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Appellant at ALJ Level 

Estate  
ALJ Appeal Number 

1-790268628 
Beneficiary (if not the Appellant)   List attached 

 
ALJ Decision Date 

October 31, 2011 
Health Insurance Claim Number (HICN)* 

 
Specific Item(s) OR Service(s) 

Basic support routine supplies (A0382) 
Provider, Practitioner OR Supplier 

City of Westminster  
  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:  

On September 14, 2010, City of Westminster (Westminster), an ambulance supplier, 
transported the Medicare Beneficiary from a care facility to a hospital. Westminster  
billed a claim to Medicare with Healthcare Common Procedure Coding System 
(HCPCS) codes A0429-RH (ambulance service, basic life support, emergency 
transport) from residence to the hospital, A0425-RH (ground mileage) from residence to 
the hospital, and A0382-RH (basic support routine supplies) used during the transport. 
TrailBlazer Health Enterprises (TrailBlazer), the Medicare administrative contractor, 
denied the claim because Medicare does not pay for this service. The representative for 
the beneficiary’s estate (Appellant) appealed the denial on the basis the beneficiary 
required urgent medical attention and was bed confined. The redetermination by 
TrailBlazer upheld the denial, stating other means of transportation could have safely 
transported the Beneficiary to the hospital. The QIC affirmed the denial.  

In the request for Administrative Law Judge (ALJ) hearing, the Appellant argued the 
ambulance services were necessary. Exh 16 at 1. Following a hearing, the ALJ issued a 
favorable decision determining the “Appellant/Beneficiary is entitled to payment for the 
ambulance transportation services at issue (A0425, A0429, A0382) provided on 
September 14, 2010.” ALJ decision at 7. 
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This request for review concerns only the ALJ’s instruction to allow separate payment 
for the routine supplies billed with HCPCS code A0382. 

The ALJ erred in allowing separate payment for the routine supplies billed with A0382, 
In so doing, the ALJ failed to consider the definition of basic life support (BLS) set forth 
in section 414.605 of Title 42 of the Code of Federal Regulations (C.F.R.).  See 42 
C.F.R. § 414.605 (defining BLS as “transportation by ground ambulance vehicle and 
medically necessary supplies and services, plus the provision of BLS ambulance 
services”). (Emphasis added.)  Additionally, the ALJ failed to consider the language of 
42 C.F.R. § 414.610(d), stating payment in full for ambulance services includes “all 
services, supplies, and other costs for an ambulance service furnished to a Medicare 
beneficiary.”  In failing to adhere to the Medicare coverage criteria articulated in the 
CFR, the ALJ erred as a matter of law in violation of 42 C.F.R. § 405.1063(a), which 
provides,  "All laws and regulations pertaining to the Medicare and Medicaid programs 
… are binding on ALJs." Additionally, the ALJ erred in failing to consider § 20.1.1 of 
chapter 15 of the Medicare Claims Processing Manual (MCPM) (CMS Pub. 100-04), 
which states ancillary services provided during ambulance transport is an included cost 
in the ambulance benefit. "ALJs … are not bound by … CMS program guidance, such 
as program memoranda and manual instructions, but will give substantial deference to 
these policies if they are applicable to a particular case." 42 C.F.R. §§ 405.1062(a). 
These errors of law are material to the outcome of the claim because they result in the 
ALJ ordering reimbursement for services which have already been paid in full. 

 

Background:  

According to the Appellant’s request for ALJ hearing, on September 14, 2010, the 
beneficiary’s daughter found her father bed confined “in a lot of pain … very weak, 
lethargic and not very coherent.” Exh 16 at 1. Westminster transported the beneficiary 
from Clear Creek Care Center to St. Anthony’s North Hospital. Id.  

Westminster billed Medicare HCPCs codes A0429, basic life support, emergency, 
A0425, ground mileage and A0382, basic life support routine supplies. All three codes 
included ambulance modifier “RH,” which means “residence to hospital.” Exh 13 at 4. 
The claim initially denied because “Medicare does not pay for this item or service.” Id. 
The Appellant requested a redetermination, stating that the beneficiary’s hemoglobin 
was 7.7 and he had internal bleeding. Id.  

In its February 19, 2011 redetermination decision, TrailBlazer upheld the denial, finding 
that “other means of transport could have been used without risking his health.” Exh 13 
at 2.  With regard to the supplies, the letter noted, “payment for the code A0382 is not 
allowed as an extra payment from the transport. The allowed amount for the transport 
includes all items such as supplies, waiting time, and an extra attendant.” TrailBlazer 
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cited CMS Change Request 4217.1 Id. TrailBlazer found the Appellant held liable for the 
transport but not for the additional supplies. Id.  

In its May 10, 2011 reconsideration decision, the qualified independent contractor  
upheld the denial of the ambulance transport because “without documentation stating 
why the patient was bed confined, unable to ambulate or unable to sit in a chair or 
wheelchair to confirm that an ambulance trip was necessary, other means of 
transportation such as a wheelchair van could have been used.” Exh 15 at 10. The QIC 
held the beneficiary liable for all charges. Id. at 8. 

The Appellant requested an ALJ hearing, again noting that her father’s condition was 
severe enough to warrant the ambulance transport in question. In his October 31, 2011 
decision letter, the ALJ overturned the QIC’s decision, finding instead that: 

Documentation in the record supports that the Beneficiary could not have been transported 
safely by other means. Therefore, the ambulance transportation services provided by the 
City of Westminster to the Appellant/Beneficiary on September 14, 2010 were appropriate 
under applicable Medicare regulations and guidelines. 

ALJ decision at 7. The ALJ concluded, “Based on the totality of the evidence of record, 
the Appellant/Beneficiary is entitled to payment for the ambulance transportation 
services at issue (A0425, A0429, A0382) provided on September 14, 2010. Id. 

 

Applicable Law, Regulation, and Medicare Policy:  

An ALJ is bound by statutes, regulations, National Coverage Determinations (NCD), 
and the Centers for Medicare and Medicaid Services’s (CMS) rulings.  42 C.F.R. §§ 
405.1060(a)(4), 405.1063.  An ALJ is not bound by contractor Local Coverage 
Determinations (LCD) or CMS program guidance such as program memoranda and 
manual instructions, “but will give substantial deference to these policies if they are 
applicable to a particular case.”  42 C.F.R. § 405.1062(a).  An ALJ must explain its 
reasoning for deviating from a LCD, LMRP, or CMS’s program guidance in a particular 
case.  42 C.F.R. § 405.1062(b). 
Section 1861(s)(7) of the Social Security Act (the Act) establishes Medicare coverage of 
ambulance services “where the use of other methods of transportation is 
contraindicated by the individual’s condition, but only to the extent provided in 
regulations.”  As set forth in the regulations, ambulance services are reimbursable 
under Medicare Part B if:  “(1) The supplier meets the applicable vehicle, staff, and 
billing and reporting requirements . . . and the service meets the medical necessity and 
origin requirements[; and] (2) Medicare Part A payment is not made directly or indirectly 
for the services.”  42 C.F.R. § 410.40(a).  Medicare recognizes seven levels of 
ambulance services, the lowest of which is BLS.  42 C.F.R. § 410.40(b)(1).  42 C.F.R. § 
414.605 defines BLS as “transportation by ground ambulance vehicle and medically 
                                            
1 CMS CR 4217 is available online at http://www4a.cms.gov/transmittals/downloads/R799CP.pdf. 

http://www4a.cms.gov/transmittals/downloads/R799CP.pdf
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necessary supplies and services, plus the provision of BLS ambulance services.”  
Medicare payment for ambulance services constitutes complete reimbursement “for all 
services, supplies, and other costs for an ambulance service furnished to a Medicare 
beneficiary.  No direct payment will be made . . . if billing for the ambulance service is 
required to be consolidated with billing for another benefit for which payment may be 
made.”  42 C.F.R. § 414.610(d).  Payment for ambulance services is based on the 
lesser of the actual charge or the applicable fee schedule amount.  42 C.F.R. § 
414.610(a).   

CMS published additional payment guidance for ambulance services in the Medicare 
Claims Processing Manual (MCPM) (CMS Pub. 100-04).  Specifically, section 20.1.1 of 
chapter 15 of the MCPM provides: 

Payment under the fee schedule for ambulance services: 

Includes a base rate payment plus a separate payment for mileage; 

Covers both the transport of the beneficiary to the nearest appropriate facility and 
all items and services associated with such transport; and 

Does not include a separate payment for items and services furnished under the 
ambulance benefit. 

Payment for items and services is included in the fee schedule payment.  Such items 
and services include but are not limited to oxygen, drugs, extra attendants, and EKG 
testing (e.g., ancillary services) – but only when such items and services are both 
medically necessary and covered by Medicare under the ambulance benefit. 

 

Discussion:  

This request for review does not concern coverage of the underlying service but 
separate reimbursement for the routine supplies billed with A0382. Having determined 
the Appellant is entitled to payment for the BLS ambulance services and mileage billed 
with A0425 and A0429, the ALJ erred in finding the routine supplies, billed as A0382, 
separately payable. Routine disposable ambulance supplies are included in the fee 
schedule payment amount for BLS ambulance transportation. MCPM, Chapter 15, § 
20.1.1. This error of law is material to the outcome of the claim because it results in the 
ALJ ordering Medicare to make additional payment for items for which he ambulance 
supplier was reimbursed when it received payment for the basic life emergency 
transport, HCPCs code A0429. 

In finding the ambulance transportation and ground mileage covered by Medicare, the 
ALJ implicitly found the basic life routine supplies furnished during the transport were 
also covered by Medicare. However, in ordering separate payment for these supplies, 
the ALJ erred in failing to consider the BLS definition set forth in 42 C.F.R. § 414.605 
(defining BLS as “transportation by ground ambulance vehicle and medically necessary 
supplies and services, plus the provision of BLS ambulance services”). The definition of 
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BLS includes “medically necessary supplies and services,” which encompasses the 
routine supplies that were billed as A0382-RH. Because the ALJ found Medicare 
coverage existed for the ambulance transportation, which included these routine basic 
life support supplies, the ALJ erred in ordering Medicare to make separate payment for 
them. The ALJ failed to consider the language of 42 C.F.R. § 414.610(d), stating 
payment in full for ambulance services includes “all services, supplies, and other costs 
for an ambulance service furnished to a Medicare beneficiary.” Emphasis added. In 
failing to adhere to the Medicare coverage criteria articulated in the C.F.R., the ALJ 
erred as a matter of law in violation 42 C.F.R. § 405.1063(a) ("All laws and regulations 
pertaining to the Medicare and Medicaid programs … are binding on ALJs.").   

The ALJ also erred in failing to afford deference to chapter 15, § 20.1.1 of the MCPM 
(stating ancillary supplies provided during ambulance transport is an included cost in the 
ambulance benefit). The ALJ erroneously ordered that “the Appellant/Beneficiary is 
entitled to payment for …A0382.” ALJ decision at 7. In failing to consider the MCPM the 
ALJ erred as a matter of law in violation of 42 C.F.R. §§ 405.1062(a), which states 
"ALJs . . . are not bound by LCDs, LMRPs, or CMS program guidance, such as program 
memoranda and manual instructions, but will give substantial deference to these 
policies if they are applicable to a particular case."   

Because payment for A0425 and A0429 encompasses payment in full for the BLS 
ambulance service, ambulance supplier may not bill the beneficiary for the additional 
cost of A0382. See MCPM, chapter 15, § 10.4 (“When the [not separately billable] 
service is denied, the services are not separately billable to the beneficiaries as they are 
already part of the base rate”). 
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