SMP Complex Issue Form


I.  Intake/Add an Individual

A-1.  Caller Name (if other than beneficiary):  __________________________

Anonymous Caller? Yes

A-2.  Caller Contact Number:  _______________________________________

A-3.  Relationship to Beneficiary (circle one):

	Agency Referral
	Child 
	Friend
	Medical Provider

	Paid Caregiver
	Parent
	Spouse
	Other Relative

	Other
	NA- No Bene Info
	
	


A-4.  How did you hear about us (circle one)?

	Agency Referral
	Friend/Family
	Mailing/Brochure

	Media
	Presentation/Fair
	Web search

	Other
	
	


Beneficiary Information

First Name



Middle Initial


Last Name

	
	
	


Address/Street Address





Apt/Suite #

	
	#


Zip Code



E-Mail Address

	
	


Date of Birth (Month/Day/Year)




Age

	
	


Social Security Number





Medicare/caid #

	
	


	Race (select one):

 American Indian or                

    Alaska Native
	 Hispanic/Latino
	 Native Hawaiian or

    Pacific Islander

	 Asian
	 Multi-Racial
	 White, not Hispanic

	 Black
	 Other
	 Not Collected


Gender:   Male    Female

Marital Status (select one):

	Single
	Married
	Widowed 
	Divorced

	Separated
	Domestic Partner
	Common Law
	


Home Telephone:  ___________________________  English Speaking? Yes  No

Primary Language:

	 English
	 Chinese
	 Korean
	 Russian

	 Spanish
	 Vietnamese
	 Other:  ___________
	


Member of Target Population? (check all that apply)

	 Disabled
	 Homebound
	 Long Term Care Resident

	 Non-English Speaking
	 Racial/Ethnic Minority
	Rural


Contact Instructions e.g. different mailing address, do not contact beneficiary directly, etc.):

	


II.  Complex Issue Information

B-1.  Describe Primary Issue.  If known, include procedure code, description of service, amounts billed, amount paid, etc.

	


B-2.  What would you (the caller) like us to do?

	


	B-3.  Program (check all that apply):

 Medicare
	 Medicaid
	 Employer Health Plan

	 Federal Employee 

    Health Benefits
	 Indian Health Service
	 Social Security

	 Medigap or Supplemental
	 Military Health Benefits
	 Railroad Retirement           

	 Other Public Plan
	 Other Private Plan
	 Medicare Advantage

	 Not Applicable- Self Pay
	 Medicare/Medicaid (General)


B-4.  Type of Service (check all that apply):

	 Ambulance Service
	 Dialysis Facility
	 Dx Testing

	 Durable Medical Equip.
	 Home Health Benefit
	 Hospice

	 Hospital
	 Laboratory
	 Long Term Care

	 Outpatient
	 Prescription Drug Pharmacy
	 Drug Plan

	 Prescription Drug Prescriber
	 Prescription Drug SPAP
	 Therapy

	 Other
	
	


B-5.  Is this an inquiry related to spouse’s benefits?  Yes No

If yes, spouse’s Medicare/caid number: ________________________________________

B-6.  Complaint against (name of facility, provider, physician, lab, supplier, plan, etc.):

	


B-7.  Provider Information   Please provide mailing address and telephone number.

	


B-8.  Claim # (if appropriate):  _______________________ 

B-9.  Have you contacted the provider, facility or plan?  Yes No

If yes, who was your contact and what did the contact say?

	


B-10.  Have you filed an appeal?  Yes No

B-11.  Do you have a copy of the Medicare Summary Notice, Explanation of Benefits, cancelled check or bill related to this incident?  (if yes, include with signed release of information)  Yes No

B-12.  What is the PRIMARY nature of this issue? [REQUIRED]

	Fraud, Errors, Abuse
	Other Claims/Billing
	Quality of Care

	Enrollment, Eligibility,     Benefits
	Other (Describe in notes)
	


If Fraud/Errors/Abuse, is it Prescription Drug fraud? Yes No

If Enrollment, etc., is it:  

customer service issues/complaint 

denial of service notice of non-coverage 

dis-enrollment, termination of services 
reenrollment

If Quality of Care, what type?  

Facility 

Practitioner 

If Other, Please describe:

	


B-13.  Are there any secondary issues?  (check all that apply)

	Fraud, Errors, Abuse
	Other Claims/Billing
	Quality of Care

	Enrollment, Eligibility,     Benefits
	Other (Describe in notes)
	


B-14.  Are there other documents relevant to this inquiry? Yes No

If yes, location?  __________________________________________________________

Initial Action

B-15.  Initial Date of Action:  __________________________

B-16.  Action Taken (check all that apply)
	Send release of info form and request documents
	Contact SHIP

	Contact CMS Regional Office
	Contact SMP Resource Center

	Contact Medicare Contractor
	Other Contact:  

AG, FBI, Other State Agency

	Contact MFCU or Medicaid Office
	Referral

	Contact 1.800.Medicare
	Review guidelines, policies or procedures

	Contact provider/practitioner
	Other Research 

	Contact secondary insurer/plan
	Other


B-17.  Notes/Description of Action:

	


Follow Up Action

B-18.  Date of Follow Up Action:  __________________________

B-19.  Follow Up Action Taken (check all that apply)
	Referral
	Contact SHIP

	Contact CMS Regional Office
	Contact SMP Resource Center

	Contact Medicare Contractor
	Other Contact:  

AG, FBI, Other State Agency

	Contact MFCU or Medicaid Office
	Contact Beneficiary

	Contact 1.800.Medicare
	Review guidelines, policies or procedures

	Contact provider/practitioner
	Other Research 

	Contact secondary insurer/plan
	Other


B-20.  Notes/Description of Follow Up Action:

	


Referral Information

B-21.  For errors, fraud and abuse issues, dollar amount being questioned?  ____

Note:  Include cost to beneficiary, Medicare, Medicaid, Medigap, etc.

B-22.  Select which CMS Contractor you referred your complaint to (if none, skip):

	Part A (e.g. hospital)
	Durable Medical Equipment Admin Contractor (DME-MAC)

	Part B (e.g. outpatient)
	Regional Home Health Intermediary (RHHI)

	Part C (Medicare Advantage)
	Quality Improvement Organization (QIO)

	Part D (MEDIC)
	


B-23.  Person to whom it was referred:

Name





  Telephone #

	
	


B-24.  Select which law enforcement or regulatory entities you referred your complaint to (if none, skip):

	Attorney General
	CMS Regional Office
	FBI

	Local Law Enforcement
	Medicaid Fraud Control Unit
	OIG

	State Practitioner Licensing Board
	 State Insurance Commissioner
	US District Atty Office

	State Survey & Certification (nursing home)
	Other law enforcement or regulatory entity
	


B-25.  Name, Address, Telephone of Contact Law Enforcement Entity:

Name


Address




Telephone #

	
	
	


B-26.  Select which other entities you referred your issue to (if none, skip):

	Adult Protective Services
	Area Agency on Aging
	Better Business Bureau

	CMS Regional Office
	Legal Services
	Medicare Plan

	Ombudsman
	Social Security Administration
	SHIP

	Supplemental Insurance Carrier (MEDIGAP)
	
	


B-27.  Name, Address, Telephone of Other Entity:

Name


Address




Telephone #

	
	
	


B-28.  Status of Complex Issue after initial call:  [REQUIRED]

	Open- Research in Progress by SMP
	 Closed- Referral, No Response 

    Necessary

	Open- Awaiting Response to Referral for    less than one year
	 Closed- Action Taken By Referent

	Closed- Reviewed Internally/No Problem
	 Closed- No Action Taken By Referent

	Closed- Resolved by SMP
	Suspended- No Response from Referent in over one year


B-29.  Date of Status Update:  ______________________ 

B-30.  Updated Status of Complex Issue:  [REQUIRED]

	Open- Research in Progress by SMP
	Closed- Referral, No Response 

    Necessary

	Open- Awaiting Response to Referral for    less than one year
	Closed- Action Taken By Referent

	Closed- Reviewed Internally/No Problem
	Closed- No Action Taken By Referent

	Closed- Resolved by SMP
	Suspended- No Response from Referent in over one year


B-31.  Recoveries and Cost Avoidance for Errors, Fraud and Abuse Issues

Note:  Documentation is required for all recoveries and cost avoidance amounts listed below.

Actual Medicaid Funds recovered attributable to the project  

$________
Actual Medicare Funds recovered attributable to the project  

$________
Actual Beneficiary Funds recovered attributable to the project  

$________
Other funds recovered attributable to the project (e.g. supplemental ins.)  
$________
TOTAL money recovered






$________
Cost Avoidance on behalf of Medicare/caid, Beneficiary or Other

$________ 

Identify:

1) Entities who avoided cost(s) due to alleged errors, fraud and abuse

2) The amount

3) Briefly describe outcome and documentation available to substantiate
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