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Monthly Patient Activity Report (PAR)

The Centers for Medicare & Medicaid Services (CMS) requires ESRD Networks to track patient activity throughout the year, including additions, losses, or neutral events.  A summary report created from the information provided by the PARs, called an Annual Facility Survey (CMS-2744 report), is required from all ESRD, Medicare-approved out patient facilities.  All CHRONIC (ESRD) patients (NOT transient patients though) should be included in the report regardless of modality or actual timeframe of treatment.  

A PAR must be completed and submitted for each month (even if submitted with the words NO CHANGE), either by mail or fax, to the Network by the 10th of the following month so that Missing Forms Reports and Quarterly Patient Rosters can be updated before being dispersed.  KEEP A COPY FOR YOUR RECORDS.  Blank PARs may be obtained from the Network or from our website.

The information provided monthly on the PAR directly impacts the degree of accuracy on the Annual Facility Survey by ensuring the numbers match as required.

*The PAR does not replace CMS forms 2728 and 2746.  A CMS-2728 for should be submitted for every New ESRD (#1) patient or every modality change from hemo to PD within the first 90 days of becoming ESRD.  A CMS-2746 must be submitted for every expired patient (#8) listed on the PAR 

** A transient patient is one who arrives at your facility from another outpatient unit and dialyzes for less than 30 days with no intent to be permanent.  The Network suggests that facilities permanently transfer any patient not treated by your facility for >30 days, providing the patient is being treated in an out patient setting at another ESRD Medicare-approved facility

Suggestions for Properly Completing the PAR

Enter your facility's 6-digit Medicare Provider Number, the name of your facility, your telephone number, and your name into the attached spreadsheet form and SAVE AS (something like 456987PAR substituting the first six numbers with your provider number). Then make a separate MASTER for each facility for which you submit a PAR, changing the Medicare Provider Number appropriately for each sheet.

Enter patient information into the current PAR for every admission and discharge as the month progresses, instead of trying to dig up the information after the end of the month.  Save the current PAR as something like:  456987Mar07-1.  If you fill up page 1,open the provider's master, and enter more patients.  SAVE AS 456987Mar07-2 and so on.  You'll always have the information you submitted available later for reconciling the Annual Survey.
Enter the following core information about EACH & EVERY patient listed, regardless of the event.  

· LAST NAME, then the FIRST NAME on the second line.
· SOCIAL SECURITY NUMBER as nine digits - no dashes are necessary since the cell will display correctly.
· DATE OF BIRTH as eight digits - 2 for month, 2 for day, and 4 for year but no dashes or slashes are needed since the cell will display correctly.
· GENDER - M or F
· ZIP CODE - 5 digits only
Finally, enter one of the following Event Numbers ONLY in the Additions column for each patient permanently ADMITTED to your facility when the patient. . .

· is new to ESRD dialysis or kidney transplant = enter 1.
· permanently transfers in to your facility after being on ESRD dialysis at another out patient facility & already has a 2728 = enter 2A.
· permanently transfers in to your facility after being on ESRD dialysis in another country or a prison but does not have a 2728 = enter 2B.  A CMS-2728 must be submitted on these patients.  List the country (when applicable) where this patient previously dialyzed.
· previously received ESRD dialysis but stopped and is now restarting dialysis = enter 3.  If the patient has not had dialysis for >12 months, a Re-Entitlement 2728 form is required.
· is returning to dialysis due to a rejected kidney transplant performed in the US = enter 4A.  If the transplant was >3 yrs prior, a Re-Entitlement 2728 form is required.
· is returning to dialysis due to a rejected kidney transplant performed outside of the US = enter 4B.  If the transplant was >3 yrs prior, an Initial 2728 form is required.
Enter one of the following Event Number ONLY in the Loss column for each patient permanently DISCHARGED to your facility when the patient. . .

· leaves your facility to have a kidney transplant in the US, enter 5A.  Include the provider number in the far right-hand column.
· leaves your facility to have a kidney transplant outside of the US, enter 5B,  include the country in the far right-hand column.
· has permanently transferred out to another ESRD out patient Medicare-approved dialysis facility = enter 6A.
· has permanently transferee out to a prison or another country = enter 6B.
· has been involuntarily discharged from your facility = enter 6C.
· has permanently discontinued dialysis = enter 7.  The date should be the last date of dialysis at your facility, not the discharge date.
· has regained renal function of a native kidney and no longer requires dialysis = enter 9. This does not apply to transplanted kidneys.
· no longer comes to your facility for dialysis and their whereabouts is unknown = enter 10.  This event is rarely used.
Enter one of the following Event Numbers ONLY in the Neutral column for each patient change when the patient. . .

· remains in your facility but changes modality from hemo to Pd or from PD to permanent hemo = enter 11..  If the patient is going to In-center Frequent Dialysis or Frequent Home Hemo (5 or more times per week), write the number of sessions per week in parentheses next to this modality code.
· is receiving long-term dialysis (great than 30 days) at an acute care setting, hospital, or rehabilitation facility, AND is expected to return to out patient dialysis at your facility = enter 15.  These patients WILL remain on your patient roster & be counted in your Ending Population on the Annual Facility Survey.
· has returned to out patient dialysis at your facility after long-term dialysis (great than 30 days) at an acute care setting, hospital, or rehabilitation facility = enter 16.  

An Excel spreadsheet is available to facilities upon request to use instead of the paper version. 

ESRD Medical Evidence Report, Medicare

Entitlement and/or Patient Registration 

CMS 2728 form (June 2005)

PURPOSE OF THIS FORM 

The Medical Evidence form (CMS 2728) is needed to ENROLL chronic ESRD patients for Medicare entitlements in accordance with section 226A of the law, where a patient is medically determined by a physician to have end stage renal disease. Entitlement to ESRD Medicare benefits depends upon the completion and submission of this form to Social Security only after the patient has had an out patient treatment.
However, regardless of Medicare status or application, this form is needed for the following:

Register all out patient ESRD patients (both dialysis and kidney transplant patients) with the United States Renal Data System (USRDS) in accordance with legislation passed in 1986 that mandated the establishment of a national ESRD patient registry.  The blinded data sent to USRDS is used for epidemiological studies. 

Increase physician accountability for dialyzing patients inappropriately.

WHO COMPLETES

An ESRD patient is only eligible for ESRD Medicare benefits once they have had an out patient treatment.  Consequently, a CMS 2728 form is not submitted by hospital in-patient staff nor by nursing home and long-term care facilities.  The dialysis facility providing the very first out patient dialysis treatment (even if part of a hospital) is responsible for submitting this form, regardless of how long the patient is expected to dialyze at that facility. The form requires a physician’s signature of attestation certifying that the patient is ESRD, usually meaning a permanent condition of having little or no renal function. 

Also, transplant facilities must complete and submit an accurate CMS 2728 to the Network for any kidney transplant patient who was not receiving out patient dialysis prior to a transplant.

WHEN TO COMPLETE 

This form is completed during the following circumstances:

After an ESRD-diagnosed patient initiates either their first regular course of out patient dialysis or receives a kidney transplant, or

When a patient rejects a kidney which was transplanted more than thirty-six (36) months before the need to return to dialysis, or

When a patient has not received dialysis for more than twelve (12) months.  This form re-registers them as an active ESRD patient.  Use ONLY new data, reflecting the current course of dialysis treatment.

The date to use for the “Date Regular Dialysis Began” (Block #24) is the date of the first chronic maintenance dialysis, whether in the hospital or at your facility as an outpatient. Social Security uses this specific date to calculate (or re-calculate) the patient’s eligibility for Medicare benefits regardless of current Medicare status.

An initial CMS-2728 must be completed and submitted on every newly treated ESRD patient, including those who may already be receiving Medicare benefits based on age or disability and those patients who will never be eligible for nor chose to apply for Medicare coverage.  Past, current, or future Medicare eligibility does not change the requirement for submitting this form.   

The following time periods determine when a new or supplemental form is required and represent a modality change that affects eligibility: 
Within 45 days of the start of ESRD treatments (the date entered in Block #25).

Within 45 days of a kidney transplant when no previous dialysis was given (the date entered in Block #29).

If the patient is to be re-certified for Medicare benefits (i.e., transplant failed after 36 months or patient is re-starting dialysis after a 12 month period), this form re-registers the patient in the system.

If the patient completes home training or receives a transplant within 90 days of being diagnosed with ESRD (the date in Block #25), a supplemental  form is required by CMS to waive the once-a-lifetime 90-day waiting period for Medicare eligibility.  Regardless of Medicare status though, an updated form must be sent to the Network, and when applicable, also to Social Security.

DUE DATE

This form should be received by the Network office, either by mail or by fax, within 45 days of the first out patient date of dialysis at your facility (the date entered in Block #25). Statistics are maintained on every form submitted by a dialysis or transplant facility indicating whether or not each form was received in a timely manor and whether or not the form was accurate and complete.  The Network is tasked by CMS to report any facility that continually falls below CMS’s Annual Compliancy Standard of 90% for both timeliness and accuracy on all forms during each calendar year.  A request for sanction to CMS could result in your facility’s Medicare funding being suspended.

DO NOT SUBMIT A CMS 2728 FOR ACUTE PATIENTS.  These are the patients who are still in an in patient setting, whose renal failure is not expected to be permanent, or any patient who has regained function before submission of the CMS 2728 form.  

If a CMS 2728 form has already been submitted on a patient who regained function within 45 days of the First Date of Regular Dialysis (Block #24), please notify the Network IMMEDIATELY.
WHAT IS A SUPPLEMENTAL FORM
Whether or not the patient began dialysis at your facility or transferred from another facility, a supplemental (updated) CMS 2728 should be submitted to the Network reflecting self-care training or a kidney transplant within the first 90 days of initiating ESRD dialysis treatment or receiving a kidney transplant.  The original CMS 2728 form may be used to add the training information in Section D with the training physician’s signature in Block #42 and the UPIN in Block #43.  If the patient is applying for ESRD Medicare benefits, Social Security also needs a copy so that the patient’s eligibility date can be adjusted to the first day of the month given in Block #24. 

A supplemental (updated CMS 2728) form should always be submitted to Social Security when a transplant rejection occurs with an ESRD Medicare patient, regardless of when the kidney transplant was performed.  This prevents the patient’s benefits from being automatically terminated three years from the transplant date.  When a rejection occurs less than three years from the date of transplant, submit only an updated CMS 2728 form to Social Security.  Since a form for this purpose is not required by CMS, it will not be submitted to CMS, and Blocks 10 thru 19 may be left blank.  A physician’s signature still is required though.

Do not submit an updated CMS 2728 for any patient whose modality change occurs more than 90 days after their initial ESRD dialysis (block #24) or a transplant (block #29).  The patient’s benefits eligibility date will not change so an updated 2728 form is unnecessary.

WHAT IS A WAITING PERIOD
A 3-month qualifying (waiting) period must be completed before a patient is eligible to receive ESRD Medicare benefits. However, this waiting period will be waived IF a patient completes one of the following before the beginning of the fourth month:
completes at least one full exchange (not simply a flush) in a self-care training program, or
receives a kidney transplant. 
The 3-month waiting period is calculated from the first day of the month when the very first chronic dialysis treatment was initiated (the date entered in Block #24) and covers the next two full months, ending the last day of the third month.
WHAT TO SUBMIT 

The CMS-2728 is a two-page three-part form with distribution copies for the Social Security Administration, the ESRD Network, and the provider. The form must be signed by a nephrologist who has a UPIN in order to be valid.

The form can be faxed directly to the Network instead of mailed.  

If the form is mailed, the copies are distributed like this:

The blue (original) goes to the patient’s servicing Social Security office.

The green goes to the Network office for electronic submission to CMS.

The yellow (if included in package) is not needed & SHOULD be discarded while blank.
The white is retained for your records.

For those facilities using the VISION system, the form should be printed and signed in BLUE ink to identify it as an original for Social Security.

WHERE TO OBTAIN 

Forms can either be obtained from your local Social Security office, or ordered by either calling (410) 965-2019 or faxing a request to (410) 965-2037.  When ordering this form, please remember that the order will be for 50 form packets and ICN # is 290780.  A pdf version of the form can be downloaded here and printed directly from CMS’s website.   

SUMMARY OF CMS 2728 USE

Information captured from this form identifies patients:

· new to out patient dialysis

· returning to dialysis more than three years after a kidney transplant

· resuming dialysis more than 12 months after a previous course of dialysis ended

· entering a home training program within 90 days of the first dialysis

· receiving a transplant within 90 days of the first dialysis

Instructions for completion of the

Medical Evidence Report (CMS 2728)
Section A. Complete for all ESRD patients

Check one:   
Initial

Re-entitlement
Supplemental
1. Name (Last, First, Middle Initial)
Enter the patient’s name as it appears on a piece of identification (i.e. driver’s license, Medicare card, insurance card, etc.).  Try to provide the middle initial to improve proper patient identification in the rapidly increasing number of ESRD patients.

2. Medicare Claim Number
This should ONLY be the patient’s existing Medicare number, if applicable.  Do not enter Medicaid or private insurance numbers.  If possible, enter the patient’s original Medicare number even if they have Medicare HMO coverage.  

Please note that the Network must convert a Railroad Retirement number in order for processing by Medicare’s system.  Consequently, our converted RR numbers will never match your records.

3. Social Security Number
Enter the patient’s unique 9-digit social security number.  If the patient does not have an SSN, please write in “NONE” to indicate the block wasn’t missed.

NOTE: A Medicare number consists of the 9-digit social security number of the qualified wage earner, with the ending letter (and sometimes an additional number) indicating the relationship of the patient to the wage earner.  So if the patient has a Medicare number, compare it with the patient’s SSN to confirm the numbers and letters have been entered correctly.  

Only a Medicare number ending with A, T, or M will include the patient’s own SSN.  All other ending letters indicate the patient is drawing Medicare benefits from another wage earner’s social security account.  Click here to view the full list of ending letters and what they mean. 

Mismatched Medicare and Social Security numbers not only count as an error, but also will contribute to either your facility not receiving timely Medicare reimbursement (based on the wrong Medicare number) or the Network/CMS database identifying the wrong patient (based on the wrong SSN).
4. Date of Birth 
Provide the patient’s date of birth, including the century (19 or 20).

5. Full Address (include City, State, and Zip)

Provide the patient’s complete mailing address.  Missing city, state, or zip codes count as incomplete data.  Nine digit zip codes are acceptable if available.

6. Phone number

Provide the patient’s area code and telephone number, if applicable.
7. Sex
Provide the patient’s gender.

8. Ethnicity

This question is referring ONLY to whether or not the patient is of Hispanic or Latino ancestry.  

· If not, check Not Hispanic or Latino, and skip to #10.

· If so, check Hispanic or Latino and proceed to #9.  An answer is required if the patient is Hispanic or Latino.

9. Country/Area of Origin or Ancestry

Give the country (such as Mexico, Brazil, or Puerto Rico) or Area (such as Yucatan or Central America).  This is an option for selecting a country of origin for Asian and Native Hawaiian races, plus American Indian tribes.
10. Race

Enter the patient’s race: white (includes most Hispanic or Latino patients), black, American Indian/Alaskan Native (with the name of the enrolled or principal tribe), Asian, or Native Hawaiian or Pacific Islander.  

Multiple races may be selected (ie, Black and American Indian).

11. Is patient Applying for ESRD Medicare Coverage?

Yes or No only, but an address is not requested.

To locate the address of the nearest Social Security Administration office to the patient,click here  .

 

12. Current Medical Coverage (check ALL that apply)
Choices are Medicaid, DVA, Medicare, HMO/M+C (for Medicare HMO), Employer Group Health Insurance, Other, or None.  DO NOT check any pending coverages, only what exists at the time of becoming ESRD.

13. Height

Enter the patient’s height in the appropriate box beside either inches or centimeters.  Use the patient’s original height if an amputee, and estimate the height of any patient unable to stand erect.  This measurement helps establish normal renal function based on body size.

14. Dry Weight

Enter the patient’s dry weight in the appropriate box beside either pounds or kilograms. This measurement helps establish normal renal function based on body size.  DO NOT submit this form before a dry weight has been established.  

15. Primary Cause of Renal Failure (Use code from back of form)

Each patient can have only ONE primary cause of renal failure, usually representing the ICD-9 code.   Provide the code that best describes why this patient is now ESRD.  This cannot be the disease description; it must be only one numeric code.

View NEW codes and descriptions sorted by old number, new number, description, or category.

NOTE:  Patients returning to dialysis after a transplant rejection continue to use their original code.  Please call the Network for this original code if needed.

16. Employment Status (6 mos. prior and current status)

Select only one item in each of the two columns to best describe the patient’s employment status during the progression of their renal failure.  Select ‘Unemployed’ only if the patient has been willing and able to work.  Children under age 18 will normally be identified as ‘Student’, while patients drawing disability but under age 65 normally will be identified as ‘Retired (Disability)’.  Most patients over age 65 are not willing or able to work and should be identified as ‘Retired due to Age/Preference’.

This question is to identify how progressive renal failure has affected their ability to work.

17. Co-Morbid Conditions 
(Check ALL that apply currently or during last 10 years)

Select all of the patient’s previous conditions for the past ten years. Do not write in additional conditions since they cannot be recorded.  Select NONE when applicable.

** If the patient is institutionalized (17u), you MUST indicate which type of facility:

1. Assisted Living

2. Nursing Home

3. Other Institution
18. Prior to ESRD therapy:  These first three questions require YES, NO, or UNKNOWN.  If YES, select how long:  6-12 months or >12 months:
a.  Did patient receive exogenous erythropoetin or equivalent?
b.  Was patient under care of a nephrologist?

c. Was patient under care of a kidney dietian?

Select the appropriate answers concerning the patient’s access:

d. What access was used on first outpatient dialysis (AVF, Graft, Catheter (includes port/life site), or Other)?

If not AVF, then:
Is maturing AVF present?


Is maturing graft present?

Select YES or NO if the patient had either a catheter or AVF.

Graft does not require YES/NO.
19. Laboratory Values Within 45 Days Prior to the Most Recent ESRD Episode (in patient or out patient). (Lipid Profile within 1 Yr of Most Recent ESRD Episode).  
a1.
Serum Albumin (g/dl) (suggested range 1 – 5.5)

a2.
Serum Albumin Lower Limit (suggested range .5 – 5.5)
a3.
Lab Method Used (BCG or BCP)

b. Serum Creatinine (mg/dl) (suggested range 2 - 25)

This one lab value is REQUIRED.

c.

Hemoglobin (g/dl)*  (suggested range 5 - 30)
d.

HbA1c (suggested range 4 - 14)
e.

Lipid Profile 
TC (suggested range 100 - 240)
LDL (suggested range 100 - 190)
HDL (suggested range 35 - 60)
TG (suggested range 100 - 1000)
Section B. Complete for all ESRD patients in dialysis treatment

This section must be completed for all dialysis patients, regardless of modality.

20. Name of Dialysis Facility
Enter the name of the facility where the patient received their first out patient treatment as an ESRD patient.  If your facility has changed names recently, continue to use the name listed on your last CMS certification.  A new certification letter will be received when a name or provider number is acknowledged by CMS.

Regardless of how many treatments a patient is expected to have at your facility, this form is REQUIRED because of your facility providing the FIRST out patient treatment.
21. Medicare Provider Number (for item 20)
Enter the 6-digit number given to your specific Medicare-approved ESRD out patient facility by CMS.  Each facility has an individual provider number based on its geographic location, even if different services (i.e. hemodialysis and peritoneal dialysis) are located in separate areas of the same address. The first two digits indicate the state where your facility is located (16=Iowa; 17=Kansas; 26=Missouri; 28=Nebraska).  The last two digits indicate the ownership of your facility (00 and 01 is hospital owned; 25 and 26 is free standing; 33 is a children’s hospital; and 35 is a hospital satellite).  The last two digits are the next sequential numbers available.  

Always include the correct provider number on this form.   Facility name/provider mismatches count as an error.
22. Primary Dialysis Setting
Check HOME, Dialysis Facility/Center, or SNF/Long Term Care Facility.

23. Primary Type of Dialysis
Check the appropriate type of dialysis treatment: Hemodialysis, CAPD, CCPD, or Other.  

If the patient’s modality is hemodialysis, you MUST enter the number of sessions per week and the hours per session.

24. Date Regular Chronic Dialysis Began
This is the date the signing physician considers the patient to be ESRD (usually meaning permanently having little or no renal function from this point on, regardless of treatment setting).  This is usually the date the first “regular” (chronic) ESRD dialysis treatment is given to the patient, either as an inpatient or as an out patient.  

If the patient has a failed transplant or is restarting dialysis, this is the MOST RECENT DATE of beginning ESRD dialysis.
Social Security requires this date to determine Medicare eligibility.

See What is a Waiting Period
25. Date Patient Started Chronic Dialysis at Current Facility

This is the date of the patient’s very first ESRD out patient dialysis treatment at your facility.  Since an ESRD patient is not eligible for ESRD Medicare coverage until (and if) they have had an out patient treatment (or a kidney transplant), the facility providing this first treatment is responsible for submitting the CMS 2728 form.  If your facility did not provide the first ESRD out patient dialysis treatment, you are not responsible for submitting this form.  However, if you accept a “transfer” patient with an accompanying CMS 2728 form that does not have a date in this block, probably the patient did not receive an out patient treatment at the previous facility so your facility will be responsible for submitting the CMS 2728 form.  Confirm what facility provided the first out patient treatment to determine who is required to submit this form.

This form should be at the Network within 45 days of the date in this block.  The form can be faxed.
26. Has patient been informed of kidney transplant Options? 

Check YES or NO.  If NO, you MUST answer Block #27.
27. If patient NOT informed of transplant options, please check all that apply:
· Medically unfit

· Unsuitable due to age

· Psychologically unfit

· Patient declines information

· Patient has not been assessed

· Other

(end of page 1)

Section C. Complete for all kidney transplant patients

28. Date of Transplant

Enter the date of the patient’s most recent kidney transplant.

29. Name of Transplant Hospital

Enter the name of the transplant hospital

30. Medicare Provider Number for Item 28

Enter the transplant facility’s Medicare provider number

If preparing a CMS 2728 for a patient returning to dialysis after a transplant rejection, call the Network for this historical data.

31. Enter Date

This is mainly for use by transplant facilities to indicate the date of the transplant recipient’s initial hospitalization.  You can leave 31-33 blank if the patient is returning to dialysis after a transplant failure.

32. Name of Preparation Hospital

This is the hospital where the transplant recipient was prepared for surgery

33. Medicare Provider Number for Item 31

This is the Medicare provider number for the transplant preparatory hospital.

34. Current Status of Transplant

Check either Functioning or Non-Functioning

35. Type of Donor:

· Deceased

· Living Related (blood relatives)

· Living Unrelated
36. If Nonfunctioning, Date of Return to Regular Dialysis

This is the date the former transplant patient returned to ESRD dialysis as either in patient or out patient.  This date is usually the same date as Block #24, but cannot be before that date.

Note: A new CMS 2728 form is required if the transplant rejection occurs more than three years after the kidney transplant.  If this block is left blank on a required CMS-2728 form, it will be counted as incomplete.

37. Current Dialysis Treatment Site
Indicate if the patient is returning to Dialysis Facility/Center, Home, or SNF/Long Term Care Facility.

Section D. Complete for all ESRD self-dialysis training patient (Medicare applicants only)
Self-dialysis training information is REQUIRED on all patients regardless of past, present, or future Medicare status.

38. Name of Training Provider

Enter the name of the ESRD facility that provided the self-dialysis training.

39. Medicare Provider Number of Training Provider

Enter the 6-digit Medicare provider number of the training facility.

40. Date Training Began

This should be the date of the first full exchange on this patient.  Since the 3-month waiting period will be waived for this patient to be eligible for ESRD Medicare benefits, CMS states that the patient must reach this point to show their “good faith effort” at continuing peritoneal dialysis.  

The date entered in this block can only be up to thirty (30) days prior to the date entered in Block #24, even if it was actually earlier.  However, if this date occurred during a month prior of the date in Block #24, Medicare reimbursements will not cover any training during that previous month.

Additionally, this date can be later than the date in Block #25, reflecting that the patient started PD training at your facility but did not complete the full exchange until the date listed in this block.

DO NOT submit a form with a future date in this block since benefits eligibility is based on this date.  If it hasn’t actually occurred, don’t report it.  Submit a separate form after the actual training has started.  This is counted as an incorrect item.

41. Type of Training

Indicate which type of self-dialysis training the patient will ultimately be using.  If patient training is Hemodialysis, either home or in center must be selected.  This training type should agree with Block #23.

42. This Patient is Expected to Complete (or has completed) Training and Will Self-dialyze on a Regular Basis

Select YES or NO.  Although a self-dialyzing patient may not choose or be able to continue with PD, checking NO in this block does not disqualify the patient from still being eligible for the 90-day waiver for eligibility providing a full exchange was given.

43. Date When Patient Completed, or is Expected to Complete Training

Enter the date of or the future expected date of training completion.  This date is normally not more than a week after the first full exchange entered in Block #40.  However, the training time for Home Hemodialysis will be considerably longer.

44. Printed Name and Signature of Physician Personally Familiar with the Patient’s Training

· Print the name of the training physician.  

· The training physician also MUST sign in this block, even if it is the same physician signing the form in Block #49.  Benefits depend on this signature.
· The date of the training physician’s signature is now required.
45. UPIN of Physician in Item 42

The training physician’s UPIN MUST be entered in this block.

If you don’t know or are in doubt about a specific nephrologist’s UPIN,

click here .

Section E. Physician Identification

46. Attending Physician (Print)

Clearly print the name of the physician attesting to this patient’s ESRD status.

47. Physician’s Phone No.

48. UPIN of Physician in Item 46

The attesting physician’s UPIN MUST be entered in this block.

If you don’t know or are in doubt about a specific nephrologist’s UPIN, click here .

49. Attending Physician’s Signature of Attestation (Same as Item 46)  

The attesting physician MUST sign this form in this block for the form to be valid. This is a legal document and possible benefits depend on this signature.

50. Date

Enter the date of the physician’s signature.  This date cannot be prior to the date in Block #25.

51. Physician Recertification Signature
If the patient did not apply for ESRD Medicare benefits initially, this block is to be signed by the patient’s current nephrologist to certify that the patient as still ESRD and entitled to ESRD Medicare benefits.

However, if an OLD form needs to be “re-certified” because the patient is still ESRD & now wants to fill for ESRD Medicare benefits, you can either submit the original OLD form to Social Security, or fill out the NEW form with the old data, & have your physician sign this field.  The Network appreciates a copy of your re-certified form, but it does not have to be submitted to CMS so any blanks fields won’t be an issue.  This field is for Social Security’s benefit.

52. Date

Enter the date of the physician’s signature re-certifying previous information on this form.  
53. Remarks

Enter any additional remarks, such as: the date this patient transferred out of your facility and the new facility name/provider number; any other conditions that the physician deemed reasonable to declare the patient ESRD; and/or the date, type, and location of the patient’s recent transplant.

54. Signature of Patient (Signature by Mark must be witnessed)

The patient’s signature, or a family member’s signature, must be obtained on this form as the patient’s acknowledgement that the information will be included in USRDS data.  Even if a patient has expired, try to obtain a family member’s signature.  If the patient is able to make an ‘x’ or any mark, a witness must sign the form.  If the patient has transferred to another facility, send the form to that new facility to obtain signature.  If the patient is unwilling or unable to sign this form, try to get a family member’s signature.


Without the patient’s signature or that of a family member entered in this block, the form cannot be entered into Medicare’s system.  If the form has already been submitted to the Network, obtain a signature on your facility’s copy and fax it to the Network.
55. Date

Enter the date of either patient’s or family’s signature.  This date cannot be prior to the date in Block #24 nor later than the date the Network received the form.

MEDICARE NUMBERING SYSTEM

These letters indicate the relationship of the patient to the wage earner:

A
Wage earner qualified to receive social security benefits. Patient’s SSN in HIC#.

B
Wife, age 62 or older, of a living qualified wage earner. Spouses SSN in HIC#.

B1
Husband, age 62 or older, of a living qualified wage earner. Spouses SSN in HIC#.

B2
Wife, age 62 or older, of a living qualified wage earner with a child in care. Spouses SSN in HIC#.

B6
Divorced wife, age 62 or older, of a living qualified wage earner. Spouses SSN in HIC#.

BR
Divorced husband, age 62 or older, of a living qualified wage earner. Spouses SSN in HIC#.

BY
Husband, age 62 or older, of a living qualified wage earner with a child in care. Spouses SSN in HIC#.

C
Child, either under 18 or disabled, of a qualified wage earner. Parent’s SSN in HIC#.

D
Widow, age 60 or older, of a qualified wage earner.  Spouses SSN in HIC#.

D1
Widower, age 60 or older, of a qualified wage earner.  Spouses SSN in HIC#.

D4
Widow of a qualified wage earner remarried after age 60.  Spouses SSN in HIC#.

D5
Widower of a qualified wage earner remarried after age 60. Spouses SSN in HIC#.

D6
Surviving divorced wife of a qualified wage earner.  Spouses SSN in HIC#.

DC
Surviving divorced husband of a qualified wage earner. Spouses SSN in HIC#.

E
Widowed mother of a qualified wage earner.  Child’s SSN in HIC#.

E1
Surviving divorced mother of a qualified wage earner.  Child’s SSN in HIC#.

E4
Widowed father of a qualified wage earner.  Child’s SSN in HIC#.
E5
Surviving divorced father of a qualified wage earner.  Child’s SSN in HIC#.

F1
Aged father of a qualified wage earner.  Child’s SSN in HIC#.

F2
Ages mother of a qualified wage earner.  Child’s SSN in HIC#.

F3
Aged stepfather of a qualified wage earner.  Child’s SSN in HIC#.

F4
Aged stepmother of a qualified wage earner.  Child’s SSN in HIC#.

F5
Aged adopting father of a qualified wage earner.  Child’s SSN in HIC#.

F6
Aged adopting mother of a qualified wage earner.  Child’s SSN in HIC#.

M
Uninsured for either HIB or SMIB; add’l premiums required. Patient’s SSN in HIC#.

T
Patient qualified to receive Medicare Part A but not Part B. add’l premiums required.  Patient’s SSN in HIC#.
W
Disabled widow of qualified wage earner. Spouses SSN in HIC#.

W1
Disabled widower of qualified wage earner. Spouses SSN in HIC#.

W6
Disabled surviving divorced wife of qualified wage earner. Spouses SSN in HIC#.

WR
Disabled surviving divorced husband of qualified wage earner. Spouses SSN in HIC#.

Return to CMS-2728 instructions
Death Notification

(CMS 2746) form

PURPOSE

The information gathered from this form is used by the Networks in mortality studies and by CMS to close the PMMIS file on the patient. The ESRD Death Notification is required by law (42, U.S.C. 426; 20 CFR 405 section 2133) to be completed by all Medicare-approved ESRD facilities upon the death of a full-time ESRD or kidney transplant patient. Additionally, collection of data is necessary for the periodic generation of reports on various aspects of medical care and practice and other related statistics that enable individual practitioners and facilities to review, compare, and improve ESRD patient treatment methods and permit local medical review boards to more effectively monitor utilization and quality of medical care.  Federal regulations require that the ESRD Networks examine mortality rates for Medicare-approved providers within their Network areas. The ESRD Death Notification provides the necessary data to assist Networks in making decisions, which result in improved patient care and in cost-effective distribution of ESRD resources. The data are also used by health care planning agencies to monitor facility performance.

WHEN TO COMPLETE
This form should be received by the Network within 30 days of patient's death regardless of place of death.   The form may be faxed.

WHO COMPLETES

Responsibility for an ESRD patient’s care remains with, and therefore is to be reported by, the facility that provided the last permanent, out patient treatment, or by the transplant facility that performed a functioning kidney transplant on the patient.

WHAT TO SUBMIT

Fill out either the top green copy of the Death Notification form or a blank photocopy of the form and fax it to the Network.   If you are filling out the form packet, copies are distributed as follows:


The green copy goes to Network office 

The yellow copy can be removed while still blank and discarded – Only ONE copy is needed by the Network
The white copy is retained for your records

WHERE TO OBTAIN

The Network will send your facility 50 forms upon request.  You may also make a two-sided photocopy of the blank form on the front with the list of new Causes of Death on the back.  You may also download a PDF copy of the form directly from here.
INSTRUCTIONS FOR COMPLETING THE ESRD DEATH  NOTIFICATION, CMS-2746 ITEM PROCEDURE

ALL blocks are mandatory if applicable

1.
Patient’s Last name, First name, and Middle Initial

Enter the patient's last name, first name and middle initial as it appears on the Health Insurance Card or other official SSA notification.

2. Medicare Claim Number

Enter the patient's Medicare number as it appears on their Medicare Card.  DO NOT enter any other insurance numbers.

3. Patient’s sex

Check the box that indicates the patient's gender.

4. Date of Birth

Enter the date in month, day and year order, using a six-digit number.  If the patient was born after 1/1/2000, insert the century also.

5. Patient’s Social Security Number

To ensure proper identification of the expired patient, enter their SSN ( not necessarily the same numbers as patient’s Medicare Number).

6. Patient’s State of Residence

Enter the two-letter United States Postal Service abbreviation for State in the space.  Street address or City is unnecessary.
7. Place of Death

Select where the patient expired:  hospital, dialysis unit, at home, in a nursing home, or any other location.

8. Date of Death

Enter the date of death in month, day and year order using a six-digit number.

9. Modality at Time of Death

Select that patient’s last known treatment modality.  Other would be for any modalities not listed, like nocturnal dialysis or IPD.

10. Provider Name and Address (City and State)

Enter the complete name of the provider submitting the form and the city and state in which the provider is located.

11. Provider Number

Enter the six-digit Medicare Provider Number assigned by the CMS to your facility.

This should match the provider number of the facility that provided the last permanent out patient dialysis treatment.  If not, note in Remarks when the patient transferred to your facility.

12. Causes of Death (Enter codes from List on back of form)

a. Primary Cause

Enter the two- or three-digit code from the list on the back of the form that represents the patient's primary cause of death.

*A new code – 104 – is specifically to identify patients who expired as a direct result of discontinuing all dialysis.
b. Were there secondary causes?

Check the one block that indicates whether or not there were secondary causes of death and if so, enter the two- or three-digit code(s) from the list on the back of the form, representing the patient's secondary cause(s) of death. Enter up to four secondary codes.  

c.  If cause is other (#98), please specify, enter the description of the specific “other” cause of death.

13. Renal replacement therapy discontinued prior to death:

If Yes, check one of the following boxes which best describes the condition under which the patient discontinued renal replacement therapy:

Following HD and/or PD access failure.

Following transplant failure.

Following chronic failure to thrive.

Following acute medical complication.

Other (as in voluntary withdrawal from dialysis).

AS WELL AS
Date of last dialysis treatment
14. Was discontinuation of renal replacement therapy after patient/family request to stop dialysis?
· If the answer to the last question (#13) was NO, mark this question as NOT APPLICABLE.

· If the answer to #13 was YES, mark yes, no, or unknown.

15. If Deceased Received a Transplant
IF the patient had a transplant, answer this block.  If not, leave blank.

· Date of the most recent transplant

· Type of transplant received (Living Related, Living Unrelated, Deceased, or Unknown)

· Was the (transplant) graft functioning at time of death (yes, no, or unknown?

· Did transplant patient resume chronic mainentence dialysis prior to death (yes, no, or unknown)?

* If needed, call the Network for the exact date, type, & location of previous kidney transplants.

16. Was patient receiving Hospice care prior to death?

Select one: yes, no, or unknown.

17. Name of Physician

Enter the name only of the physician supplying the information for this form.  This is NOT a signature block.
18. Signature of Person Completing This Form

This space should be signed by the person completing the form (need not be the physician). Enter the date the form was completed.

Date:  Enter the date the form is completed.

Required Fields
CMS-2728 Form

1

3

4

5 including zip code

7

8

9 if 8 is Hispanic/Latino

10

11

12

13

14

15

16

17u if checked, must select          1,2, or 3

18 a – d

19b

20

21

22

23

24 (required by SSA)

25

26

27 if 26 is NO

28-37 if previous transplant

38-45 if PD patient

46-50

51 if updating form

54-55 due to HIPPA

CMS-2746 Form

1

3

4

5

6

7

8

11

12a

12c ONLY if 12a is code 98

13

13 a-e AND f when 13 is YES

14 check Not Applicable if 13 is NO

15 ONLY if patient had previous           kidney transplant

16

17 Name of Physician ONLY

18

Date completed

How errors are identified

When either a CMS-2728 or CMS-2746 form is processed, an answer for most fields is required by the computer system.

Normally, facilities must be contacted to find out missing data, but a few fields can be determined by the Network without contacting the facility.  Whenever additional time and effort is required to obtain missing or incorrect data, the form is marked as incomplete and drops your facility’s Compliance Percentage.  

Incorrect fields that can show up on your Compliance Report which did not require contacting facility staff are:

Social Security Number

The Network receives Notifications from the Social Security Administration (via CMS) identifying various mismatched or missing information about ESRD patients, including patient social security numbers.  If a SSN is found to have been submitted incorrectly on a form, both our patient data base and the original form is corrected, and the form marked as Incorrect.

Zip code

A patient’s city and state is inserted by the computer system simply by entering their zip code.  If the computer doesn’t find the corresponding city for a zip code, or if the zip code is missing altogether from the form, a search for the correct zip code is done from the US Postal Service’s website here, and the form is marked as Incorrect.

Primary Cause of Renal Failure
If only a very clear, legible description is given on the form, sometimes the correct code can be selected without contacting the facility, but the form is marked as Incorrect.

Facility Medicare Provider Number

Each ESRD Medicare-approved dialysis or transplant facility is given a Medicare provider number by CMS which specifically identifies that facility.  So receiving forms from approximately 250 dialysis and transplant facilities in Heartland Kidney Network demands an appropriate provider number on each form.  

· If only the facility’s name is provided, a search of our data base is made to determine the correct provider number.  

· If neither the facility name or provider number is given, the data base is searched by the signing physician to determine which facility or facilities he or she is attached.  

· As a last resort, various facilities are called until the patient’s correct facility is identified.

· The form is marked as Incorrect.

If Non functioning, Date of Return to Regular Dialysis

A date of return to dialysis is required for all patients who have a kidney transplant rejection.  The date supplied in Block #24 (new form) is entered into this field, as well as previous transplant information, and the form is marked as Incomplete.

Signing Physician’s UPIN

Every nephrologist is assigned and identified by a UPIN (unique physician identification number).  When entering data into the computer system, only the UPIN is entered and the computer displays the physician’s first and last names and telephone number.

· When the UPIN is missing, a search of the data base is made by the physician’s name to obtain the correct UPIN.  

· If an incorrect UPIN is given, a search must also be done to determine the correct UPIN and physician.  

· If the physician’s signature is illegible and a UPIN is not given, the facility must be contacted to identify who signed the form.

These forms are marked as Incorrect in the above instances.  This is the only exception:

If a physician signs the form who is not in our data base, a search is done at the agency's website which assigns the numbers so that the appropriate information can be entered into our staff data base.

