date it was received; the name of the
person receiving the complaint, and a
summary of actions taken to resolve
the complaint.

(iii) If an investigation was not con-
ducted, the name of the person making
the decision and the reason for the de-
cision.

(21) Provides to CMS, upon request,
any information required by the Medi-
care statute and implementing regula-
tions.

(d) Failure to meet standards. CMS will
revoke a supplier’s billing privileges if
it is found not to meet the standards in
paragraphs (b) and (c) of this section.
(The revocation is effective 15 days
after the entity is sent notice of the
revocation, as specified in §405.874 of
this subchapter.)

(e) Renewal of billing privileges. A sup-
plier must renew its application for
billing privileges every 3 years after
the billing privileges are first granted.
(Each supplier must complete a new
application for billing privileges 3
years after its last renewal of privi-
leges.)

[656 FR 60377, Oct. 11, 2000]
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Subpart E—To Whom Payment is
Made in Special Situations

§424.60 Scope.

(a) This subpart sets forth provisions
applicable to payment after the bene-
ficiary’s death and payment to entities
that provide coverage complementary
to Medicare Part B.

(b) The provisions applicable to pay-
ment for services excluded as custodial
care or services not reasonable and
necessary are set forth in §§405.332
through 405.336 of this chapter.

[63 FR 6634, Mar. 2, 1988, as amended at 53 FR
28388, July 28, 1988]

§424.62 Payment after beneficiary’s
death: Bill has been paid.

(a) Scope. This section specifies the
persons whom Medicare pays, and the
conditions for payments, when the ben-
eficiary has died and the bill has been
paid.

(b) Situation. (1) The beneficiary has
received covered services for which he
could receive direct payment under
§424.53.

(2) The beneficiary died without re-
ceiving Medicare payment.

(3) The bill has been paid.

(c) Persons whom Medicare pays. In
the situation described in paragraph (b)
of this section, Medicare pays the fol-
lowing persons in the specified cir-
cumstances:

(1) The person or persons who, with-
out a legal obligation to do so, paid for
the services with their own funds, be-
fore or after the beneficiary’s death.

(2) The legal representative of the
beneficiary’s estate if the services were
paid for by the beneficiary before he or
she died, or with funds from the estate.

(3) If the deceased beneficiary or his
or her estate paid for the services and
no legal representative of the estate
has been appointed, the survivors, in
the following order of priority:

(i) The person found by SSA to be the
surviving spouse, if he or she was ei-
ther living in the same household with
the deceased at the time of death, or
was, for the month of death, entitled to
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