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10/8/2010   

Appellant at ALJ Level 

Delphi Hospitalist Services, LLC 

ALJ Appeal Number 

1-920230641 
Beneficiary (if not the Appellant)   List attached 

 

ALJ Decision Date 

August 3, 2012 
Health Insurance Claim Number (HICN)* 

 

Specific Item(s) OR Service(s) 

Evaluation and management services, 
electrocardiograms interpretations 

Provider, Practitioner OR Supplier 

Amar Munsiff, M.D. 
  Part A   Part B  

Basis for referral 

Any Case 

   Error of law material to the outcome of 

the claim  

   Broad policy or procedural issue of 

public interest 

CMS as a Participant 

   Decision not supported by the 

preponderance of evidence 

   Abuse of discretion 

Pre-BIPA 

   Decision not supported by 

substantial evidence 

   Abuse of discretion 

Rationale for Referral:  

Delphi Hospitalist Services, LLC (the Appellant), a medical practice, submitted an 

enrollment application to National Government Services (NGS), the Medicare 

administrative contractor in the Appellant’s jurisdiction. NGS enrolled the Appellant in 

the Medicare program with an effective date December 12, 2010. Amar Munsiff, M.D., a 

physician employed with the Appellant, billed Medicare for physician services to 32 

beneficiaries between September 22, 2010 and December 7, 2010. The claims denied 

because the provider was not enrolled with Medicare on the dates of service billed. Dr. 

Munsiff requested a redetermination of the claim denials, arguing the effective date of 

enrollment should have been September 23, 2010, since the enrollment application filed 

on that date was rejected simply due to clerical errors, specifically a missing date. On 

redetermination, the MAC upheld the denials of the claims because the provider did not 

have a Medicare provider number on the dates of service at issue. The QIC also upheld 

the denials, explaining that “research noted the effective date of enrollment … was 

December 12, 2010. 

In its November 15, 2011 request for administrative law judge (ALJ) hearing, the 

Appellant argued that it had not been given 30 days to cure the deficiencies noted in the 

returned enrollment applications. It also reiterated its earlier argument that Dr. Munsiff 

has been a qualified physician since July 2010, which was earlier than the date in 

question. Following a May 30, 20121 telephone hearing, the ALJ issued a partially 

favorable decision in which he first determined NGS did not properly handle the 

Appellant’s Medicare enrollment application, so the effective date of enrollment should 

have been September 23, 2010. ALJ decision at 15. With regard to coverage of service, 

the ALJ found some covered and others not. Id. at 15-16.  

                                            
1
 The ALJ inadvertently indicated the telephone hearing was held May 30, 2010. 
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The ALJ erred as a matter of law in adjudicating an issue that is not an initial 

determination and not appealable under § 1869 of the Social Security Act (the Act) and 

42 C.F.R. Part 405 Subpart I, which govern procedures for appeals of denials of claims 

for Part A and Part B services. The determination of the effective date of enrollment is, 

instead, subject to a distinct appeals process established under § 1866(j)(2) of the Act 

and codified at 42 C.F.R. Part 498, as it is an initial determination that is “related to the 

denial or revocation of Medicare billing privileges.” 42 C.F.R. § 498.5(l)(1). Specifically, 

decisions appealable under 42 C.F.R. Part 498 include “initial determinations with 

respect to ... [t]he effective date of a Medicare provider agreement or supplier approval.” 

42 C.F.R. § 498.3(b)(15). Because the Appellant was not enrolled in Medicare between 

dates of service September 22, 2010 and December 7, 2010, the ALJ erred as a matter 

of law in allowing coverage of the physician services billed.  42. C.F.R. § 424.505 (“To 

receive payment for covered Medicare items or services from either Medicare (in the 

case of an assigned claim) or a Medicare beneficiary (in the case of an unassigned 

claim), a provider or supplier must be enrolled in the Medicare program”).    

 

Background:  

A letter from the Appellant to NGS dated November 10, 2010, explains, “Amar V. 

Munsiff, M.D. transferred to our group to cover an urgent need in a physician scarcity 

area. He began seeing patients on 9/23/2010.” Exh 32 at 12. Because the application 

was missing a date, NGS rejected the enrollment. Subsequently, the Appellant 

resubmitted the application and became enrolled with Medicare with an effective date of 

December 12, 2010.  

The Appellant submitted claims with dates of service between September 22, 2010 and 

December 7, 2010. The claims denied with claim adjustment reason code “B7,” which 

means “this provider was not certified/eligible to be paid for this procedure/service on 

this date of service.” Exh 31.2 The provider requested a redetermination, arguing that 

“Dr. Munsiff was denied for a missing date. A second application was done by mail 

which was also closed for a clerical error…Dr. Munsiff was already [participating] with 

NGS.” Exh 32 at 10. In its July 22, 2011 redetermination decision, the Medicare 

contractor upheld the denials because “Medicare guidelines state that a provider must 

have a Medicare provider number and a National Provider Identification Number to file 

claims for payment. According to our records, you do not have a number. Therefore, 

payment cannot be made.” Id. at 2. The Appellant was held liable for the denied 

services. Id. 

The Appellant requested a reconsideration, arguing: 

Dr. Munsiff has been credentialed thru National Government Services for an excess of 10 

years. He was issued and (sic) NPI number in 2008. We filed an original application in 

August 2010. The ONLY problem was a missing date after his signature. We should have 

                                            
2
 For Remark Codes and Claim Adjustment Reason Codes, see http://www.wpc-edi.com/reference/. 
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been given the opportunity to supply the missing information before the application was 

totally rejected. The purpose of the certification process is to assure Medicare beneficiaries 

quality necessary care with a qualified physician. There is no question of the necessity or 

quality of care.  

Exh 33 at 31. 

On November 9, 2011, the QIC issued an unfavorable reconsideration decision, finding: 

The documentation indicated that Dr. Munsiff had moved to upstate New York in August of 

2010 to work in a physician scarcity area with Delphi Hospitalist Services. The 

Reconsideration Request noted that Dr. Munsiff had a National Provider Identification (NPI) 

number since 2006. Also noted was Dr. Munsiff’s certification with both Medicare and 

National Government Services prior to relocating. However, a provider must have an NPI 

number and a Medicare provider number tied to each practice to be certified/eligible to bill 

for Medicare services. According to the documentation three CMS 855R enrollment 

applications were submitted beginning in August of 2010. The first two applications were 

returned due to missing data/clerical error. While Dr. Munsiff did have an NPI number, 

research noted the effective date of enrollment in the Medicare program with Delphi 

Hospitalist Services was December 12, 2010. All services at issue in this appeal were 

rendered prior to the above noted enrollment effective date. As noted in the above 

regulations, no provider or supplier shall received payment for services furnished to a 

Medicare beneficiary unless the provider or supplier is enrolled in the Medicare program. 

Based on the information in the case file, Dr. Munsiff was not certified/eligible to bill for 

Medicare services for the dates of service at issue for this appeal. Therefore, all services 

were found unfavorable. The QIC decision is strictly a review of Dr. Munsiff’s eligibility for 

Medicare payment during this time frame.  

Exh 33 at 4.  

In its November 15, 2011 request for ALJ hearing, the Appellant explained that it could 

have corrected its application in August 2010 and should have been given 30 days to 

correct any deficiencies in its enrollment application. It reiterated that NGS previously 

certified Dr. Munsiff and the only paperwork still needed was the assignment of benefits. 

Exh 35 at 4. Following a May 30, 2011 telephone hearing, the ALJ issued a partially 

favorable decision in which he determined: 

The preponderance of the evidence supports findings that NGS did not process the 

Appellant’s Enrollment Application with timeliness and accuracy, as required by CMS 

according to its guidance for Medicare contractors set forth in its manual. Due to the 

improper handling of the Provider’s Enrollment Application, the processing was delayed 

beyond the date on which the Medicare-enrolled physician was scheduled to start furnishing 

services in connection with the Provider organization and to reassign benefits to the 

Medicare-enrolled Provider organization. The Medicare contractor deemed the approval of 

the application to be effective on December 12, 2010, a determination that is not consistent 

with CMS directives as stated in the MPIM. 
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Based upon the manual guidance, the effective date for the approval of the reassignment 

should have been September 23, 2010. The Provider and the physician were certified and 

eligible to submit claims to Medicare for the services Dr. Munsiff provided to Medicare 

beneficiaries on and after that date. The ALJ reviewed the claims at issue for those services 

provided on or after September 23, 2010 and evaluated the documentation submitted by the 

Provider as evidence for medical necessity. As to most of the physician’s services at issue, 

the documentation was sufficient to establish medical necessity, and the ALJ enters 

favorable dispositions as to the corresponding claims, as noted on Addendum A. 

ALJ decision at 15.  

 

Applicable Law, Regulation, and Policy and Analysis: 

Claims for services furnished between September 23, 2010 and December 7, 2010 

were denied because the provider was not enrolled with Medicare on the dates of 

service billed. At all levels of appeal, the Appellant argued that claims for services 

should not have been denied because the effective date of enrollment should have 

been September 23, 2010, and not December 12, 2010. The ALJ agreed with the 

Appellant, finding the MAC’s December 12, 2010 effective date determination was “not 

consistent with CMS directives as stated in the MPIM.” ALJ decision at 15. The ALJ 

determined, “Based upon the manual guidance, the effective date for the approval of the 

reassignment should have been September 23, 2010.” 

The ALJ erred as a matter of law in adjudicating the Appellant’s challenge to the 

effective date of enrollment and in finding services covered, in pertinent part, because 

the MAC improperly determined the effective date of enrollment. This error is material to 

the outcome of the case because a provider or supplier may not receive payment for 

services furnished to a Medicare beneficiary unless the provider or supplier is enrolled 

in the Medicare program. 42. C.F.R. § 424.505; MPIM, Chapter 15, § 15.1. 

Section 1869 of the Act and implementing regulations at 42 C.F.R. Part 405 Subpart I 

govern “appeals of initial determinations for benefits under Part A or Part B of 

Medicare.” 42 C.F.R. § 405.900(a-b). Initial determinations subject to the appeals 

process under 42 C.F.R. Part 405 Subpart I include determinations as to “whether an 

individual is entitled to benefits under Part A or Part B,” determinations as to “the 

amount of benefits available to an individual under Part A or Part B,” and “[a]ny other 

initial determination relating to a claim for benefits under Part A or Part B.” 42 C.F.R. § 

405.900(b)(1-3). Denials related to a provider’s enrollment, including effective dates of 

enrollment, are not initial determinations subject to appeals procedures under § 1869 of 

the Act and 42 C.F.R. Part 405 Subpart I.  

Section 1866(j)(2) of the Act establishes appeal rights to a provider or supplier who is 

denied Medicare enrollment. Implementing regulations state that “[a]ny prospective 

provider dissatisfied with an initial determination or revised initial determination that it 

does not qualify as a provider may request reconsideration in accordance with 
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§498.22(a).” 42 C.F.R. § 498.5(a)(1). See also 42 C.F.R. § 405.803(a) (“A provider or 

supplier may appeal the initial determination to deny a provider or supplier's enrollment 

application, or if applicable, to revoke current billing privileges by following the 

procedures specified in part 498 of this chapter”); 42 C.F.R. § 424.545 (“A prospective 

provider or supplier that is denied enrollment in the Medicare program, or a provider or 

supplier whose Medicare enrollment has been revoked may appeal CMS' decision in 

accordance with part 498, subpart A of this chapter”).  

In addition to the right to appeal the denial or revocation of enrollment under Part 498, 

42 C.F.R. § 498.5(l)(1) extends appeal rights to “[a]ny prospective provider, an existing 

provider, prospective supplier or existing supplier dissatisfied with an initial 

determination or revised initial determination related to the denial or revocation of 

Medicare billing privileges.” Emphasis added. Regulations further specify that the 

determination of the effective date of enrollment in Medicare is an initial determination 

subject to appeals procedures set forth in 42 C.F.R. Part 498. 42 C.F.R. § 498.3(b)(15) 

(“CMS makes initial determinations with respect to ... [t]he effective date of a Medicare 

provider agreement or supplier approval”). See also DAB2325; Victor Alvarez, M.D., 

Departmental Appeals Board (July 23, 2010) at 

http://www.hhs.gov/dab/decisions/dabdecisions/dab2325.pdf (“approval of enrollment 

with a particular effective date is in essence a denial of enrollment for an earlier period. 

Thus, the provision at 498.5(l) regarding appeal rights “related to” denial of enrollment 

reasonably encompasses a right to appeal an effective date determination…”).  

Appeals procedures of provider enrollment issues are wholly distinct from appeals 

procedures regarding denials of claims for payment for Part A and Part B services. See 

MPIM, Chapter 15, § 15.25. The first level of provider enrollment appeals is a 

reconsideration by a MAC hearing officer, followed by a hearing conducted by an ALJ at 

the Departmental Appeals Board. ALJ hearings regarding enrollment appeals are 

adversarial. Id. (“The [CMS Office of General Counsel] will assign an attorney that will 

represent CMS during the appeals process and who will also serve as the DAB point of 

contact”).  

Because the ALJ erred in adjudicating an enrollment issue that is beyond the scope of 

appeals of Part A and B claims for payment under § 1869 of the Act and 42 C.F.R. Part 

405 Subpart I, we refer this case to the Appeals Council for review on its own motion.  

 

http://www.hhs.gov/dab/decisions/dabdecisions/dab2325.pdf

