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(83) Penile implant/testicular pros-
thesis procedures and related supplies
for psychological impotence.

(84) Dermabrasion of the face except
in those cases where coverage has been
authorized for reconstructive or plastic
surgery required to restore body form
following an accidental injury or to re-
vise disfiguring and extensive scars re-
sulting from neoplastic surgery.

(85) Chemical peeling for facial wrin-
Kkles.

(86) Panniculectomy, body sculpting
procedures.

(b) CHAMPVA-determined allowable
amount.

(1) The term allowable amount is the
maximum CHAMPVA-determined level
of payment to a hospital or other au-
thorized institutional provider, a phy-
sician or other authorized individual
professional provider, or other author-
ized provider for covered services. The
CHAMPVA-allowable amount is deter-
mined prior to cost sharing and the ap-
plication of deductibles and/or other
health insurance.

(2) A Medicare-participating hospital
must accept the CHAMPVA-deter-
mined allowable amount for inpatient
services as payment-in-full. (Reference
42 CFR parts 489 and 1003).

(3) An authorized provider of covered
medical services or supplies must ac-
cept the CHAMPVA-determined allow-
able amount as payment-in-full.

(4) A provider who has collected and
not made appropriate refund, or at-
tempts to collect from the beneficiary,
any amount in excess of the
CHAMPVA-determined allowable
amount may be subject to exclusion
from Federal benefit programs.

(Authority: 38 U.S.C. 1713)

[63 FR 48102, Sept. 9, 1998, as amended at 67
FR 4359, Jan. 30, 2002]

§17.273 Preauthorization.

Preauthorization or advance ap-
proval is required for any of the fol-
lowing:

(a) Non-emergent inpatient mental
health and substance abuse care in-
cluding admission of emotionally dis-
turbed children and adolescents to resi-
dential treatment centers.

(b) All admissions to a partial hos-
pitalization program (including alcohol
rehabilitation).
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(c) Outpatient mental health visits in
excess of 23 per calendar year and/or
more than two (2) sessions per week.

(d) Dental care.

(e) Durable medical equipment with a
purchase or total rental price in excess
of $300.00.

(f) Organ transplants.

(Authority: 38 U.S.C. 1713)

§17.274 Cost sharing.

(a) With the exception of services ob-
tained through VA facilities,
CHAMPVA is a cost-sharing program
in which the cost of covered services is
shared with the beneficiary.
CHAMPVA pays the CHAMPVA-deter-
mined allowable amount less the de-
ductible, if applicable, and less the ben-
eficiary cost share.

(b) In addition to the beneficiary cost
share, an annual (calendar year) out-
patient deductible requirement ($50 per
beneficiary or $100 per family) must be
satisfied prior to the payment of out-
patient benefits. There is no deductible
requirement for inpatient services or
for services provided through VA facili-
ties.

(¢c) To provide financial protection
against the impact of a long-term ill-
ness or injury, a calendar year cost
limit or ‘‘catastrophic cap’” has been
placed on the beneficiary cost-share
amount for covered services and sup-
plies. Credits to the annual cata-
strophic cap are limited to the applied
annual deductible(s) and the bene-
ficiary cost-share amount. Costs above
the CHAMPVA-allowable amount, as
well as costs associated with non-cov-
ered services are not credited to the
catastrophic cap computation. After a
family has paid the maximum cost-
share and deductible amounts for a cal-
endar year, CHAMPVA will pay allow-
able amounts for the remaining cov-
ered services through the end of that
calendar year.

(i) Through December 31, 2001, the an-
nual cap on cost sharing is $7,500 per
CHAMPVA-eligible family.

(ii) Effective January 1, 2002, the cap
on cost sharing is $3,000 per
CHAMPVA-eligible family.

(d) If the CHAMPVA benefit payment
is under $1.00, payment will not be
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issued. Catastrophic cap and deductible
will, however, be credited.

(Authority: 38 U.S.C. 1713)

[67 FR 4359, Jan. 30, 2002; 67 FR 6875, Feb. 14,
2002]

§17.275 Claim filing deadline.

(a) Unless an exception is granted
under paragraph (b) of this section,
claims for medical services and sup-
plies must be filed with the Center no
later than:

(1) One year after the date of service;
or

(2) In the case of inpatient care, one
year after the date of discharge; or

(3) In the case of retroactive approval
for medical services/supplies, 180 days
following beneficiary notification of
authorization; or

(4) In the case of retroactive approval
of CHAMPYVA eligibility, 180 days fol-
lowing notification to the beneficiary
of authorization for services occurring
on or after the date of first eligibility.

(b) Requests for an exception to the
claim filing deadline must be sub-
mitted, in writing, to the Center and
include a complete explanation of the
circumstances resulting in late filing
along with all available supporting
documentation. Each request for an ex-
ception to the claim filing deadline
will be reviewed individually and con-
sidered on its own merit. The Center
Director may grant exceptions to the
requirements in paragraph (a) if he or
she determines that there was good
cause for missing the filing deadline.
For example, when dual coverage exists
CHAMPVA payment, if any, cannot be
determined until after the primary in-
surance carrier has adjudicated the
claim. In such circumstances an excep-
tion may be granted provided that the
delay on the part of the primary insur-
ance carrier is not attributable to the
beneficiary. Delays due to provider
billing procedures do not constitute a
valid basis for an exception.

§17.276 Appeal/review process.

Notice of the initial determination
regarding payment of CHAMPVA bene-
fits will be provided to the beneficiary
on a CHAMPVA Explanation of Bene-
fits (EOB) form. The EOB form is gen-
erated by the CHAMPVA automated

§17.278

payment processing system. If a bene-
ficiary disagrees with the determina-
tion concerning covered services or cal-
culation of benefits, he or she may re-
quest reconsideration. Such requests
must be submitted to the Center in
writing within one year of the date of
the initial determination. The request
must state why the beneficiary be-
lieves the decision is in error and must
include any new and relevant informa-
tion not previously considered. Any re-
quest for reconsideration that does not
identify the reason for dispute will be
returned to the claimant without fur-
ther consideration. After reviewing the
claim and any relevant supporting doc-
umentation, a CHAMPVA benefits ad-
visor will issue a written determina-
tion to the beneficiary that affirms, re-
verses or modifies the previous deci-
sion. If the beneficiary is still dissatis-
fied, within 90 days of the date of the
decision he or she may make a written
request for review by the Center Direc-
tor. The Director will review the claim,
and any relevant supporting docu-
mentation, and issue a decision in writ-
ing that affirms, reverses or modifies
the previous decision. The decision of
the Director with respect to benefit
coverage and computation of benefits
is final.

(Authority: 38 U.S.C. 1713)

NOTE TO §17.276: Denial of CHAMPVA bene-
fits based on legal eligibility requirements
may be appealed to the Board of Veterans’
Appeals in accordance with 38 CFR part 20.
Medical determinations are not appealable
to the Board. 20 CFR 20.101.

§17.277 Third-party
care cost recovery.

The Center will actively pursue
third-party liability/medical care cost
recovery in accordance with applicable
law.

liability/medical

§17.278 Confidentiality of records.

Confidentiality of records will be
maintained in accordance with 38 CFR
1.460 through 1.582.
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