
 

Newsletter Consolidated Billing Services, Inc.  April 9, 2012 

 
 

REFUND THAT MEDICARE OR MEDICAID OVERPAYMENT WITHIN 60 DAYS 

CMS issued its proposed rule Medicare Program; Reporting and Returning Overpayments on February 
16, 2012.  This rule is a result of health care reform technically known as the Affordable Care Act passed 
in the spring of 2010.  Essentially, all healthcare providers that accept federal funds must return any 
overpayment within 60 days after the date that overpayment was identified or any corresponding cost is 
due.  This includes not only Medicare but Medicaid programs as well.  For Skilled Nursing Facilities, 
overpayments generally come from errors or corrections in billed services and therefore the critical date 
is 60 days from when you first identify the overpayment. 

Overpayments happen for any number of reasons including; the MDS is corrected, therapy minutes 
counted incorrectly, an MDS was not included on the UB-04 (this happens more frequently with change 
of therapy and end-of-therapy MDS), too many days were billed, co-insurance days should have been 
applied, Medicare was not primary payer, or the resident was gone at midnight and therefore that day 
should not have been billed.  This is only a sample; there are many other scenarios that could result in a 
Medicare overpayment in addition to these examples. 

The critical issue is that Providers have a legal responsibility to return these overpayments within 60 
days of the date that overpayment is first identified.  The proposed rule attempts to clarify what “first 
identified” means along with setting up a process to return these overpayments.  It is important to note 
that the 60 day rule went into effective in 2010 with the passage of healthcare reform and is not 
“pending” further rule making from CMS.  Provider should comply today and the easiest way for 
Providers to refund an overpayment where the claim is less than a year old is by editing the paid claim 
online.  One obstacle to online claim correction is that some Medicare Administrative Contractors 
(MACs) have miss-interpreted the 120 days rule allowing Provides only 120 days from the through date 
on the paid claim when changing anything that relates to the HIPSS code.  The 120 day rule should be 
applied narrowly when the claim is being changed as a result of an “MDS correction.”   Outside of a 
corrected and re-submitted MDS, Providers should have one year from the through date on the original 
claim to make an online correction.   

The proposed rule on overpayments leans toward a reporting process to return overpayments as 
opposed to online claim correction.  This may leave the federal claims database forever in error and 
since this data is used by many researchers, which is not an ideal outcome. 
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