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Purpose of Manual

The Instruction Manual for Renal Providers was created to assist Medicare-approved renal providers in preparing and
submitting the end state renal disease data collection forms necessary to the operation of the national ESRD Program
Renal Management and Information System (REMIS). Completion and submission of these forms are required by Law
(Section 405.2133 pf Subpart U of the Code of Federal Regulations.)

“Condition: Furnishing data and information for ESRD Program administration. The ESRD facility, laboratory
performing histocompatibility testing, and organ procurement agency furnishes data and information in the manner
and at the intervals specified by the Secretary, pertaining to its ESRD patient care activities and costs, for inclusion in
a national ESRD medical information system and in compilations relevant to program administration, including
claims processing and reimbursement. Such information is treated as confidential when it pertains to individual

patients and is not disclosed except as authorized by Department regulations on confidentiality and disclosure
(see 45 CFR Part 5, 5b and 20 CFR Parts 401 and 422 (Subpart E)).”

-HCFA Pub No. 03368
June 1995

Manual updated by Network of New England

Centers for Medicare and Medicaid Services (CMS), formerly HCFA is required to maintain an ESRD national patient
registry with data submitted by ESRD Providers to ESRD Network Organizations. This data is processed and stored in
the Standard Information Management Systems (SIMS) database. Over the past few years several procedural data sub-
mission requirements have been modified or added to create a stronger standardized data system. These updates have
been added to this manual to assist providers in fulfilling their data reporting requirements in a timely and efficient
manner. This product is modified by Network of New England while under contract with CMS.

Contract No: HHSM-500-2006-NW001C.
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Introduction

With the enactment of section 2991 of Public Law 92-
603 (1972 Amendments to the Social Security Act), full
Medicare coverage was extended to persons with end stage
renal disease (ESRD), effective July 1, 1973. To be eligible
for Medicare benefits, the patient must first be currently or
fully insured, or be eligible for Social Security benefits, or
be the spouse or dependent child of such a person.
Additionally, a physician must certify that the individual
requires chronic dialysis or a kidney transplant to maintain
life.

The Medicare program pays a prospectively determined
amount for kidney transplants, for certain drug treatments,
and a composite rate schedule for dialysis services.

The Centers for Medicare and Medicaid (CMS) is
charged with the effective administration of Medicare
benefits to eligible persons with ESRD. Integral to the
effective management of the ESRD program is the opera-
tion of a comprehensive database covering medical and
demographic information for the Medicare ESRD popula-
tion. This database, along with other ESRD program-
related data, is contained within the ESRD Program
Renal Management and Information System (REMIS). This
system, as required by Public Law 95-292, section
(c)()(A), is designed to serve the needs of the Department
of Health and Human Services in support of program
analysis, policy development, and epidemiological research.
The ESRD REMIS includes information on both Medicare
and non-Medicare ESRD patients and Medicare-approved
ESRD hospitals and dialysis facilities.

The principal sources of beneficiary-specific
information are the Medicare billing records and incidence-
specific medical information forms that report onset of
ESRD, characteristics and status of a kidney transplant, and
cause of death for an ESRD beneficiary. The principal
sources of hospital and facility information are the
Medicare certification approval notices and an annual survey
of these organizations.

Legislation passed in 1986 mandated the establishment
of a national ESRD patient registry. The registry is the
United States Renal Data System (USRDS).



Entitlement Provisions

The 1972 Amendments to the Social Security Act
extended Medicare coverage to individuals with end
stage renal disease beginning July 1973, the month the
law became effective. End stage renal disease is that
stage of kidney impairment which is irreversible, cannot
be controlled by conservative management alone, and
requires dialysis or kidney transplantation to maintain
life. As soon as an individual knows that they need
maintenance dialysis treatments, they should apply for
Medicare at any Social Security office. Social Security
representatives will help the applicant furnish all neces-
sary information on the application form CMS-43 and
answer questions they may have about the Medicare
program. One of the essential forms to be completed will
be a CMS-2728, End Stage Renal Disease Medical Evi-
dence Report: Medicare Entitlement and/or Patient Reg-
istration, which will be completed by the facility. Notifi-
cation of entitlement will be mailed later by the Social
Security Administration (SSA). If a person cannot come
to the Social Security office, arrangements can be made
so that a representative can visit the person to take a
Medicare application, CMS-43, or the facility can assist
the patient in completing and forwarding this application
to the Social Security office.

When entitlement to hospital insurance (Part A) is
established, the individual is automatically enrolled for
supplementary medical insurance (Part B) to begin the
same month, unless he specifies he does not want this
coverage. It is not in the best interest of most end stage
renal disease patients to decline Part B coverage because
many renal services, such as outpatient dialysis treat-
ments, are covered only under Part B. A person qualify-
ing for Medicare by means of the renal disease provision
is eligible for the full range of benefits available under
the health insurance program, not just for those services
relating to renal care.

Requirements for eligibility

To qualify for Medicare under the renal provision, a
person must have end stage renal disease and either: be
entitled to a monthly insurance benefit under title II of
the Social Security Act (or an annuity under the Railroad
Retirement Act); or be fully or currently insured under
Social Security (railroad work may count) or based on
Medicare qualified government employment; or be the
spouse or dependent child of a person who meets at least
one of these last two requirements. There is no minimum
age for eligibility under the renal disease provision. An
application for Medicare must be filed.

When entitlement begins

Provided all eligibility requirements are met, a person’s

Medicare entitlement based on the renal provision of the law
begins with the earliest of the following

the third month after the month in which a course
of dialysis is initiated. For example, if a course of
dialysis was initiated any time during the month of
January, the date of entitlement would be April 1;

if earlier, the month a course of maintenance
dialysis begins if the individual participates within
the waiting period in a self-dialysis training
program in an approved facility and is expected to
complete the training successfully and self-dialyze
thereafter

the month of transplant; or

the month an individual is admitted to an approved
hospital for procedures preliminary to a transplant,
If the transplant takes place within the following 2
months. If the transplant is delayed more than 2
months, Medicare coverage will begin the second
month prior to the month the actual transplant
takes place, or, if earlier, the first day of the third
month after maintenance dialysis began.

When entitlement ends

A person’s entitlement under the ESRD provision
terminates with the earliest of the following events:

the day of death; or

the last day of the 12" month after a patient no
longer requires maintenance dialysis treatments or

the last day of the 36™ month after the month in
which the individual receives a kidney transplant.
If within 36 months after transplantation the person
requires another transplant or returns to dialysis
the entitlement does not end.



DESCRIPTION OF MEDICARE ESRD FORMS

The forms described in this Manual are utilized to gather data for the End Stage Renal Disease (ESRD) Program

Renal Management and Information System (REMIS). All Medicare-approved renal providers are required by law (Section
405.2133 of Subpart U of the Code of Federal Regulations) to complete these farms on a timely basis. (NOTE: Department
of Veterans Affairs’ facilities providing dialysis and kidney transplant services are required to complete all of these forms,
with the exception of the CMS-382, ESRD Beneficiary Selection.)

These forms are listed below.
CMS-43, Application for Health Insurance Benefits Under Medicare for Individual with Chronic Renal Disease

This form is to be completed when the patient is applying for Medicare benefits under the ESRD provisions of the Social
Security Act and has been diagnosed as having end stage renal disease and has begun a regular course of dialysis or has
received a kidney transplant. This form is available from the local Social Security office.

CMS-2728-U4 Chronic Renal Disease Medical Evidence Report

This form is to be completed when the patient is diagnosed as having end stage renal disease and has begun a regular course
of dialysis or has a kidney transplant. It requires a physician’s signature certifying that the patient has ESRD. The
information captured from this form will identify new patients filing for ESRD Medicare benefits. An initial

CMS-2728-U4 must be completed and submitted on every newly diagnosed ESRD patient, including those who may
already be entitled to Medicare based on old-age or disability. Entitlement to ESRD Medicare benefits depends upon the
completion and submission of this form. This form is available from the local Social Security office or the social worker at
the renal provider.

CMS-2744, ESRD Facility Survey

This farm is completed annually by all Medicare-approved renal providers. This farm is sent to each provider by the ESRD
Network office.

CMS 2746, ESRD Death Notification

This form is completed by the primary provider of care within 2 weeks of the date of death of an ESRD patient, regardless
of where the death occurred. These forms should be available at all Medicare-approved providers; if not, they may be
obtained by calling the ESRD Network office.

CMS-382, ESRD Beneficiary Selection

This form is completed only by Medicare beneficiaries who are dialyzing at home and are not currently dialyzing in a
facility. These forms are available at the providers’ fiscal intermediary, i.e., Blue Cross, etc.



ESRD forms submission summary

Table 1

Form Completed When to complete Where to submit
by copies of forms

CMS —43 Application for
Health Insurance benefits Patient When the patient Is diagnosed | White Copy: send to servic-
Under Medicare for Indi- as having ESRD and is apply- | ing Social Security Office
viduals with Renal disease ing for Medicare Benefits
CMS-43
CMS-2728-U4
End Stage Renal Disease Attending Physi- When the patient is diagnosed | Blue copy: send to servicing
Medical Evidence Report cian as having ESRD, submitted social security office

Medicare Entitlement and/
or Patient Registration,
CMS-2728-U4

with 45 days of patient start-
ing at the facility.

Green copy send to ESRD
network

White copy: retain at provider

CMS-2744 ESRD Facility
Survey

Transplant centers
and dialysis units

Annually

Send completed surveys to the
ESRD Network

CMS—2746 ESRD Death
Notification

Transplant centers
and dialysis unit
which was last
responsible for
care of patient on
an on going basis
regardless of place
of death

With in 2 weeks following the
date of death

Green copy : send to the
ESRD Network

White copy: retain at the pro-
vider

CMS-382 ESRD Benefici-
ary selection

Patient

When decision is made to go
on home dialysis and annually
there after.

Servicing fiscal intermediary
of provider




CMS-43

Application for health Insurance Benefits Under Medicare
for Individuals with End State Renal Disease

Form # CMS 43

Form Title APPLICATION FOR HEALTH INSURANCE UNDER MEDICARE FOR IN-
DIVIDUAL WITH END STAGE RENAL DISEASE

Special Instructions You must either visit or contact your local Social Security Administra-
tion to obtain this form.



CMS 2728

End Stage Renal Disease Medical Evidence Report,
Medicare Entitlement and/ or Patient Registration, CMS-2728-U4

The CMS- 2728 ESRD Medical Evidence report should be completed with in 45 days of when the patient is diagnosed as
having end stage renal disease (ESRD). It requires a physician’s signature attesting that the patient has ESRD. The
information captured from this report will identify new patients filing for ESRD Medicare benefits, will register all patients
in Renal Management and Information Systems (REMIS), used by ESRD Network Organizations for quality oversight as
well as used by United States Renal Data Systems (USRDS) where the data will be used for epidemiological studies.

This form should be completed for those patients beginning any of the following:

1.

2.

For all patients who initially receive a kidney transplant instead of a course of dialysis.

All patients for whom a regular course of dialysis has been prescribed by a physician because they have reached that
stage of renal impairment that a kidney transplant or regular course of dialysis is necessary to maintain life. The

first date of regular course of dialysis is the date this prescription is implemented whether as an inpatient of a

hospital, an outpatient in a dialysis center or facility, or a home patient. This form should be completed for all

patients in this category even if the patient dies with in 45 days, the time with in which the 2728 form should be submit-
ted to the Network.

For beneficiaries who have already been entitled to ESRD Medicare benefits and those benefits were terminated
because their coverage stopped 3 years post transplant but now are again applying for Medicare ESRD benefits
because they returned to dialysis or received another kidney transplant.

For beneficiaries who stopped dialysis for more than 12 months, have had their Medicare ESRD benefits terminated
and have now returned to dialysis or received a kidney transplant. These patients will be reapplying for Medicare
benefits.

DO NOT complete a CMS-2728 form if the patient changes dialysis facility or modality.

This form should not be completed for those patients who are in acute renal failure.
Acute renal failure is a condition in which kidney function can be expected to
recover after a short period of dialysis, L.e., several weeks or months.

The CMS-2728 form can be obtained from the local social security office.



CEPARTHENT OF HEALTH AND HUMAN SERVICES Foamm Appacinad
CENTERS FOR MEDICARE & NEDICHNID SERVICES OB Mo DE3E-005
END STAGE REMAL DISEASE MEDICAL EVIDENCE REPORT
MEDICARE ENTITLEMENT AND/OR PATIENT REGISTRATION

A. COMPLETE FOR ALL ESRD PATIENTS Check one: [ Inidal [ Re-enftlement [0 Supplemental
1. Mame (Last, Frsf, Mode inis])
Z. Medcare Clirn Mumbe 3. Soual Secrty Humber 1 Da= df GrA
W e

B, Paiar Naiing Mddress [include Ciy Stile and 2]

6. Phone kumber

T. Bex A Efhnicity 8 Countryiima of Orign or fnossry
[ Male [] Female [ Mot Hispanic or Lafing [ Hispanic or Lafing (Complete 1ism 9)

10. Racs [Check alf fuf anpiy) 11. k& patient applying for ESRD
[ wWhite [ Msan

[ Bk or Afican Amedcan

[ M Howsian or Ofher Padic kklandes

Medisare oovemge?

[ Amesican indisnfMasks Nafive [ Yes [ Ha
Print Phame o E Prin sl Tritsa "canplets Bm S
12 Curment Medical Coverage [Check 20 Bl appiy) 13, Haight 14_ Dy Weight 15, Primary Cause of Renal
[ Medicsid [] Medicare [| Empioyer Geoup Health lnsurances s oa pashos on Faailie fUise s foatback of Bam)
[ DA [ Medicars Advantage [ Oeher  [] Mome CRTRETER KLOGAME
18. Emplayrent Stafis (B mos prior and 17. Ca-Maibid Condiors [Check & il apply curmnlly andior during el 10 peas) *Ses neficions
cument stahis) a [ Congesfve heart falurs n [ Malignant neopizsm, Cancer
b. || Ahemsdendic haart dissase ASHD o [ Toxi nephmpagy
Qf'ps e [ Other chnding it s P L] isokol depand enos
O [ Unemployed d. [ Corabrovasoubar disssss OV, TV q. [ Drug dependencs®
O 0 Fuil Thme e [ Perpheml vasoulsr dissss® £ [ Inability o ambuilkate
Employed L [ Missary of byperisnsion & [ Inabily to ranser
[0 [0 Employed Part Time g [ Ampuiaton L[] Mesds ssistancs with daiy acivisies
[0 [0 Homemaker h [ Dishetes, curmerdy on irsuin w [ InsSiuSonalized
[0 [0 Retireddus to Age/Preference | L [ Dishetes, on oral madicstions [ 1. hesistad Living
J L Disbhedés, without medicafions L] 2 Mursing Hame
O O Retied (Disablity) K [ Disbhefc oo pedby [ 3 Oeher |reso Son
0 [0 Medical Leave of Absence L [ Chroric obssuctive pumonary disesss . [ Non-mnal congenitsl shnomnality
[ [0 Sudent m. [ Tobaooo uss jourment smaker) w. [ Mans
18 Prar o ESRID therapy:
@ D PAafinn M divid SCganois erytropoedn of sgulval et T Oves [ so [ Usknows Eves, ammwer [ 612 months [] 512 months
b Was patient under cans of & nephmlogisr? 1 Yaa [ Mo [ Uskncws YR, 3G [ 812 muoaiha ] =12 mucaihes
c. Was patient under cans of kidnay distianT 1 Yaa 1 Me [ Ueknows Ve, anEwEe [ 812 montha 1512 moetha
oL VWhad Rocass was sed on first culpatient dialysis: CaF [ Gl [ Cathebar ] O
M not AVF, thenc s malwing AF presentT 1 Yaa [ Mo
15 PN (Tl amancT OvYe [ Mo
19. Lahoratary Values Wishin 45 Days Paor fo the Mozt Recant ESRID Epmade. {Lipid Profie within 1 Year of Most Recent ESRD Epmada)
LABORATORY TEST VALUE DATE LABORATORY TEST VALUE DATE
a1_ Serum Mbumin {o'd]} d HEh 15 ™
a2 Serum Mbuimin Lower Lim & Lipid Pmfle TC
a3 Lah Method Used (BCG o BOP) Lo
b Semim Creatiine (mgid) HOL

& Hemagabin jgid)

B. COMPLETE FOR ALL ESRD PATIENTS IN DIALYSIS TREATMENT

TG

T0 Hame of Dalyss Facity

71 Medicare Provicer Mumber (for fem 20)

22 Primary Dislysis Sesing

73 Primary Type of Dialysi

[] Home [ Disysis Facilitp'Cartar [ | SNFiLong Termn Care Fadlity ] Hemodmlysss |(Sesiors per wask ol par session ¥
O caPD [ OOPD [ Otker
24 DOmibe Regulsr Chmnic Dislysis Began : ; 25. Date PaSen! Stared Chranic

BB Y

Diiaiyais a8 Current Facity

—_
A DO Y

26, Has paSent besn niermed of idney ansgien? oplans?

27 Wpatent NOT infarned of Sansplin opions, pemss check al St apgly:

[ vee [ Ma [ Medically unst [ Paisrt delines infamation
[ Ureuitshis dus to age [ Patiert has net been assessed
[ Psychoagicaly undt [ Other




C. COMPLETE FOR ALL KIDNEY TRANSPLANT PATIENTS

28. Date of Transpiant 29. Name of Trrepbnt Haspiial 30. Medicara Providar Mumber for |sem 29
_—

[
Daie pallent was admifted a3 an inpafient to a hoapital in preparafion for, or antidpation of, a Mdney ransplant prior fo the date of
actual transplantaiion.
31. Ertar Date 32, Mame of Preparadion Hospital 33, Medicar: Povider number for Bam 32

P S —
] oo haand

34 Current Stus of Transgiant (if funchoning, Skip ifems 36 and 37) 35_Type of Doner:

[ Funclianing [ Nen-Funesianing [ Desasssd [ Living Redated [ Living Unmisisd
36, Mon-Funciaring, Date of Retum 1o Regulr Dalyss 7. Cumen: Diziysis Tresmmert St
I [] Herne || Dislysic Facity/Corder || SNFLory Term Cam Facilty

[T
D. COMPLETE FOR ALL ESRD SELF-DIALYSIS TRAINING PATIENTS (MEDICARE APPLICANTS ONLY)

38. Name of Tmining Provider 39 Medicars Providar Mumber of Training Provider (lor Bem 33)
40. Date Training Began 41 Type of Temining [ Hemodilyss & [] Home b [ In Center
T [ CAPD [ CCPD [ Cmhesr

42 This Pafiert is Expecied to Camplete [or fos conplefed) Trmiring | 43 Date When Pasient Complsted, or i Expeciad ta Camplete, Trairing
sl will Sal-dislyze on 8 Reguis Basie.
—

[ e [ Na T T
I certify that the above seif-dialysis training information is correct and |8 based on consideration of all partinent medical,
paychological, and sociological factors as reflected in records kept by this training facility.

44 Prirted Mame and Signafum of Physican persanally Bamiliar with $e pasients imining 45 UPH of Physician in Bam 44
&) Prinsei Mamas b] Sgrane o) D W B6 W
E. PHYSICIAN IDENTIFICATION
46, Mserding Physician (Pdnt) 47 Phiysician’s Phane No. |48, UPI of Physician in Bem 48
()
PHYSICIAN ATTESTATION

I certify, under penalty of parjury, that the information on this form /s correct to the best of my knowledge and befief. Based on dizgnosfc
trsts and laboratony ﬁ'nn'.hgn Ifurther corify that this pativnt fas reached the stoge of renal impirment fat appears imeversible and

per t and 5 & regular course of dialysis or kidney fransplant fo maintain fife. | undersfand that this information is infended for
use in alf.ub.l'!d‘i.hg the patient's entitiement to Medicare benefits and that any falsification, misrepresentation, or conceaiment of essentiaf
inform ation may subject me to fine, imprisonment, civil penalty, or other cvif sctions under applicable Federal faws.

48 Assrding Physician's Signature of ASestation [Same s fem 48 50l D
— e e
T
51. Physician Recsrificafion Signaturs 52, Dater
el ” el ”
[
53. Remarks

F. OBTAIN SIGNATURE FROM PATIENT

I hereby authorze any physician, hospital, agency, or other organization to disclose any medical records or other

information abowt my medical condition to the Department of Health and Human Services for purposes of reviewing my
appiication for Medicare entitiement under the Soclal Securty Act andior for sclentific research.

54 Sigrasure of PaSent [Signature by mad must be winessed ) 55 Date

[ S
WA o e

G. PRIVACY STATEMENT

That coligticn o fis iRfommation |s authonzsd by Sacton Z20A of tha Sodal Security Act Tha nfomeation proddad wil B e o detsrmeing | an individial B endiaed i
Meligeciic iang wraier e End Stage Renal Diseass prosdsions of B law The indomeadon will be mainkained in sysbem Moo 06-T0- 0520, "End Stage Fanall Dissass Program

and Madicd Infommation System (E5AD PMMEST, publishad in e Fedenal Registe, Vol 57, Mo, 195, Jurs 17, 2002, pages 4124441350 of a5 updted and
Pepibdis haed. Colide o of ol ‘Social Seity Mumbed S authod 20 by Exidwe Oinder 3297, FurrsHng the infommadan o this form i volurmey. B fallur e oo 30 a0 maly’
masul in denial of Madioane benedits. Infomation firom the ESRD PRRES may Ba given 0o & congress iDnal ofios in nes pons & 0o an inguiry from e congress ional oficos made
il el Pggest Of el [mcivichsall am incivicksal or onganization for mesanch, demons ralios, evalsation, of epideminiogc: project nedated 1o T prevenion of dseass o
disabdiny, o B resboraiion or malnienancs of haalth, Addbicnal dackeres may b iownd in e Fodom! Rggisier noiios clisd abovin Y shookd Ba avwans tal P 900- 803,
ol COMpLier M hing aned Priway Protscion Act of 1588, [aeTris thad ol M o widify IRANTRation by willy of COTouler matchss
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LIST OF PRIMARY CAUSES OF END STAGE RENAL DISEASE

ltem 15. Primary Causs of Renal Failure should be completed by the attending physidan from the list balow. Enter the

ICD-8-CM code o indicate the primary cause of end stege renal diseass. If there are several probable causes of renal filure,

choosa oné as pnmary, Code effective as of September 2003,

MARRATIVE
DIABETES

25040 Dishetes with renal maniestafions Typs 2
25041  Disbefes with renal manifestaions Type 1

GLOMERULONEPHRITIS
5828 Glomendansphiits (SN}
(hitalagically not axamined)
5821 Facal glomeniosssmeis, focal soenosing GN
5831 Membmnous nephropatiy
58321 Membmnopraiferatve GH fpe 1, diffuss MPGHN
G832 Deme deposit dessse, MPGH type 2
GEIAT  Ighnepkropathy, Bemges disabe
(prven by immunafilonesosnos)
GEIA?  IgM neplropathy mven by irmmunall ohesosnoe )
5834 With lesion of rapidly prgressive GN
5800 Pt infecSous GMN, SRE
5820 Diher profifembve GM

SECONDARY GNNASCULITIS

7100 Lipus eryfhematosis, (SLE nephifis)
2870 Henach-Schaniein syndrame

Fali}] Sederod efrra

28311 Hemalysc uramic syndname

4480 Palyartedis

4484 Wegener's gmnulomatosis

GEIE?  Mephmpaty dueto heroin abuse and reiated dugs
44520  Ofer VasouiSs and it dedvaives
44521 Goodpasium’s syndmme

GEIN  Sesondary GM, aher

INTERSTITIAL NEPHRITIS/PYELONEPHRITIS

Qa5 Anakgesic shos

5830 Radistion nephrifs

849 Lead nephnopathy

5909 HNephmpaty caissd by aher agents
27410 Gouty nephropaty

fatedi] Meaphmitimis

5996 Aoquired obstncive uropathy

5400 Chmmnic pydansphniss, refiis nephropathy
58383 Chmonic intersiSal nephriss

EB0A  Acife interaS§al nephrife

5929 Uralithimsiz

27548 Omher dizomders of calic m metabalem

HYPERTENSION/LARGE VESSEL DISEASE

40331 Unspacified with renal Sailure
4401  Renal artery stenomis

59381 Renal aery occusion

SO3E1  Chelesterd ambali, meal smbali

NARRATIVE

CYSTIC/HEREDITARY/CONGENITAL DISEASES

TEI13  Palycystc kidneys, adul type daminani)
TE3I  PaoyoysSic, nfanile jrecessive)
TEIE  Medullary cyalio dise abe, induding nephronophthisis
TEA5 Tuberous soerosis
THIE Hemditary nephifie, Apare eyndrame
2700 Cryatinasis
2718 Primary oxsiosis
727 Fabry's dits s
7833 Cangenital nephraSic syndnames
5839 Drash gyndrome, mesangial scenosis
TEIZ1  Cangenital abstruction of urelerpekis uncSian
TEIZ2  Congenital abstruction of uretmvesical uncSion
TEIZ  Oher Congenital abain ofive urapathy
7530 Renal hypoplasia, dyspiasia, digonephronia
TEET1  Prune bally syndnome
TEOE)  Oher (congenitsl malformation syndnommes)
NEOPLASMS/TUMORS
1830 Renal umar fmalignant)
1839 Urinary fract fumar fmalignant)
2230 Renal fumaor fenign)
2239 Urinary fract umar denign)
2351  Renal umor jurspecfied)
23082 Urinary fFact mor |Lirspecilied )
20280  Lymphama of kidneys
20300 Mubiple myeloma
20308  Oher immuns proifemive neaplasms
{inclu ding light chain nephmpaty)
2773 Mo e
99580 Complicafons of rareplaned angan unspeclied
99581 Complicafions of rareplaned kidney
Q9882 Complicafions of rarspianted iver
99583 Complicafions of rareplanied heart
99884 Complicafions of rareplanted Ling
99585 Complicafons of rareplaned bone marmw
Q9888 ComplicaSions of rareplanad pancress
99587  Complicafons of rareganed niesiine
99583 Complicafions of other speciied ransplanted omgan
MISCELLANEQUS CONDITIONS
28260  Sickle cal dessssfanamia
2EIG  Sihckde ol rait and ofher sickde oall (HbSHD ather)
B462) Post pafum renal failune
042 ADE nephropathy
BBR0 Traumafic or surgicsl et of kidne i)
5724  Hepatrenal syndrame
SE36 Tubular necmai {n0 recovery)
59389  Oher renal dsomdens

7994

Efichagy uncersin

FORM CAES- 778 UU3 (0604



INSTRUCTIONS FOR COMPLETION OF EMD STAGE RENAL DISEASE MEDICAL EVIDENCE REPORT
MEDICARE ENTITLEMENT ANDVOR PATIENT REGISTRATION

[For whom should fhis form be completed:

This form SHOULD NOT be completed for hose palients who
are in acule renal fallure. Acute renal fallure s a condition in
which kidney function can be expected o recover after a short
peariod of dislyzis, Le., several weska or mondha.

This form MUST BE completed within 45 days for ALL patients
beginning any of fie following:

Check e appropriate block that idendfisa the reason for
submisabon of this form.

Initial

For all pasients who initially receive a kidney transplant instead
of a couras of dialysia.

[For paients for whom a reguiar course of dialysis has been
preacribed by a physician because they have reached that siage
of renal impaimment that a kidney tranaplant or regular course of
dialyzis ks necesaany o mainisin life. The first date of a regular
ocourae of dialysis ks the date s preacription ks implem ended
whether s an inpatient of a hoapital, an cutpaient in a dialysia

center or fadlity, or a home patient. The form should be
completed for all pasents in his category even if the palient diea
within this time period.

Re-entitlemeant

For beneficiarkea who have already been enfdithed to ESRD
Meadicare benefis and those benefits were ferminaied because
helr coverage stopped 3 years post ranaplant but now ane
again applying for Medicare ESRD benefits because they
refumed o dialysis or received anofher kidney ranaplant.

For beneficianies who stopped dialysis for mone fan 12 montha,
have had helr Medicare ESRD benefils ferminated and now

refumed o dialysis or recebved a Mdney transplant. Theas
pafients will be reapplying for Medicare ESRD benedita.

Supplemental

Pasent has recelved a transplant or trained for self-care dialysls
within the firat 3 montha of the firat date of dialysis and initial
form wias submitied.

Al itemns except as follows: To be completed by the attending physician, head nurse, or aodal worker involved in this patients

raatment of renal diseass.

Items 15, 17-18, 26-27, 49-50: To be completed by the attending phyzidan.

Iem 44: To be signed by the attending
Items 54 and 55: To be slgned and dated by the patient.

physician or the physidan famiiar with the paent's self-care dialyais training.

1. Enter the pafients lagal name (Last, fimd, middle inial). Mame
should appesr exactly the same as it appears on patients social
wacurty of Medicane cand_

2 the patient is coveraed by Medican, enfer his/her Medicam claim
numnber &2 & appears on hisher Medicane cand.

3 Enter the pafients own sodal sscurity number. This number can
be varfied from hs'her social sacunity card.

4. Enter paSents date of Birth (2-digt Month, Day, and d-digi Year).
Example 07251950,

6 Enter the pafients maling address (number and strest or past
afice bex rumber, city, etate, and ZIP code )

B Enter the pafents hama snes cods and teaphans numbar.
7. Checkthe spropiate Hock to iderify sex

B Check e sppropiate bock to idersly stricity. Definiions of e
affnicty categaries for Federsl stafisfies are as fllows:

Mot Hispanic or Latino—A pensan af culiure o arigin nat
deserihad haliow, mﬂﬂ af racs.

Hispanic or Lafino—A paman of Cubsn, Pusda Risan, o
Mesican culiure o aigin regardiess af race_ Plasss complets
Eeen @ and prowice the courtry, ama of anigin, oF snosslry 16
which the putiant disims to bedang.

9 Courfrpiheea of arigin o ancestry—Complete if hlamnation &
avalabie or § directed to doso in question 8.

10 Chack the sppropiate Hoske) 1 iderifly race_DefiniSions of the
racal ﬂgﬁﬂt for Faderal stafefics are as fallows:

White— persan having afiging in any afthe original white
peoples of Eurape, the Middie East ar Marth Afica.

Black or African Amar A parean having arigine in aty of
e Hiack meisl gmups of Mrica. This includes nafive-bam Black
Aneficans, Micans, Haians and meideris of non-Spanish
spasking Canbbean lebands of Afisan descent.

American Indian/Alaska Native— persan having ofgins in any
afthe criginal paeples of Moth Ameica and Sauh America
{including Central America) and who mairtains sibal afilason or
community asachment Prnt the name of the enrdled or principal
fribie fe which e paiend daims i be 8 marmber

Asian—h parsan having arigine in any of the ariginal peapks of
#he Far East, Soufasst Asia or the Indian subsorinent induding,
for exarmple, Cambodia, China, Indi, Japan, Koma, Malaysia,
Pakistan_ the Philppine lands, Thailand and Vietnam.

Hative Hawailan or Other Pacific kslander—A pafson having
afging in any of e original peophes of Hawsil, Guam, Samaa,
ar ather Pacfic lshnds. Pleass complete Bam 9 and provide fhe
ooy, ares of arigin, oF sncesiry (o which the pafient daims
o bedang.

DISTRIBUTION OF COPIES:

* Forwand the first part (blus) of this form fo the Soclal Security office servidng the clalm.
* Forward the sscond part (green) of this form to the ESRD Network Organkzafions.

* Retain the last part (white) in the patienf's medical reconds fle.
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1. Check he sppropdate pes or no black o ndicate fpaSent &
applying for ESRD Madicam:. Note: Even though a pearson may
already be enfiied to general Medicare coverage, ha/she
should reapply for ESRD Medicare covarage.

12, Chack all e blocks that apply to this pafents curment medical
[T - T TR

Muodicaid—P afiart & curendy recaking Stete Medicaid banafits.
Modicare—Pafient it cumen Sy enified to Fademl Madoam banefts.

Employer Group Healih Insuranos—F et recsisves madical
benedits frough an empioyes hasith plan Fal oovens smployees,
former amployess, or the families of employess or fomer
ey

DVA—P afent i receking medical care frm a Deparimant of
Weteran & MEaire Eacility.

Maedicare Advantage—Patian! is recsyving medical bansfiss
under a Madicam Advantage onganizafion.

Othaer Mesdical Insurasnos-—Pafient it mosiving méadical banafits
undar a heath ineumnes plan hat & no! Medcsrs, Medicaid,
Diepariment of Vietsrans Affairs, HMOBMC anganization, nor an
amployer group healh neurancs plan. Exsmples of afer medical
insumAnG: ar Ralroad RefSmmant and CHAMPIUS beneficianies.

Hone—Pafient has no medical inumancs pan.

13. [Enter the pafients mast recant moorded baight in indhas OR
oanfimetams o Sme fom is being mfmhﬂd. i entering heightin
oanfmetas, round t Se o L fast
Encwn haight for Shose unabls & hu massumd. (Examge of
inches - 2. 00 NOT PUT 52 NOTE: For amputes paSents,
anar haight prior to amputaSon.

14, Enter e pafients mas! resent moarded dry weight in paundes OR
kilagmme o firma farm is baing completed. I srtering weight in
kilagmme, round fo the nearest kiogram.

HOTE: For ampuine patients, enter actual dr y weight.

15. To be sompleied by the attending physiclan. Erter e 100-2-
CM fram badk of fomn toindicste the primany cause of end stage
renal disssss Thess am the only accepabie caises of end stage
remnal d e

18. Check he St o to hdicsts smployment sttus B manie prior
i renal failure snd fhe sacand bax &0 indicats cument
amployment etatue. Check anly one box for each fime period.
W paSient it Under B years af age, ke bk

7. To be sompleted by fhe atiending physician. Chack all
wo-martid condiions hat apply

“Corabrovasc ular Disease indudes history of sinakos
oernehmyvascllar aotident (CWA) and fransient ischemic a% ack (TIA)
“P eripharal Vas cular Di indudes sheent foat pulses, prior
l_.'p-ﬂ s itz i, ArpuiaSions for vako laF diseass gangrens
ad snic s .

“Drug dependenc s means depandent on illic dougs.
18.  Priarts ESRD therapy, check the sppmpriats b o indicats whathes
fhe paSent moskved Exogencus erhmpostin (BPO) or equivalent,
i under the i of a naphroiogis! and/or wes under the cane af a
kicney disSian. Posdde vascuiar acess nlornaton as o fe type of
aotess used (AdedoVenous Fisul (WF), gall, cathater inciuding
poe devios or ather fype of access) when te paSent st mosived
o fpadent dilysis. Wan AVF acoess was nol used, was a metutng
MF o gral present?
HOTE: For thosa patients ing the Medi program after
benefits were terminated, hems 193a thou 19 should condain inifal
laboratory values within 45 days prior o fhe most recent EERD
opisode. Lipid profiles and HbA1c should be within 1 year of fhe
most recant ESRD episode. Same tests may not be required for
patients under 21 yoars of age.

19a1. Enter the sarum albumin valus {gu}anﬂ ki e fead win s e ke
Thiss wakie and date must e within 45 days por o St dialysi
fresfrmant or kidney fransplant.

1942, Enter the hower limit of the nomnal mnge fior semm albumin
fram the bomtary which perfommed the s m allumin st
eniened in 19a1.

1943 Enter the sarum albumin lab meshod ussd (BOG ar BCP).

19h. Enter the sarum crasdning valis {I‘rgn'd! and date eal was laken.
THIS FIELD MUST BE COMPLETED. Vakis rmust be within 45
days prior to fimt diakysis testment or Kidney Sanspiant.

196 Erter the hamagiahin value (gidl) and date et wis tken. This

walue and dute must be within 45 daye prior to the fire! dialysi
frestrent o kidney ranspiant.

18d. Enter the Hhilc valie and fhe date fhe fest was taken. The date
st be within 1 yesr prior fo the st dialysis frastment or kidney
trarmplkant.

189 Enter the Lipid Profle valles and dite et wios taken. Thess
walues: TC-Total Chalesteral; LDL-LDL Chalessenal; HIDL-HDL
Chaesteral; TG-Traghoardes, and dase must be within 1 year
pricr fo e fiet dialysis resiment of kidney fransplant.

.  Enter e name of the diskaiz Slity wherne patient i cumeniy
mosiving cam and wha it compleing this form for patient.

21.  Erfer the G-digh Medicam idertficasion cade of the dislysiz faclty
in itam 20.

2. | e penson is recsiving & mgulsr coumss of dislysis renfment,
chack the appropriate anficipated long-tenm treatmsnt s etting
&t fhe time i form is baing completad.

Z3. Nhe pafien! B, or was, on mgulsr dialysi, check tha
anticipabed lang-tenm primary type of dialysis: Hama
fanter e number of s ssinne ﬂﬂiﬂd per ek and the haurs
fhat wems prssibed for sach session ], CAPD ([Caninu ous
Ambuatory Peritoneal Dialysis) and CCPD {Confinuous Cyding
Peritoneal Dialysis), or Othar. Check only one block. NOTE:
Oeher has hesn placed an this fomm to be used anly ta report IPD
{imemitent Paftonsal Dislysis) and any new method of dislysis
fhat may be developed prior to the mnewal of this form by Offics
of Management and Budget

24 [Enter the date fmanth, day, year) hhat a "mguisr coums of chronic
dislysiz” bagan. The baginning of e coums of dislysis = counbed
fram the baginning of regullary schaduled dialsis necessany for
the tneatment of end stage renal disssss (ESRD) mgamd e of S
chialysis safing. The date of the firs! dialyeis imatment sfer e
physisian has detarmined thal s paSent hae EERD and has
whisen a presaripion for a “mgular oou s of dialyeis” s the Tate
Regular Chronic Dialyeis Bagan™ regandiads of whather iz
prescripfion was implemented in a hospital inpaSen, outpatient,
ar homs 2efting and regandiess of any acute rafmants recsiad
priar o the implementaSon of e pescipSon.

HOTE: For these pur poses, and stage renal dissase means

imever sible damage to a person’s kidneys 5o severaly affecting

hisher ability to ove or adjust blood wastes that in order to

maintain life he or she must have either a cours e of dialysis or a

kidney transplant fo maintain life.

¥ r!l-llnhrhg the Hlﬁﬂn program,
t ESRD

-Hotein R
restarting Iﬁljuh.

25, Enfer date pafient started chronis dislysis al curment Biclity of
dislysic sarvices. |ncases whers paSient tmnsfermed fo ourment
dhsllyais facilly, $is dete will be aber the date in Bem 24

26. Enter whather the pafent has bean informed of ther options for
mosiving a kidney Sansplant

daie of the
liwm 53, that patient is




7. M e pafient hes not besn infarmed of thei options fEnswened 42, Check the appmpriste block 8z to whether ar nat the physican
" ta ltsm 26), Shen snter all masons why & kidney franspiang oarifies that the pafientis apacted o complste e raining
was not an apfon for this pafient o S Sme. succesefily and ssfdinlyze on & mgubsr bais.
2.  Enter the dates) ofthe pafenfs kdney imrphnt i) Fresntaning 43,  [Enfer dafe pafient completed or & arpacied fo complete s
the Medicare progmm, enter cument fransphant date. dialysis tmining.
29, Efier e name ofthe hosgital whems e paentreceived a kidney 44 Enfer pinted name and signasfure of the aSsnding physician or e
trarsplant an the date in Bem 28 physician famiar with the pafienTs sdf-cam dialyss raning.
30. Enter the G-digit Madicam identificafion code of the hospital in 45. [Enfer the Unique Physician lden@ficafion Mumber (UPIN) of
Fern 20 whems te fafent recsived a kidey tmneplart on the date physician in Rem 44 (Ses Bam 48 for expianasionaf UPB)
entered in Bam 28. Entter the: name of the physican wh is supervising e pelients
3. Enter dete pafient wis admifisd as an inpafient toa hospitsl in mnal reaiment af e Sme (his form & complated
o v o, o an Scipefion of, & kidney ransplant priar i Se date Ender e el sk A i wh
of fhe aciual $arspiariafion. This houdes hosghalzaton for faregian B ;u::::: p;l'l't m':‘dm:e:lrmrlra Iﬁu!‘:n this “Hl'n?t
warkup in onder i place e pafent on a rareplant waising §sL eonpieted.
32, Enter e name ofthe hospital whem pafient was admified as an s "
inpaSientin preparaSion far, ar anScpaton of, a kidney Fanssant 4. [Enterthe """‘“"f’f"‘!"'" "'Wf"'” by CMS.
Frici e i O ekt mameparmasen o Comacidae O Butget Focancieton Actof 1886 &
N nibus t Recondliation Act o
3. Erer e G-t Medicam idenilcation number for haspRal in e 32 moutes & tnique kienifier ior anch pysician Whoprovides
M. Check the appmpriste Rinstioning of nor-luncaning bl warviess for which Medicans payment & made. An iderdifier i
il ach i st o i o b i
o e, Do, L cmbaeain. The UPIN s catbishs i sl Regey o
Madicars Physican Idanificafion and Bighility Records MPIE
36, W warmplant = nonfinciioning, enter date pafent relumed to a Transamerics Docdental Life hsurancs Company & hguﬁ!;
mguisr counss of dialysis. IfpaSent did nol stop dialysis post Canier that estahlishes and maintains e naSional registy of
framsplant, enter ranspiant date. physiians receiving Par B Medicam payment. Iis addmes is:
. W epplicabie, check whers pafintis racsiving dialysis e atmant P Rgisiry, Transsmenics Oosidental Lifs, P.0O. Bax 2575,
fallwwing ransgiant mjecion. A nurnsing hame or skilled ruming Los Angeles, CAS0051-0575.
Encility i considersd as home saSing. 49, To be signed by the physician supenising the pafients kidney
fresiment. Signatire of physican dentfied in bam 48. A stampad
Salfdialysis Training Patients (Medicare Applicants Only) sgrane is UnacoegRahle.
e { " 50, Enter date physician signed this fam.
Marmally, Madicam enidement begins with the tird marth afer 51, To e sped by s physican who & camrly F——
fhe manth a pafent bagins a regular course of dialysss fresimen. - Eifysic flicrwing
) - . e et Fusd decicked inifaily po? t ke an appicason for M edicne, te
e e aronie™®  thyidm i mary oot e gt b
facility and s axpacted 1o sl dayzs after the compiafion af She o e same: mexical evidence, by sigring the copy of the CME-2728
waining prgram. Plaass camplete Bams 38-43 ifthe pasent hes et ven s ariginally subemised and retumed fo e prosider. I you do nat
entered it a sel-dislysis faiing program. ltems 38-£3 must be hiefves & coply of She afiginal CMS-2723 an fle, carrplese a new o,
mﬂ 'ﬁ"“ﬂtr‘mﬁ m-:::uu :ﬂunr the 52, The date physician m-carified and snned the farm.
fth qualifying pamdd for dalyss hanatis hasad an §3.  This remarks secfion may be ussd far any necessary comments
pascipation in a salf-care dialysis Saining prgram. by eifhar the physician, patisrt, ESRD Netwak o sacial sseurly
38, Enter hhe name of the provider fumizhing sslcam daksiz tmining. Siedd affics.
3. Enter e B-digit Madicam identificaSion nimbear for e Faining 5. The pafenfs signatum auharizing te relesse of infarmaSion o
prowider in Bam 38 the Depariment of Healt and Human Servioss mus? be sacunad
el i i P ham. If fhe patient is unable to sign the formy, it should be
40 Enfer e date lysis Smining began. signed by a ralafive, a parson assuming responsibil ity for the
41, Check the appmpriate block which désaribes the type of salfchm patient or by a survivor.
disiysis tmihing fe patient bagan. B e patient rained for
hemadialysis, enfer whather the fraining was bo perform dialysis in 55. The date pafien? signed farm.
fhe hama sefing o in S fadiy (incenter). If the patient frained
for IPD (Infermittent Pearitonaal Dialysi), mpost s Other
NOTICE

This form is to be completed for all End Stage Renal Disease patients beginning June 01, 2005
regardless of when the patient started dialysis or received a kidney transplant. Prior blank versions
of this form should be destroyad. Old versions of the CMS-2728 will not ba accepted by the Social
Security Administration or the ESRD Network Organizations after May 31, 2005.
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Questions about the CMS-2728

General Questions:

The following are questions most frequently asked about the
ESRD Medical Evidence Report. Any additional questions
you may have should be directed to your ESRD Network
Organization.

Q. Ifafacility is having problems with a Social Security
Administration (SSA) field office, or if a field office is not
aware of the new rules regarding the new CMS-2728 is
there a phone number or mailing address that facilities can
call or write to receive guidance or file grievances?

A. If this problem occurs, the facility should contact the
SSA regional office at the phone number and/or address
supplied to the networks.

Q. When should this form be completed?

A. This form should only be completed for the purposes of
applying or reapplying for Medicare coverage under the
ESRD provisions of the law and/or for initial registration
with the Renal Management and Information System. It
should not be completed each time a patient changes
treatment therapy or receives a transplant. Network receives
this information by receiving the Monthly patient activity
report as well as from billing records and UNOS.

Q. Some physicians are asking why they would complete a
form on those patients who start dialysis but die shortly
after. Can you give an example of why this form should be
completed in cases where the patient expires?

A. Information from the CMS-2728 is used for many
purposes in addition to its obvious use in determining
Medicare eligibility. Most importantly, CMS data forms
the basis for the Renal Registry used for scientific, clinical
and epidemiological studies of ESRD and its treatment.
Congress mandated that the government create a renal
registry in the Omnibus Budget Reconciliation Act of 1986.
The United States Renal Data System (USRDS) managed
by the National Institute of Diabetes and Digestive and
Kidney Diseases is the most widely known component of
this registry. Almost all USRDS data come from CMS,
either through forms such as the CMS-2728, bills
submitted by providers, or special studies conducted by the
ESRD Networks. The least intrusive and most reliable way
to insure the completeness of the registry is requiring the
CMS-2728 to be submitted for all persons beginning chronic
renal dialysis, whether or not they have died and whether or
not they might be eligible for Medicare benefits.

The most important reason why it is necessary to submit the
CMS-2728 for persons who have died is to have reliable
information on deaths and hospitalizations for persons
beginning dialysis. Mortality is high during the first year of
dialysis, but researchers have not been able to study the first

three months following start of dialysis. Studies into the
causes of death and hospitalization soon after start of
dialysis may provide information important for treating
future patients. In addition, the CMS-2728 may affect
Medicare eligibility or secondary payer status for some
patients in the period before their death.

Q. How is acute renal failure defined? When does chronic
renal failure start?

A. Please see top of first page of the form instructions
under “For whom should this form be completed:...”
Acute renal failure is a condition in which kidney function
can be expected to recover after a short period of dialysis.
i.e., several weeks or months.” For a definition of the start
of chronic renal failure please see #24 of the instructions.

Q. What is the time frame to complete the new form? Is it
45 days from beginning regular dialysis or 45 days from
entering the chronic facility?

A. Dialysis and/or transplant facilities are required to
submit the Medical Evidence Report form (CMS-2728) to
the ESRD Network within 45 days from either the date a
patient receives a transplant or starts a regular course of
dialysis. The dialysis and/or transplant refers to whichever
is the first event leading to entry into the ESRD program
and/or registration with the REMIS.

Q. Who is actually responsible for completing the
CMS-2728 form? Meaning, a patient starts inpatient
dialysis at a facility who also provides outpatient dialysis
(never dialyzed in the outpatient unit) then transfers to the
unit where dialysis will be performed on a regular basis.
The doctor at the inpatient unit does say the patient is
chronic but never sets the patient up on a “regular course
of dialysis”. Who is actually responsible for completing
the form? If the inpatient unit does the form, should they
put their provider name and number under blocks 20 and
21?

The same situation, except the patient starts inpatient at a
hospital that does not have an outpatient dialysis unit. The
patient is inpatient for a series of weeks or months, the
doctor says the patient is chronic, and sets up a “regular
course of dialysis” while the patient is recovering from
another unrelated acute illness. The patient then transfers
to an outpatient unit. Who is responsible for completing
the form? If it is the inpatient physician, whose name and
provider number goes in block 20 and 217

A. In these situations you must take into account several
factors: (1) does the patient have any medical insurance to
pay the bills, and (2) does the hospital participate in the
ESRD portion of the Medicare program and is, therefore,



subject to rides governing Subpart U (compliance rates). If
the patient has no medical coverage and is applying for
Medicare, it is to the financial advantage of the first treat-
ment center that makes the determination of ESRD to com-
plete the CMS-2728. In these cases the first treatment cen-
ter’s name and provider number would be shown on the
form. If the first treatment center does not participate in the
ESRD portion of the Medicare program and is not subject to
the conditions in Subpart U, there is no requirement for them
to complete a CMS-2728.

If the patient has been diagnosed as having ESRD
and been receiving a regular course of dialysis on
an inpatient basis, is then transferred to an outpa-
tient facility, but no CMS-2728 has been com-

pleted on this patient, it then becomes the responsi-

bility of the receiving outpatient facility (who is
subject to Subpart U conditions) to complete the
CMS-2728. In these odd situations, compliance
rates should be calculated from the date patient
started at current facility, block 25.

Part A of Form Questions:

Q. (Block 11) If a patient is deferring his/her Medicare, how
should the form be completed?

A. The following steps should be taken:

1.Check “No” in block 11 stating the patient is not applying
for Medicare at the time the form is completed.

2. Send green copy to the Network office.

3. File the SSA and facility copy in the patient’s record or
give the SSA copy to the patient so he/she has it when
he/she does apply.

Q. (Block 11) Is it correct for the facilities not to submit the
blue copy to the Social Security office until the patient ap-
plies for Medicare or can they submit it at any time? If they
submit the form immediately, will the Social Security field
offices know to pend the form so a second form does not
need to be completed by the facility?

A. If a patient has delayed filing for Medicare do as men-
tioned in the previous answer. The patient can use the
form when they are applying for Medicare.

Q. (Block 11) If a person is already enrolled in Medicare
because of age or disability, would filing for ESRD Medi-
care make them fall under secondary payer provisions? If
so, why should they file?

A. Effective August 10, 1993, Section 13561(c) of P.L 103
-66 (OBRA 1993) amended the Medicare secondary payer
(MSP) ESRD provisions so that they apply to all benefici-
aries with ESRD, regardless of whether an individual is
entitled to Medicare on the basis of age, disability or
ESRD. Prior to this revision, Medicare was secondary
payer for beneficiaries with ESRD if the beneficiary was
entitled to Medicare solely on the basis of ESRD. If a
beneficiary with ESRD was also entitled to Medicare on
the basis of age or disability, Medicare was the primary
payer. A patient currently receiving Medicare because of
age or disability should report this change in status to his/
her local Social Security field office for several reasons:

1. By filing for Medicare under the renal provisions
of the law, patients currently receiving Medicare
could have their premiums reduced or, if they
previously declined Part B of Medicare, could
qualify for an initial enrollment period and re-
ceive Part B benefits. In addition, disability bene-
ficiaries should file because Medicare based on
ESRD may continue longer or start earlier than
their Medicare based on disability.

2. The Medicare secondary payer (MSP) ESRD pro-
visions apply to all beneficiaries with ESRD and
this change in status should be reported to the
local Social Security field office.

NOTE: The revised CMS-2728 should be completed on all
newly-diagnosed ESRD patients to register them with the
USRDS for research purposes whether or not it is sent to
the local Social Security field office.

Q. (Block 11) What if the patient is unsure if he/she will
return to work to receive private insurance or apply for
Medicare coverage? Some patients wait to see how they
feel.

A. Each patient situation is different because of their cur-
rent medical coverage and many patients who are already
covered through other insurance may wish to delay filing
for Medicare benefits.



This is the patient’s choice. Even if the patient wants to
delay filing for Medicare benefits under the ESRD pro-
visions of the law, however, a CMS-2728 should be
completed for the purpose of registering the patient with
the REMIS.

Q. (Block 15) When a facility is assigning a diagnosis
code to the CMS-2728, can they pick the code that most
accurately describes the patient’s cause of ESRD?

A. Yes.

Q. (Block 15) Is the singular purpose of the letter code
next to the ICD-9 code to distinguish between 2 like
ICD-9 codes?

A. Yes and also to distinguish from other explanations
of the code.

Q. (Block 15) What is the definition of adult-onset type
I1 (25040) vs. juvenile type I diabetes (25041)?

A. Age is not the only factor in determining adult-onset
vs juvenile type. Adult-onset is generally associated with
obesity and juvenile type is generally associated with
ketosis. In addition, if a patient does not take insulin, he
cannot be type [; if a patient does take insulin, he can be
type I or II; however, some type II’s do not take insulin.

Q. (Block 12) What are the definitions (age limits) for
polycystic disease adult type (75313) vs. infantile
(75314)?

A. Infantile occurs only in children under 10 but
occasionally is found in teenagers. From the age of 20
and over it is definitely adult type. The gray area of ages
11 through 19 would be for a doctor to determine.

Q. (Block 14) An accurate dry weight may not be
available at the time the form is completed. Is CMS
looking for whatever dry weight is available at the time
the form is completed even though it may not be an
accurate one?

A. Report the most accurate dry weight that is available.

Q. (Block 17) Regarding blocks 17s and 17t, are you
looking for permanent conditions or conditions present
at the time the form is completed even though they may
improve or even disappear with dialysis (i.e., signs/
symptoms associated with pre-dialysis uremia)?

A. Check any of the co-morbid conditions listed that
have occurred within the last 10 years.

Q. (Block 17) Regarding Co-Morbid Conditions No.
17p. Alcohol dependence and 17q. Drug dependence,
what if a patient does not want to disclose whether or
not he/she is or ever has been chemical dependent?
How should a facility handle this?

A. Because of the Privacy Act and other State
and local laws, neither CMS nor SSA can refuse
to process a CMS-2728 because a patient abso-
lutely refuses to give information on alcohol or
drug dependency. If a patient refuses to disclose
this information, the facility should tell the patient
that this information is protected by the Privacy
Act and would be used by the ESRD Network
Medical Review Beard if the laboratory values
failed the normal screening process. The informa-
tion is also used by the research community in an
effort to find cures for this disease. If the patient
still refuses to provide this information, the form
will be processed without these data.

Q. (Block 19) Can laboratory value dates be the
same as date dialysis started?

A. The laboratory value date can be the same
date as dialysis started provided the test was
taken prior to the dialysis treatment.

Q. (Block 19) If a patient fails the algorithm,
should the facility provide laboratory reports and
medical records to the ESRD Network Medical
Review Board or is a letter from the physician
sufficient?

A. If the physician can provide enough informa-
tion either in the remarks section of the form or in
a letter to document to the ESRD Network Medi-
cal Review Board that the patient meets the defi-
nition of end stage renal disease, then laboratory
reports and/or medical records are not necessary.



Part B Form Questions:

Q. (Block 22) Some facilities have several very sick
elderly and/or diabetic patients who are hospital-
ized for a long period of time. What should be
checked for the primary dialysis setting?

A. If the physician has enough information to say
the patient has a respectable chance of surviving
(at least 50%) and the physician feels that the pa-
tient will probably go to an outpatient facility or on
home dialysis, then check facility or home. If the
odds are good that the patient will not survive long
enough to be transferred to an outpatient facility or
the physician can’t make a determination, then
check hospital inpatient

Q. (Block 24) In the case where a person is not yet
on dialysis, but has a catheter inserted for CAPD or
CCPD and that catheter takes a long time to heal,
can you put the date the catheter was inserted as
Date Regular Dialysis Began?

A. No. The date regular dialysis began is the date
of the first regularly scheduled dialysis treatment

Q. (Block 24) A patient is on acute regular course
of dialysis for a long period of time (i.e.,> 3
months). The physician later diagnoses the patient
as chronic from the start of the acute regular
course of dialysis. Can the facility put the start of
the regular course of dialysis, even though it was
initially considered acute, in block 24

A. Please see instructions for block 24 Date Regu-
lar Dialysis Began which state “the date of the first
dialysis treatment after the physician has deter-
mined that this patient has ESRD and has written a
prescription for a “regular course of dialysis” is the
“Date Regular Dialysis Began.”

Part C Form Questions: None
Part D Form Questions:

Q. With regard to the time frame prior to training
the patient on peritoneal dialysis, are there any ex-
ceptions to the 30 day limit? What is the basis for
the 30 day limit?

A. Section 226A(c)(l) of the law states: “(1) in the
case of any individual who participates in a self-
care dialysis training program prior to the third
month

after the month in which such individual initiates a regular
course of renal dialysis in a renal dialysis facility or pro-
vider of services meeting the requirements of section
1881(b), entitlement to benefits under Part A and eligibil-
ity to enroll under Part B of title XVIII shall begin with the
month in which such regular course of renal dialysis is
initiated;”

Training in self-dialysis should not begin until a person
begins or is about to begin a regular course of dialysis,
hence, the 30 day restriction. In addition the earliest
Medicare payments for the training sessions would begin
is the first month of “regular dialysis.”

Part E Form Questions:

Q. (Block 46) Are there penalties if a physician docu-
ments a patient as chronic but the patient recovers func-
tion within a 45 day time frame?

A. By making the physician sign the attestation on the
form, the physician is certifying under penalty of perjury
that to the best of his/her knowledge and belief the pa-
tient’s condition appears irreversible and permanent. We
realize that physicians are subject to human error and
would not penalize an occasional judgment error. How-
ever, if a pattern of errors is discovered, this will be re-
ported to the Inspector General’s Office.

Part F Form Questions: (All questions refer to Block 54)

Q. What do you do if provider cannot obtain the patient’s
signature because the patient died, the patient refuses to
sign, survivor/family won’t sign, patient is too weak to
sign or is comatose, or the patient has no family or survi-
vors?

A. If the patient died, is too weak, or comatose, the pro-
vider should attempt to obtain the signature from a family
member or survivor regardless if the family member or
survivor has power of attorney. In these cases the person
signing the form (Jane Doe) for (John Doe) should write
“Jane Doe for John Doe”. If this attempt fails and the pa-
tient is already Medicare entitled due to age or disability
or is not applying for Medicare under the ESRD provi-
sions of the law, the facility should note the reason signa-
ture is not complete in block 53, Remarks, and send the
network’s copy to the network. The network will then
process the form.

If the patient refuses to sign and the survivor/family re-
fuses to sign or if the patient who refuses to sign has no
family or survivor to sign, write that the patient refused to
sign in remarks and send the network’s copy to the net-
work for processing.

Q. In the case of pediatric patients, who signs the form?



A. The provider should follow their State laws
regarding parental authorization of treatment.

Q. What if a person can’t sign the form because
he can’t write?

A. An “X” or thumbprint is acceptable so long as
it is witnessed by at least one person. This per-
son may be a relative, friend, or provider staff
member.

Q. If the person named as the patient’s durable
power of attorney signs the form does it need to
be witnessed? And does that witness also need
to sign the form?

A. If a person has power of attorney for the pa-
tient, the form does not need to be witnessed.

Part C Form Questions: None

Part H Form Questions: None



CMS - 2744
ESRD Facility Survey

The ESRD Facility Survey is completed annually by all Medicare-approved renal providers
and Veterans Health Administration Hospitals. The survey period is January 1 through De-
cember 31. These forms are mailed to the providers by the ESRD Network Organizations.

Upon Completion, the form is returned to the ESRD Network Organization for submission

to CMS.
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ESRD FACILITY SURVEY
(CMS-2744)
INSTRUCTIONS FOR COMPLETION

BEFORTING RESPONSIBILITY

The ESRD Facility Survey is designed to capture only a limited amount of information
concerning each Federally approved renal facility’s operation. It is not intended to vield
information on the full range of ancillary services or activities, e.g., referrals, graft outcome, etc.,
These concetns are more appropriately and validly addressed by the network in supplemental
requests of through other segments of the Program Management and Medical Information

System,

Every facility/center approved by Medicare to provide services to ESRD patients must furnish
the information requested in the ESRD Facility Survey (42 U.S.C. 426; 20 CFR 405, Section
2133). It is also the facility’s/centers responsibility to provide patient and treatment counts to
their local ESRD Network upon termination of operations. Facilities certified as only providing
inpatient services are not requestad to complete a survey,

For purposes of this document, the word “facility™ will be used interchangeably when referring
to renal dialysis facilities, renal dialysis centers, or renal transplant centers, as applicable,

Survey Period
The Facility Survey is completed annually, The survey period is January 1 through December 31,
This Facility Survey is to be completed for the period January 1, 200 through December 31,

200_. Unless specified otherwise, all data entered on the Facility Survey is to cover the entire
survey pericd. The form should be completed and forwardad to the local ESRD Metwork.

Please complete the following information which will be used to update the CMS Dialysis
Facility Compare website. This information should reflect your facility status as of December
)

Facility Phvsical Address

Complete this information if your physical address is different from your mailing address.
Dumberof Diglysis Stations

Provide the number of approved dialysis stations in your facility as of December 31

Facilitv Telephone

Provide your facility telephone number including area code,



Facility (dwnership Tvpe
Check the appropriate block for profit or non-profit type of ownership.
Facility Local'National AMiliation/C hain Information

Provide information if your facility is owned or managed by a national corporation, e.g.,
Gambro, Fresenius, etc,

Tvpes of dialvsis services offered
Provide information on the types of dialysis services your facility is approved to provide as of

December 31. These are the types of services that are listed on the Dialysis Facility Compare
wehsite; Incenter Hemodialysis, Peritoneal Dialysis and/or Home Hemodialysis Training,

Does vour facility offer a dialvsis shift that starts at 5:00 p.m, or later?

Provide information as to whether your facility offers dialysis shifts that begins on or after 5:00
as of December 31,

DIALYSIS PATIENTS, TREATMENTS AND STAFFING
(FOR COMFPLETION BY DIALYSIS UNITS ONLY)

FATIENT LOAD

All patient and treatment counts requested are to include only the diagnosed chronic ESRD
population; no reversible failure (Acute) patients or treatments may be counted.

All diagnosed chronic ESRD patients treated at the facility should be counted and reported as (1)
regular, continuing caseload (field 03); (2) added to the regular caseload (fields 04A through
07B); or (3) lost from the regular caseload (fields 08A through 13B).

Inchusion of patients in counts should not depend on entitlement determination; newly diagnosad
chronic unit admissions should be included, both for peritoneal or hemodialytic therapy and
transplantation,

NOTE: Any provider who has signed an agreement with a dialysis supplier to provide support
services to Method IT home patients should count those patients as part of their regular dialysis
population on the ESRD Facility Survey Form. Please keep this in mind when completing fields
for home dialysis patients,

Eaticnts Receiving Care Beginning of Survey Perjod
Field 01: Incenter. Enter the number of patients dialyzing in your facility at the beginning of the



survey period. This number should reflect your “permanent™ patient population; i.e., those
patients for whom your facility had ongoing medical responsibility for the routine care of the
patient until he/she was formally transferred elsewhere. Include those of your routine patients
who were hospitalized or were in transient stats away from your facility at the beginning of the
survey period.

Ficld 02: Home. Enter the number of patients followed by your facility; that is, for whom your
facility had the major medical responsibility, (e.g., the facility which provides incenter backup
dialysis, performs necessary medical follow-ups, provides the patient with home dialysis
supplies, or has a written agreement to provide support services to Method II patients). Enter the
number of patients who were dialyzing at home (hemodialysis, continuous ambulatory peritoneal
dialysis, continuous cycling peritoneal dialysis or other dialysis, e.g., intermittent peritoneal
dialysis) at the beginning of the survey period.

Ficld 03: Total. Enter the sum of fields 01 and 02, This should equal the number of patients on
your facility’s register at the beginning of the survey period.

Additions During the Survey Period

MOTE: This section requires counts for additional incenter and home dialysis patients accepted
during the survey period.

Newly Diagnosed Patients:

Ficld 04A: Incenter-Started for the First Time Ever. Enter the number of newly diagnosed
ESRD patients who were admitted to your facility as chronic maintenance dialysis patients for
the first time ever during the survey period. This is a count of patients who have begun their
initial course of incenter maintenance dialysis therapy during the survey period and for whom
your facility will have major medical responsibility. Do not include patients who transferred to
your facility from another dialysis facility; that data is to be reported in field 06A.

Ficld 04B: Home-Started for the First Time Ever. Enter the number of newly diagnosad
ESRD patients who, after being stabilized on dialysis, successfully completed a course of self-
dialysis training and began home dialysis (their initial course of home dialysis after training)
during the survey period. If they are still in training at the end of the survey period, report them
in field 044,



Restarted Dialvsis:

Field 05A: Incenter-Restarted. Enter the number of patients who restarted incenter dialysis
during the survey period. This is a count of persons who had temporarily recovered kidney
function, had discontinued dialysis, or had been lost to follow-up but restarted routine incenter
dialysis during the survey period.

Ficld 05B: Home—Restarted. Enter the number of patients who restarted home dialysis during
the survey period. This is a count of patients who had temporarily recovered kidney function,
had discontinued dialysis, or had been lost to follow-up but restarted regular home dialysis
during the survey period.

Transferred From Another Facilitv:

NOTE: Inchide those patients who received their first outpatient dialysis (or transplant) at a
Mon-Medicare facility including a prison or a facility in another country. Do not count patients
who have transferred in for transient treatments (less than 30 days),

Field 06A: Incenter ~Transferred from Other Dialvsis Unit. Enter the number of patients
admitted to your facility who were formally transferred from another dialysis facility during the
survey period and who are continuing a regular course of dialysis at your facility. A formal
transfer is the transfer of a patient, including his/her medical records, to another facility that will
permanently become the primary care provider,

Field 06B: Home-Transferred from Other Dialysis Unit. Enter the number of home patients
who were formally transferred by another facility during the survey period w vour unit for
ongoing medical supervision and responsibility. A formal transfer is the transfer of a patient,
including his/her medical records, to another facility that will permanently become the primary
care provider.

Returned After Transplantation:

NOTE: Do not include dialysis patients who are post transplant and are waiting for their graft to
function. Include only those patients for whom a physician has written a prescription for a
regular course of dialysis (at least 3 times per week).

Ficld 07A: Incenter -Returned After Transplantation. Enter the number of patients who
returned to incenter dialysis during the survey period after a transplant failure, (Do not include
patients in this field who are on temporary backup dialysis due to an Acuote failure episode or
patients receiving dialysis post transplant while waiting for their graft to function.)

Ficld 07B: Home-Returned After Transplantation, Enter the number of patients who returned
to home dialysis during the survey period after a transplant failure. (Do not include patients in
this field who are on temporary backup dialysis due to an Acute failure episode or patients
receiving dialysis post transplant while waiting for their geaft to fanetion.)



Losses During the Survey Period

NOTE: These fields describe losses to your facility of both incenter and home patients that
occurred during the survey period. For purposes of this survey, “incenter” inchudes patients who
routinely dialyzed incenter at the time of loss to the reporting facility, and “home™ includes
patients who routinely dialyzed at home at the time of loss to the reporting facility.

Deaths:

NOTE: If a patient death occurs within 30 days of stopping dialysis, then submit a CMS-
2746, Death Notification Form, and count the patient as a death.

Ficld 08A: Incenter-Deaths. Enter the number of incenter dialysis patients who died during the
survey petiod. These deaths must be shown in 08A if patient was on incenter dialysis at time of
death.

Ficld 08B: Home-Deaths. Enter the number of home dialysis patients who died during the
survey period.  These deaths must be shown in 08B if patient was on home dialysis at time of
death,

Recovered Kidney Function:

Field 09A: Incenter -Recovered Kidney Function. Enter the number of patients who recovered
function of their native kidnevs and ceased chronic incenter dialysis during the survey period.

Field 9B: Home-Recovered Kidney Function. Enter the number of patients who recoverad
function of their native kidneys and ceased chronic home dialysis during the survey period.

Jransplanted:

NOTE: Any patient receiving a kidney transplant must be listed in this category, even if the
graft never functioned.

Field 10A: Incenter -Recelved Transplant. Enter the number of patients who received a kidney
transplant during the survey period.

Field 10B: Home-Received Transplant. Enter the number of patients who received a kidney
transplant during the survey pericd,

Transferred Oui:

NOTE: Include patients who left the facility to dialyze elsewhere (at Medicare approved or
non-Medicare approved facility) for more than 30 days. Include patients who have been
involuntarily discharged regardless of where patients received services after discharge. Do not
count patients who were dialyzing at your facility as a short-term transient patient.



Field 11A: Incenter -Transferred to Other Dialvsis Unit. Enter the number of incenter
dialysis patients who permanently transferred to another dialysis facility for their ongoing
dialysis during the survey period; that is, those patients whose ongoing, routine medical
supervision became the responsibility of another dialysis facility.

Field 11B: Home-Transfer red to Other Dialysis Unit. Enter the number of home patients who
had been followed by your facility but who are now permanently followed by another home

dialysis program.
Discontinued Dialvsis:

NOTE: These fields should contain counts of patients whose last known activity was that they
discontinued dialysis. This would pertain mostly to patients who were lost to the facility at the
end of the survey period, were not lost to follow-up and had not vet expired by December 31 {a
Death Motification Form has not vet been submitted on the patient). You must follow the patient
for 30 days after his'her last dialysis session. If a patient death oceurs within 30 days of stopping
dialysis, then submit a CMS-2746, Death Notification Form, and count the patient as a death,

Field 12A: Incenter -Discontinued Dialvsis. Enter the number of chronic patients who
permanently discontinwed dialysis (excluding those reported in fields 08A, 094, 10A, 11A and
13A) who had been dialyzing incenter during the survey period,

Field 12B: Home-Discontinued Dialysis. Enter the number of chronic patients who
permanently discontinued dialysis (excluding those reported in fields 08B, 09B, 10B, 11B and
13B) who had been dialyzing at home during the survey period,

Laost to Follow-1p:

NOTE: Do nat use this event when a patient has voluntarily discontinued dialysis (report in
Fields 12/A or 12/B) or has transferred out to another facility (report in Field 11/A or 11/B).
Patients should be included only after every effort has been made to locate the patient.

Field 13A: Incenter — Other - Lost to Follow-Up (LTFU). Enter the number of patients, who
had been dialyzing incenter, who left your dialysis program during the survey period, and whose
current status is unknown to your facility (lost to follow-up) Do not include those patients
reported in fields 084, 09A, 10A, 11A, or 124,

Field 13B: Home- Other - Lost to Follow-Up (LTFU). Enter the number of patients, followed
by your facility, who had been dialyzing at home, who were removed from vour facility’s rolls
during the survey period, and whose current stams is unknown (lost to follow-up). Do not
include those patients reported in fields 08B, 09B, 10B, 11B, or 12B.

Patients Receiving Care at the End of the Survey Period

NOTE: DO NOT COUNT A PATIENT IN MORE THAN ONE FIELD. Patients receiving care
at the beginning of the survey period plus the additions during the survey period minus the losses
during the survey period should equal the patients receiving care (remaining) at the end of the



survey period. Please ensure that field 03 plus field 044 through 07B, minus fields 08A through
13B, equals field 26.

luccnicr Dialvsiss

NOTE: Patients who are dialyzing incenter, but are performing all dialysis procedures without
the assistance of staff, are to be counted incenter self-dialyzing either in fields 14 or 15, (Since
this is not a large patient population, not all facilities will be have patients that fall into this
category.) Treatments for these patients should be counted as outpatient treatments in fields 36 or
3.

Field 14: Hemodialysis. Enter the number of patients who, at the end of the survey period, were
receiving staff-assisted hemodial ysis or performing incenter seli-hemodialysis.

Field 15: Other Dialysis. Enter the number of patients who, at the end of the survey period,
were receiving dialysis, other than hemodialysis. For example, those patients who are on staff-
assisted intermitient peritoneal dialysis or performing incenter self- peritoneal dialysis would be
counted in this field.

Sell-Dialvsis Training:

Field 16: Hemodialysis. Enter the number of patients who are in a self hemodialysis training

program as of the end of the survey period. Patients are to be reported in this category only if the
training is designed to enable them to perform their own self-dialysis incenter or at home.

Field 17: Continuous Ambulatory Peritoneal Dialysis (CAPD). Enter the number of patients
who are in a CAPD training program as of the end of the survey period. Patients are to be
reported in this category only if the training is designed to enable them to independently perform
CAPD,

Field 18: Continuous Cveling Peritoncal Dialvsis (CCPD). Enter the number of patients who
are in a CCPD training program as of the end of the survey period. Patients are to be reported in
this category only if the training is designed to enable them to independently perform CCPD.

Field 19: Other Dialysis. Enter the number of patients who are in a self dialysis training
program, e.g., a self intermittent peritoneal dialysis (IPD) training program as of the end of the
survey petiod. Patients are to be reported in this category only if the training is designed to
enable them to perform their own self-dialysis incenter or at home,

Field 20: Total Incenter. Enter the total number of patients who are incenter status as of the end
of the survey period (the sum of fields 14 through 19).

Haomie Dialvsis

NOTE: Patients who are dialyzing at home with the assistance of staff provided by a dialysis
supplier or facility should be counted as home patients (fields 21 through 24).



Field 21: Hemodialysis. Enter the number of patients who were hemodialy zing at home as of
the end of the survey period.

Field 22: Continuous Ambulatory Peritoneal Dialysis (CAPD). Enter the number of patients
who are on CAPD as of the end of the survey period.

Field 23: Continuous Cyeling Peritoncal Dialvsis (CCPD). Enter the number of patients who
are on CCPD as of the end of the survey period.

Field 24: Other Dialysis. Enter the number of patients who are on another type of home dialysis
e.g., intermitient peritoneal dialysis (IPD) as of the end of the survey period.

Field 25: Total Home. Enter the total number of patients who are in home status as of the end of
the survey period (the sum of fields 21 through 24),

Total:

Field 26: Total. Enter the total number of patients on your facility’s register at the end of the
survey period (the sum of fields 20 and 25).

Patient Eligibility Status-End of Survey Period

NOTE: Counts should reflect entitlement only, not based on how reimbursement is made for
dialysis services provided by your facility. For example, 2 VA (Department of Veterans A ffairs)
patient whose reimbursement is made by the VA, but is a Medicare entitled patient, should be
counted in Field 27, Please ensure that the sum of fields 27, 28, and 29 equals field 26, the total
number of patients at the facility at the end of the survey period,

Field 27: Currently Enrolled in Medicare. Enter the number of patients at the end of the survey
period who were enrolled in Medicare, This count should inchude patients who are Medicare
Secondary Payer beneficiaries or patients enrolled in Medicare HMO/Medicare-+Choice.

Field 28: Medicare Application Pending. Enter the number of patients at the end of the survey
period who had Medicare applications pending,

Field 29: Non-Medicare. Enter the number of patients at the end of the survey period who were
not enrolled in Medicare and who did not have Medicare applications pending,

Patients Dialvzing More Than 4 Times Per Week

MNote: Report only those patients on hemodialysis as of December 31 and dialyzing more that 4
times per week. Nocturnal dialysis is defined as hemodialysis that takes place while the patient
is sleeping for approximately 8 hours,

Field 30A: Incenter/Day. Enter the number of hemodialysis patients who are dialyzing
incenter, amd during the day, for more than 4 times per week.



Field 30B: Home/Day. Enter the number of hemodialysis patients who are dialvzing at home,
ard during the day, for more than 4 times per week.

Ficld 31A: Incenter/Nocturnal. Enter the number of hemodialysis patients who are dialyzing
incenter and nocirnal for more than 4 times per week,

Field 31B: Home/Nocturnal. Enter the number of hemodialysis patients who are dialyzing at
home and nocturnal for more than 4 times per week.

Yocational Rehabilitation

NOTE: Enter the following information on each of the patients reported based on their activities
at any fime during the calendar year (Januaryl through December 31). Information being
provided is for patients, who as of December 31, are living and have attained the ages of 18
through 54. You can count patients as both attending school and emploved either foll-time
or part-time.

Field 32: Patients Aged 18 through 54. Enter the number of dialysis patients who, as of
December 31, were ages 18 through 54, and who were dialyzing at your facility.

Field 33: Patients Receiving Services from Voc Rehab. For the dialysis patients counted in
Field 32, enter the number who are receiving Vocational Rehabilitation Services (public or
private). Include any patients for whom any of the following applies:

# Talked with VR personnel AND agreed to be evaluated for services by completing an
application, having medical records requested, or being assigned a counselor,

« Received evaluation services by participating in testing (for example: interest inventories,
skills testing, aptitude testing, work readiness inventories) or by attending an
evaluation/testing center,

# Received vocational counseling, training at a community facility private or public
educational/training center or school.

# Received assistance with job seeking skills, with job placement, or with retaining or
modifying a job through a VR counselor job placement specialist, private or public
apencies.

Ficld 34: Patients Employed Full-Time or Part-Time. Enter the number of patients who are
employed either full-time or part-time. Inchude any patient, aged 18 through 54, who received
taxable wages from an employer or who was self-employed and paid taxes on earnings. Count
only those patients who were receiving taxable earnings.

Ficlds 35: Patients Attending School Full-Time or Part-Time. Enter the number of patients
who are attending school either full-time or part-time. Inchude any patient, aged 18 through 54,
who was enrolled in amy formal education or training progeam (for example: college, technical
school, GED program, community facility training).



TREATMENT AND STAFFING

NOTE: The following section (fields 36 and 37) should reflect all cutpatient treatments given to
ESRD patients including self-care training treatments and those provided to transients during the
survey year. Please be certain to report treatments to correspond with patients counted at the end
of the survey period in a particular modality, If a situation occurs where a patient is reportad at
the end of the survey period but no treatments were provided, please explain why no treatments
were provided in the Remarks section of the survey form. DO NOT INCLUDE ACUTE
TREATMENTS.

Hemaodialvsis

Field 36: Outpatient Treatments. Enter the number of staff-assisted treatments, training
hemodialysis treatments and treatments performed by self-dialyzing patients, incenter, during the
survey petiod.

Other

Field 37: Other Treatments, Enter the number of all other types of treatments provided
incenter. For all types of peritoneal dialysis teaining, report the number of days for which
exchanges were provided. Do not report the number of exchanges and do not report days where
o dialysis treatments or exchanges were furnished. For example, report the number of staff-
assisted and training intermittent peritoneal (IPD) treatments, CAPD and CCPD training days
and all other number of treatments performed by self-dialyzing patients or training patients,
incentet, during the survey period.

Staffing

Enter the number of Full Time and Part Time staff positions at your facility as of December 31,
Also provide the number of Full Time and Part Time staff positions that are open and not filled
as of December 31.

The following definitions are provided as guidelines in completing this section:

Full Time Position is defined as a position with at least 32 hours employment per week

Part time Position is defined as a position with less than 32 hours per week and includes per
diem staff.

RN: Staff holding a Registerad Nutse degree.

LPN/LWVN:  Licensed Practical Nurse, Licensed Vocational Murse: Staff holding either of
those degrees.

PCT: Patient Care Technician, Include staff providing direct patient care,

APN: Advanced Practice Nurse,
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The Advanced Practice Nurse (APN) isa Certified Registered Nurse (RN)
with advanced certification as a nurse practitioner {NP) or a Clinical Nurse
Specialist (CNS) who has met advanced educational and clinical practice
requirements. Do not report Certified Nephrology Nurses (CNMs) in this
category. Do not double count a registered nurse in this category,

Dietitian: Renal Dietitians. Staff with renal dietitian credentials,
Social Worker: Staff with LCSW, MSW, BSW or other professional social work degrees,

Field 38: Enter the number of Full Time staff as of December 31: a) Registered Nurses, b)
Licensed Practical Murses/Licensed Vocational Nurses, ¢) Patient Care Technicians,
d) Advanced Practice Nurses, e) Dietitians, and f) Social Workers.

Field 39: Enter the number of Part Time staff as of December 31: a) Registered Nurses, b)
Licensed Practical Murses/Licensed Vocational Nurses, ¢) Patient Care Technicians,
d) Advanced Practice Nurses, e) Dietitians, and f) Social Workers.

Field 40: Enter the number of Full Time staff positions that are open as of December 31: a)
Registered Nurses, b) Licensed Practical Nurses/Licensed Vocational Nurses, ¢) Patient Care
Technicians, d) Advanced Practice Nurses, ¢) Dietitians, and f) Social Workers,

Field 41: Enter the number of Part Time staff positions that are open as of December 31: a)
Registered Nurses, b) Licensed Practical Murses/Licensed Vocational Nurses, ¢) Patient Care
Technicians, d) Advanced Practice Nurses, e) Dietitians, and f) Social Workers.

Signatures
Part One of the Facility Survey requires signatures, as follows:

Completed by: Enter the date completed and the name, title, and telephone number of the
person who completed the Facility Survey for your facility. This person should be the individual
who the ESRD network or CMS can contact to discuss any information provided in the Facility
Survey.

According to the Paperwork Reduction Act of 1995, no persans are required io respond o a collection af infonmation wnless it
displaysa valid OMB oomnirol mumber. The valid OMB control smumber fior this information collection i 0935-0447. The time
required fo compilete this infarmation collection s estimated to averages 7 hours per response, including the Gme to review
instructions, search existing dats resomrces, gather the data nesded, and complete and review the infirmation onllection. If you
have ing the  af fhe Hime estimades) or suggestions for improving this form, plesse write to: CME,
7500 Becurity Boulevard, Atin: FEA Reports Clearance ({ficer, Baltimone, Maryland 212441850




KIDNEY TRANSPLANTS PERFORMED
(FOR COMPLETION BY KIDNEY TRANSPLANT CENTERS ONLY)

NOTE: Every Kidney transplant must be reported in this category, even if the transplant
never functioned.

PATIENTS/TRANSPLANTS

Ficld 42: Patients Who Received Transplant at This Facility. Enter the number of patients
who received a kidney transplant at your facility during the survey period. If a patient received
more than one transplant at your center during the survey period, the patient is to be countad only
once, Total of fields 43 + 44 + 45 + 46,

Patient Eligibilitv Status of Patients Transplanted During Survey Period

NOTE: Fields 43 through 46 refer to those patients actually transplanted during the survey
period. Ensure that the total of fields 43 through 46 equals the count in field 42, Fields 45 and
46 (Non-Medicare U.S. Residents and Other) makes reference to foreign nationals. A foreign
national is any person who is not a U.S, citizen, and includes permanent resident aliens,

Field 43: Currently Enrolled in Medicare. Enter the number of patients transplanted during the
survey period who were enrolled in Medicare, Count Medicare transplant recipients based on
enrollment rather than primary insurer,

Ficld 44: Medicare Application Pending. Enter the number of patients transplanted during the
survey period that had Medicare applications pending.

Field 45: Non-Medicare, U.S. Residents. Enter the number of patients transplanted during the
survey period who were not enrolled in Medicare and did not have Medicare applications
pending who were either U.S. citizens or a foreign national ULS. resident.

Field 46: Non-Medicare, Other. Enter the number of patients transplanted during the survey

period who were not enrolled in Medicare, did not have Medicare applications pending, and were
neither a U.S. citizen nor a U.S. resident (e.g., foreign national).

Transplants Performed at This Facilitv:

Field 47: Transplants Performed at This Facility-Living Related Donor. Enter the number of
living refated donor kidney transplants performed at your center during the survey period.

Ficld 48: Transplants Performed at This Facility-Living Unrelated Donor. Enter the number
of living unretated donor kidney transplants performed at your center during the survey period.

Field 49: Transplants Performed at This Facility-Deceased Donor. Enter the number of
deceased donor kidney transplants performed at your center during the survey period.
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Field 50: Transplants Performed at This Facility-Total Fields 47, 48 and 49, Enter the sum
of fields 47 + 48 + 49,

Laticnis Avaitine Lransplanic
Ficld 51: Patients Awalting Transplant-Dialysis. Enter the number of current dialysis patients
actively awaiting a kidney transplant at vour center as of the last day of the survey period. These

patients must (a) be medically able, (b) have given consent, and (c) be on an active transplant
list. This count is limited to individuals awaiting transplant at the reporting center,

Field 52: Patients Awaiting Transplant-Non-Dialvsis. Following the criteria described above,
enter the number of non-dialysis patients who are awaiting transplant as of the last day of the
survey period. This is to include patients scheduled for transplant who have not yet initiated a
regular course of dialysis.

Signatures
Part Two of the Facility Survey requires signatures as follows:

Completed byv: Enter the date completed and the name, title and telephone number of the person
who completad the Facility Survey for your facility.

REMARKS/(COMMENTS

You may include here any remarks or additional information you wish to supply concerning the
information furnished on this survey.

According fo the Paperwork Reduction Act of 1995, no persans are requined io respond o a collection af nfionmation unless it
displaysa valid OMB conirol mumber. The valid OMB control mumber for this information collection i 09350447, The time
required fo compilete this infarmation collection s estimated to averages 7 hours per response, including the Gme to review
instructions, search existing dat resouroes, gather the deta needed, and compilete and review the infirmation callection. If you
have ing the o af the Hime estimate(s) or suggestions fior improving this form, plesse write to: CME,
7500 Becurity Boulevard, Atin: FRA Reporis Clearance (Hficer, Baltimone, Maryland 212441850
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CMS - 2746
ESRD DEATH NOTIFICATION

Complete the ESRD Death Notification , CMS - 2746, with in 2 weeks of the date of death. If the patient was a
dialysis patient, the dialysis facility last responsible for the patient’s maintenance dialysis (or home dialysis)
must complete this form. If the patient was a transplant patient, the transplant center is responsible for com-
pleting this form. Mail the original to ESRD Network organization.

Retain the white copy at the provider.

The CMS - 2746 form can be obtained from the ESRD Network organization.



DEPSATMENT OF HEALTH AMD HUMaN 2ERWCES Fom approved
CENTERS FOR MEDICARE & MEDICaID SERVICES OME No. Dea8-pHs

ESRD DEATH NOTIFICATION
END STAGE RENAL DISEASE MEDICAL INFORMATION SYSTEM

1. Patient's Last Name First M 2. Medicare Claim Mumber
3. Patient's Sex 4. Date of Birth 5. Social Security Mumnber
8. Male  b.[Famals Y
Worth "Dy “Faar
6. Patient's State of Residence 7. Place of Death 8. Date of Death
a. [ Hospital o. (] Homa o, 1 Othar ! /
b. [ Dislysis Urit  d. C] Hursing Homa Wenih  Day Ve

9. Modality at Tiree of Death
a. [ Incenter Hemodialysis b, [7 Home Hemodialysis o [1CAPD o [T GCPD e, [l Tamaplant £ 01 Other

10. Provider Narme and Address (Strest) 11. Provider Murmnber

Providar Address (City/State)

12, Causes of Death (enter codes from list on back of form)

6. Primary Cause _ _

b. Were there secondary causes?
|: Mo

[ Yesspecify: _ _ _  _ _ _  _ _ _  _ _ _
C. K causa is other (06) pl apacify.

13. Renal replacament therapy discontinued prior to death: :| ‘fas |: Nao | 14. Was discontinuation of renal replacament
therapy after patientfamily request to stop

If yes, check one of the following: diahyzis?
g | Following HD and'er PD acceas failure
b. [ Fallowing transplant failure [ es [T Ho
c. | Fallowing chronic failure to thrive
d. [ Following acute medical complication "] Unknown [ Not Applicable
B | Crthier
f. Datsoflastdialysisteamnert /[
Month Diary Yaar
15. K deceased ever received a transplant: 16. Was patient recelving Hospice care prior
6. Date of most recent transplant __-l'r__l'r____ | Unkniowm to death?
Momth Doy Yaar
b. Type of rarsplant recaied
| Living Ralated | Living Urrelated [ Decassed | Lirkmicmi I: Yes :| Mo
¢ Was gmeft funclioning (patient not an dialysis) at time of death?
[ Yes | No | Unikrmm [ Unknawn
d. Did transplant patient resume chronic maintenance dalysia prior to death?
1 Yes | No | Unkrowm
17. Name of Physician [Plass print complate nams) (18, Sigrature of Person Completing This Form Date

This report is required by law (42, LLS.C. 426; 20 GFA 405, Section 2433). Indvidually identifiable patient information will not bs
disdosed except as provided for in the Privacy Act of 1974 (5 U.5.C. 5520, 45 CFR Part &a).
Form CMS-2748-U2 (01/04)




ESBD DEATH NOTIFICATION FORNM

LIST OF CAUSES
CARDIAC LIVER DISEASE
23 Myocardial infarction, acute 54 Hepatitis B
25 Paricarditis, incl. Cardiac tamponada 71 Hepatitis C
26 Atherosclerctic heart disease 65 Other viral hepatitis
27 Cardiomyopathy 66 Liver-drug toxicity
28 Cardiac arrhythmia 67 Cirhosis
20 Cardiac arrest, cause unknown 68 Polyoystic liver dissase
30 Valvular heart disease &2 Liwver failure, cause unknown or other
31 Pulmonary edema due to exogenous fluid
32 Congestive Heart Failure GASTRO-INTESTINAL
72 (Fastro-intastinal hamorrhage
VASCULAR 73 Pancreafiis
35 Pulmonary embolus 75 Parforation of paptic ulcar
36 Cerebrovascular accident including 76 Pearforation of bowel {not 75)
infracranial hemorrhage
37 Ischemic brain damage/Ancxic encephalopathy METABOLIC
38 Hemorrhage from fransplant site 24 Hyperkalemia
39 Hemorhage from vascular access 77 Hypokalemia
40 Hemorrhage from dialysis circuit 78 Hypematramia
41 Hemorhage from ruptured vascular aneurysm 72 Hyponatramia
42 Hemorrhage from surgary (not 38, 30, or 41) 100 Hypoglycamia
43 Cther hemorrhage (not 28-42, 72) 101 Hyperglycemia
44 Mesanteric infarctionfische mic bowel 102 Diabetic coma
95 Acidosis
INFECTION
33 Seplicemia due to intemal vascular access ENDOCRINE
34 Septicemia due to vascular accass cathetar 96 Adranal insufficiency
45 Peritoneal access infectious complication, bacterial 97 Hypothyroidism
46 Paritoneal access infectious complication, fungal 1023 Hyparthyroidism
47 Peritonitis (complication of peritoneal dialysis)
48 Canfral nervous systam infection (brain abscass, OTHER
meningitis, encephalitis, etc.) &80 Bone mamow depression
51 Septicemia dua to peripharal vascular disease, 81 Cachaxafailura to thrive
gangrana 82 Malignant diseasa, patient ever on
52 Sopticamia, othar Immunceupprassiva tharapy
61 Cardiac infection (endocarditis) 83 Malignant disaasa (not 52)
62 Pulmonary infaction (pneumonia, influenza) 84 Dementia, incl. dialysis demantia, Alzheimer's
63 Abdominal infection (peritonitis (not comp of PO), 85 Seizures
perforated bowel, diverticular disoase, gallbladder) 87 Chronic obstructive lung disease (COPD)
70 Genito-urinary infection {urinary tract infection, 283 Complications of surgary
pyelonaphritis, renal abscass) 80 Air ambolism
104 Withdrawal from dialysisfuremia
90 Accident related to treatment
91 Accident unrelated to treatment
92 Suicide
93 Drmug overdosa (street drugs)
94 Drug overdosa (not 92 or 93)
98 Other causa of death
93 Unknowrn

#poording bo the Paperwork Reduction Act of 1935, no persons are requined to respord 1o o colection of indormation unless it displays a valid OMB contral
nurriar. The walid OMB control umber for this information collsction is 0338-0448. The time requirsd to complete this information coledtion is estimated 1o
mvarsgs 20 minutes par respores, noluding the Hmes o review insinctions, ssanch sxsting data resources, gather the dstn nssded, and complste ard review
the rfamation colection. Hyou haws ory comments concerning the aocuracy of the time estimate{s) or supgestions for mproving this fomm, plasss weils ta:
CMS, atin: PRA Reports Clearance OFicer, 7500 Sacurity Bouevard, Bahimers, Mandand 21244-1850,

Fam CM5.2746 Li3 (D104



ITEM

10.

1.

12,

INSTRUCTIONS FOR COMPLETING OF ESRD DEATH NOTIFICATION
CMS-2746-U2 (10/04)

PROCEDURES

Patient's Last Mame, First, and Middle Initial
Enter the patiant’s last name, first name, and mikddla initial as it appears on the Madicara Card or othar
official SSA naotification.

Medicare Claim Number
Entar the palient’s Medicara number as it appears on the Madicare Card or other official S5A notification.

Patient's Sex
Chack the bax that indicates the palienfs sex.

Date of Birth
[Entar the date in month, day, and year ordar, using an 8-digit number; e.g., 07/24/2000 for July 24, 2000,

Social Security Numbsar
Enter the paliant’s own social security numbsar,

Patient's State of Residence
[Entar the twodetter United Stales Postal Service abbrevialion for State in the space provided; a.g., MD for
Mardand, NY for Naw York.

Place of Death
Chack the one block which indicates the location of the patient at ime of death. Indransit daaths o dead on
arrival (DOA) cases are to be idantifiad by chacking “Othar.”

Date of Death
Enter tha date in month, day, and year ordar, using an S-digit number,

Modality at Time of Death

Chack tha ona block, which indicates the patiant’s modality at tima of daath, “Othar” has bean placed on the
form o be usad only to report IPD (Intarmittant Paritonaal Dialysis) and any new meathod of dialysis that may
be developad prior to the renewal of this form by the Office of Managemant and Budget

Provider Name and Address (City and State)
[Entar the complata name of tha provider submitting the form and tha city and State in which tha providar
is located.

Provider Numb.er
Entar the provider number (B-digit Medicans identification coda) assigned by the Canters for Madicare &
Madicaid Sarvicas.

Causes of Death

a. Primary Cause
Enfar the numearic code from tha list on the form, which represants the patiant’s pamary cause of death.
Do not report the sama cause of death for primary and sacondary causas,

b. Wara thara secondary causas?
Chack tha ane block, which indicates whethar or not thara wara secondary causa(s) of death. If yas, antar
tha code from the list on the form, which represents the secondary cause(s) of death,

. If cause is “Othar” (98) pleasa specify.

1. Code 82, “Malignant diseasa, patient ever on immunosupprassive harapy™ means immunosupprassive
tharapy pror to tha diagnosis of malignant diseasa,

2, Coda 104, “Withdrew from dialysis®™ may not ba reported as a cause of death {a.g., Code 98; "Other”)
and spacify.

(o CARES-ZT4EUE (0805 EF 02008



13,

14,

15,

16,

7.

18.

Renal Replacement Therapy Discontinued Prior to Death Indicate Yes f No
Chack tha one block, which indicates whethar or not the pafient voluntarily disconfinued ranal raplacemeant
tharapy prior to daath.

If YES, chack ona of the following:

Chack tha one box, which best describas the condition undear which tha patiant discontinuad renal
raplacamant tharapy.

a Fallowing HD and/ar PD acoass failure

b. Following transplant failure

¢, Fallowing chronic failure to thiive

d. Fallowing acute madical complication

a, Other

f. Entar date of last dialysis treatment using an 8-digit numbar

Was Discontinuation of Renal Replacement Therapy after Patient/F amily Request to Stop Dialysis
Chack the appropriate box that applies. Yes / Mo / Unknown [ or Nat Applicable

If Deceased Ever Received a Transplant
If tha patiant had ever recaived a transplant, complate items a through d.
a. Data of most recant transplant

Entar tha date of tha most recant fransplant in manth, day, and year order using an B-digit numbar. If
unknown, check box for unknown,

b. Typa of transplant received
Chack the block that indicates typa of ransplant recaived.

. Was graft functioning at tima of death?
Chack appropriate block Yas / Mo or Unknown.

d. Did transplant patient resume chronic mainenance dialysis prior to death? Check appropriate block
Yas / No or Unknown.

Was Patient Receiving Hospice Care Prior to Death 7
Chack appropriate block Yas / No of Unknown.

Mame of Physician
Enter the name of the physician supplying the infarmation for this form.

Signature of Parson Completing This Form
The parson complating the form should sign this space. The date should ba antarad.

Distribution of Copies:

Complate the ESRD Death Motification, CMS-27 46, within 2 weaks of tha date of daath. Ifthe patient was a dialysis
patiant, tha dialysis faciity last responsibla for the patiant’s maintenanca dialysis (or homea dialysis) must complata this
form. If tha patient was a fransplant patient, the transplant center is responsible for complating this form.

Mail tha onginal (GREEN) capy to the ESRID natwark.

Retain the facility (WHITE) copy at your facility.

Tha form CMS-2746 can be obtained from your ESRD Natwork offica.

(o CAES-ZTHEUE (0806 EF 0B/2006



CMS - 382
ESRD Beneficiary Selection

Centers for Medicare and Medicaid Services (CMS) regulations provide two (2) ways that a Medicare beneficiary
dialyzing at home may chose to have Medicare program pay for his\her dialysis care, exclusive of physician ser-
vices. The purpose of the Beneficiary Selection form is for the beneficiary to select the method that best suits
his\her requirements. It is important that the patient chooses one of these two methods, completes and signs the
form, and returns it as soon as possible to the dialysis facility that supervises their care. All sections of this form
must be completed.

The form must be completed by patient or someone acting for patient and must be completed only for Medicare
beneficiaries dialyzing at home (I.e. not by Medicare beneficiaries who are currently dialyzing in a facility or who

are in self-dialysis training.)

A selection of either Method I or Method II in no way inhibits the patient’s return to in-center treatment or selec-
tion of any other treatment options.

DO NOT SEND THIS FORM TO THE ESRD NETWORK ORGANIZATION OR TO CMS. SEND IT TO
YOUR FISCAL INTERMEDIARY: ATTN: MEDICARE PROGRAM ADMINISTRATOR

REQUEST FOR CMS - 382 FORMS SHOULD BE DIRECTED TO YOUR FISCAL INTERMEDIARY.

All questions concerning this form should be referred to your fiscal intermediary



DEPARTMEMNT OF HEALTH & HUMAN SERVICES Form Approved
CEMTERS FOR MEDICARE & MEDICAID SERVICES OME Mo, 06320872

ESRD BENEFICIARY SELECTION (Home Patients Only)
PLEASE READ INSTRUCTIONS ON REVERSE BEFORE COMPLETING THIS FORM
1. NAME {Lact, First, Middla Initial)

2. HEALTH INSURANCE CLAIM NUMBER (Medicars Claim Mumber) 2. DATE OF BIRTH {month'dayyear) 4. SEX
0 Male
0 Female

5. PROVIDER NUMEBER OF FACILITY PROVIDING HOME DIALYSIS TRAINING

SA. NAME AND ADDRESS OF FACILITY PROVIDING HOME DIALY 515 TRAINING

8. PROVIDER NUMBER OF FACILITY PROVIDING HOME DIALYSIS SUPPORT SERVICES

GA. NAME AND ADDRESE OF DIALYSIS FACILITY PROVIDING SUPPORT SERVICES

7. BENEFICIARY SELECTION, CHANGE OR CANCELLATION 8. TYPE OF DIALYSIS (Check Ona)
[ Initial Salection [ Hemodiaysis
[ Cancallation [ capp
[ Routine Method Selection Changs 1 cocro
[ Methiod Excaption {Referto PRM, Part |-Chap. 27, §2740.2.0.) Intermediary approval required.
Reason for Excaption

9. DATE HOME DIALY SIS TRAIMING 1S COMPLETED

10. CHECK METHOD | OR Il
[ METHOD | - The ESRD faciily Indicatad in £8 will supply all the squipment, suppllsa, and support serviess
necessany faf me o dlalze at homes.

[ METHOD 11— 1 Wil deal directy with one supplisr for my home dialyels suppliss 8nd squipment, and my
puppart sardces wil be providsd by the dialyels Taclity Indicated above.

11. NAME AND ADDRESS OF THE DURABLE MEDICAL EQUIPMENT SUPPLIER THAT WILL PROVIDE THE SUPPLIES
AHD EQUIPMENT {Cniy appropiials It Banafielary choosss Method 1)

12 I | hesves chossn Msthod |1, by skgring this form, | certly that | Reve only one Method | supplisr. Further, | underetard that If my
suppler dose not take assignmant, Medicars will not pay anything toward my supplars bil.

13. CHECK LOCATION WHERE HOME DIALY SIS 15 PROVIDED
[ Private Residence [ skilled Mursing Facility [ Nursing Home

14. BEMEFICIARY SIGMATURE 15. DATE BENEFICIARY SIGME FORM [monthidaylysar)

16. DATE METHOD EXCEPTION TO BE EFFECTIVE (month/dayyaar)

{ WITIAL EELECTION CHANCES, ROUTIHE SELECTION CHANCEE, AND CAHCELLATIONS BECOME EFFECTVE OH JAMLWMAY 1 OF THE YEAR FOLLOWING THE YEAR [H WHICH THE FORM £ EICNED

7. The dalyse olilly providing e home delyels Tainire 18 reepenalble for GUpplyIng this fam i Medicars Corencires who sk home dElsE
and for sanding the whits copy of the complstad Torm to the kocal Part A Inermedary (both Method | and Method 1 sstections). Blank forms ars
avallabis from the Insrmedary. The whits copy of this form must bs ssnt bo;

THE LCCAL INTERMEDIARY
ATTH: MEDICARE PROGRAM ADMINISTRATOR

A eopy of the fom must akso be ssntto the dalysis faclilty providing eupport sandces and to the supplisr If the bansficlary chocese Method |,
Form CME_382 [01105) EF DB200s 1




INSTRUCTIONS FOR COMPLETING THE ESRD BENEFICIARY SELECTION FORM

Centers for Medicare & Medicaid Services regulations
provide two (2) ways that a Medicare beneficiary
dialyzing at home can choose to have the Medicare
program pay for histher dialysis care (exclusive of
physician services). The purpose of the Beneficiary
Selection form is for you, the beneficiary, to select the
method that best snits your requirements. It is important
you choose one of these two methods, complete and
sign the form and return it to the dialysis facility that
supervises your care as soon as possible. You must
complete all sections of this form.

This form is to be filled out only by Medicare
heneficiaries dialvzing at home and not by Medicare
heneficiaries who are currently dialyzing in a facility.

Your selection of either Method 1 or Method IT in no
way inhibits your retum to incenter treatment or selection
for any other treatment options should that be necessary.

METHOD I — The first method is for your dialysis
facility to assume the responsibility for your care.
Under this method, the facility is required to provide
to you any and all dialysis equipment, supplies and
home support services that you need to dialyze at
home. It also is required to order, store, deliver, and
pay the manufacturers and suppliers for these items.
Under this arrangement you are responsible to your
dialysis facility for the Medicare Part B deductible
and 20% coinsurance.

METHOD II — While your facility is responsible for
assuring that you receive all items and services that
you require for home dialysis, the second method
allows you to deal directly with a single supplier for
securing the necessary dialysis equipment and supplies.
Then your supplier bills the Medicare program for
payment. Under this arrangement, you are responsible
to the supplier for the Medicare Part B deductible and
20% coinsurance.

METHOD CHANGES - Once you have made your
initial selection, your reimbursement must be handled
in that manner until December 31 of the year in which
you signed the ESRD Beneficiary Selection form. If
you wish to continue your initial selection beyond
December 31, you do NOT complete another ESRD
Beneficiary Selection form. You will antomatically
continue to have your reimbursement handled in the
manner you selected. If you do not wish to continue
with your initial selection beyond December 31, you
MUST complete another ESRD Beneficiary Selection
form. This subsequent form must be signed, dated and
postmarked PRIOR to January 1 of the year you wish
your selection change to be effective. This is the only
way changes are made, and this is the only reason you
should ever complete more than one ESRD
Beneficiary Selection form.

PRIVACY ACT STATEMENT

As required by 5 1.S.C. 552a (the Privacy Act of
1974), you are advised that the Centers for Medicare
& Medicaid Services is authorized to collect the data
on this form by Section 1881(b)(1) of the Social
Security Act and 42 CFR 405.544. The purpose for
collecting this information is stated above. Your
response to the questions on this form is not required
by law. However, if you do not provide this informa-
tion, requests for end-stage renal dialysis reimburse-
ment may be denied or delayed until it is provided.
You should be aware that the information you provide
may be verified by a computer match (P.L. 100-503).

Individually identifiable patient information will not
be disclosed except as provided for by the Privacy Act.

Acconding o the Papsraonk Reduction Act of 1985, no psnsons are requined to reepond to a colecton of Information unkess It displays & valld OMB conlrol
number. The vald OB conirol numbsr for this information colsction k& (SR8-0372. The imes requisd to complets this Information collsction ks estimabead
o average 5 mingtes per respanss, Incuding the tme ts revisw Instuctions, ssanch exsting dats rescurcss, gather this data nesded, and complets and
revlew the Information collection. If you hawe any comments concsming the accuracy of the ime estimate(s) or suggestions Tor Improving this form,
plea=a write to CME, Atin: PRA Reports Clearance OMcer, 7500 Securty Boulevand, Baldmore, Maryland 21244-1850.

Form GME 552 [01/05) EF 022008
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MNetwork 1
(Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont)
ESRD Metwork of New England, Inc. Phone: 203/387-9332

30 Hazel Temrace

Woodbridge, CT 06525
Metwork 2

(New York)

CKD Network for Mew York
1979 Marcus Avenue, Siote 105
Lake Success, NY 10042-10021
Metwork 3

Fax: 203/389-9902
email: kiisen@@nwi esrd.net

Phone: 516/209-5578
Fax: 516/326-8929
email: scaponi@nw? esrd net

{New Jersey, Puerto Rico, Virgin Islands)

TransAtlantic Renal Council
Cranbury Gates Office Park
108 5. Main Sireet-Suite 21
Cranbury, NJ 08512-3142

Mefwork 4 )
(Delaware, Pennsylania)

ESRD Network 4, Inc.
40 24th Street

Suite 410

Pittsburgh, PA 15222

Metwork 5

Phone: 608/490-0310
Fax: 609/490-0835
email: [solanchick@mw3.esrd.net

Phone: 412/325-2250
Fax: 412f325-1811
email: j[stevenson@mwd esrd net

(Wirginia, West Virginia, Maryland, Disfrict of Columbia)

Mid-Atlantic Renal Coalition
1527 Huguenot Road
Midlothian, VA 23113
Metwork 6

Phone: 804/794-3757
Fax: 804/794-3793
email: marcfnws esrd. net

(Georgia, North Carolina, South Carolina)

Southeastern Kidney Council, Inc.
1000 St. Albans Drive, Suite 270
Raleigh, NC 27609

Network 7
(Florida)

Phone: 919/855-0882
Fax: 919/855-0753

emailjkrisher@nwh.esrd.net

FMQAI: ESRD Network of Florida, Inc.  Phone: (813) 383-1530
5801 W. Kennedy Boulevard, Suite 900 Fax: (813) 354-1514

Tampa, FL 33609 email: info@nw7_esrd. net

(Alabama, Mississippi, Tennessee)

Metwork 8, Inc. Phone: 601/936-9260

PO Box 55868 Fax: 601/932-4446
Jackson, MS 39296-5868 email: [fuller@nwi. esrd.net
Metwork S/10

(llinois, Indiana, Kentucky, Ohio)
The Renal Metwork, Inc.

911 East 86th Street

Suite 202

Indianapolis, IN 46240

Phone: 317/257-8265
Fax: 317/257-8291
email: sstark@nw10.esrd net



MNetwork 11
(Minnesota, Michigan, North Dakota, South Dakota, Wisconsin)
Renal Network of the Upper Midwest, Phone: (651) 644-9877

Inc. Fax: (651) 644-0853

1360 Energy Park Drive, Suite 200 -
St Paul, MN 55108 email;dcarlson@nwi1.esrd.net

Network 12
(lowa, Kansas, Missouri, Nebraska)

Heartland Kidney Network Phone: 816/380-0990

;ﬁe ;‘3""6' Tiffany Springs Phwy Fax: 816/880-9088

. il: kdinkel& ! I
K3 City. MO 64153 email: kdinkel@nw12 esrd net
MNetwork 13
(Arkansas, Louisiana, Oklahoma)
ESRD Network Organization #13 Phone: (4056) 942-6000
4200 Penmeter Center Drive, Suite 102 Fax: (405) 942-6884
Oklahoma City, OK, 73112-2314 email: pphilliber@nw13.esrd.net
MNetwork 14
(Texas)
ESRD Network of Texas, Inc. Phone: 972/503-3215
;::t;“ﬁgg"“ Pty Fax 072/503-3219

il g i . I

Dallas, TX 75240-4349 email: gharbe wid.esrd.net
MNetwork 15

(Arizona, Colorado, Nevada, New Mexico, Utah, Wyoming)
Intermountain ESRD Metwaork, Inc.

- Phone: 303/831-8818
Penn Center, 1301 Pennsylvania Street Fax- 303/850-8392

Egrfger CO 80203-5012 email: drodgers@nw15.esrd.net
Network 16

{Alaska, Idaho, Montana, Oregon, Washington)

MNorthwest Renal Metwork Phone: 206/923-0714

4702 42" Avenue, SW Fax: 206/823-0716

Seattle, WA 98116 email: mhanthom@nw16 esrd.net
MNetwork 17

(American Samoa, Guam, Mariana Islands, Hawaii, Morthern California)
Western Pacific Renal Network, LLC

i s o Phone: 415/897-2400
ggg San Marin Drive, Building A, Suite Fax 415/897-2422

Novato, CA 94945 email: drodoers@nwis esrd net
Metwork 18

{Southern California)

Southern Califomia Renal Disease

Council, Inc. Phone: 323/962-2020

6255 Sunset Boulevard Fax: 323/962-2891

Suite 2211 email: dmarsh@@nwi8.esrd.net

Los Angeles, CA 90028



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

[ 1 MANDATORY FIELDS

Form Approved
OMB No. 0938-0046

END STAGE RENAL DISEASE MEDICAL EVIDENCE REPORT
MEDICARE ENTITLEMENT AND/OR PATIENT REGISTRATION

A. COMPLETE FOR ALL ESRD PATIENTS

|Check one: [ Initial

[] Re-entitlement

[J Supplemental |

1. Name (Last, First, Middle Initial)

2. Medicare Claim Number

|3. Social Security Number I

4. Date of Birth I

MM DD YYYY

|5. Patient Mailing Address (Include City, State and Zip) I

6. Phone Number

C )

7. Sex
[1 Male [J Female

8. Ethnicity

[] Not Hispanic or Latino

[] Hispanic or Latino (Complete Item 9)

9. Country/Area of Origin or Ancestry I

IgO. Racd (Check all that apply)
L] White

[] Black or African American

[] American Indian/Alaska Native
Print Name of Enrolled/Principal Tribe

[] Asian
[] Native Hawaiian or Other Pacific Islander*

*complete ltem 9

Ill. Is patient applying for ESRD
Medicare coverage?

] Yes ] No

112. Current Medical Coverage|(Check all that apply)

[] Medicaid [] Medicare

[] Employer Group Health Insurance

|13. Height |

|14. Dry Weight

15. Primary Cause of Renal

INCHES OR

POUNDS

OR Failure (Use code from back of form)

L] DVA L] Medicare Advantage ~ [] Other L[] None CENTIMETERS _ KILOGRAMS
I 16. Employment Status|(6 mos prior and |17. Co-Morbid Conditions|(Check all that apply currently and/or during last 10 years) *See instructions
< current status) a. L1 Congestive heart failure n. [J Malignant neoplasm, Cancer
& ‘@F b. [ Atherosclerotic heart disease ASHD 0. [J Toxic nephropathy
oo c. O Other cardiac disease p. O Alcohol dependence
0 O Unemployed d O Cergbrovascular disegse, CVA, TIA* gq. U Drug erendence*
(1 [J Employed Full Time E:c' g P_erlpheral vascular (_1|sease* r. [ Inab!l!ty to ambulate
. . History of hypertension s. [J Inability to transfer
[} O Employed Part Time g. OO Amputation t. [J Needs assistance with daily activities
[J O Homemaker h. [J Diabetes, currently on insulin u. [ Institutionalized
[0 [ Retired due to Age/Preference | i- [ Diabetes, on oral medications L] 1. Assisted Living
. - - j. [J Diabetes, without medications [J 2. Nursing Home
O Retlr_Ed (Disability) k. [J Diabetic retinopathy [J 3. Other Institution
00 0 Medical Leave of Absence I. [J Chronic obstructive pulmonary disease v. [ Non-renal congenital abnormality
[J [ Student m. [J Tobacco use (current smoker) w. [J None
8 Prior to ESRD therapy]
a. Did patient receive exogenous erythropoetin or equivalent? [ Yes [J No [ Unknown If Yes, answer: [J 6-12 months [ >12 months
b. Was patient under care of a nephrologist? [ Yes [JNo  [J Unknown If Yes, answer: [J 6-12 months [J>12 months
¢. Was patient under care of kidney dietitian? [ Yes [J No [ Unknown If Yes, answer: [J 6-12 months [ >12 months
d. What access was used on first outpatient dialysis: [JAVF [ Graft [ Catheter [J Other
If not AVF, then: Is maturing AVF present? [ Yes [J No
Is maturing graft present? [ Yes [J No

19. Laboratory Values Within 45 Days Prior to the Most Recent ESRD Episode. (Lipid Profile within 1 Year of Most Recent ESRD Episode).

LABORATORY TEST VALUE DATE LABORATORY TEST VALUE DATE
a.1l. Serum Albumin (g/dl) L d. HbAlc L %
a.2. Serum Albumin Lower Limit e. Lipid Profile TC
a.3. Lab Method Used (BCG or BCP) LDL -
I b. Serum Creatinine (mg/dl) | L HDL -
c. Hemoglobin (g/dl) ) TG
B. COMPLETE FOR ALL ESRD PATIENTS IN DIALYSIS TREATMENT
IQU. Name of B|ay5|s FaC|I|ty| Fl. Medicare Provider Number (70r item 20)|
| 22. Primary Dialysis Setting | 123. Primary Type of Dialysis |
[J Home [J Dialysis Facility/Center [] SNF/Long Term Care Facility [J Hemodialysis (Sessions per week /hours per session )
[l CAPD [] CCPD [ Other
|24. Date Regular Chronic Dialysis Began | 25. Date Patient Started Chronic
MM DD YYYY Dialysis at Current Facility MM DD YYYY
|26. Has patient been informed of kidney transplant options? | 27. If patient NOT informed of transplant options, please check all that apply:
L] Yes L] No [J Medically unfit [J Patient declines information
[J Unsuitable due to age [ Patient has not been assessed
[] Psychologically unfit [] Other

FORM CMS-2728-U3 (06/04)


ddaley


ddaley
Check one: � Initial � Re-entitlement � Supplemental

ddaley
1. Name (Last, First, Middle Initial)

ddaley
3. Social Security Number

ddaley
4. Date of Birth

ddaley
5. Patient Mailing Address (Include City, State and Zip)

ddaley
7. Sex
Male

ddaley
10. Race
� White

ddaley
8. Ethnicity

ddaley
9. Country/Area of Origin or Ancestry

ddaley
11. Is patient applying for ESRD
Medicare coverage?

ddaley
13. Height

ddaley
14. Dry Weight

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

ddaley
12. Current Medical Coverage (
� Medicaid � Medicare

ddaley
16. Employment Status (
PriorCurrent

ddaley
a. � Congestive heart failure
17. Co-Morbid Conditions (

ddaley
If Yes, answer: � 6-12 months � >12 months
If Yes, answer: � 6-12 months � >12 months
If Yes, answer: � 6-12 months � >12 months
� Other

ddaley
18. Prior to ESRD therapy:
a. Did patient receive exogenous

ddaley
b. Serum Creatinine (mg/dl)

ddaley
20. Name of Dialysis Facility

ddaley
22. Primary Dialysis Setting
� Home � Dialysis Facility/

ddaley
24. Date Regular Chronic Dialysis Began

ddaley
26. Has patient been informed of kidney transplant options?
� Yes � No

ddaley
21. Medicare Provider Number (for item 20)

ddaley
23. Primary Type of Dialysis
� Hemodialysis (Sessions

ddaley
25. Date Patient Started Chronic
Dialysis at Current Facility


C. COMPLETE FOR ALL KIDNEY TRANSPLANT PATIENTS
28. Date of Transplant 29. Name of Transplant Hospital 30. Medicare Provider Number for Item 29

MM DD YYYY
Date patient was admitted as an inpatient to a hospital in preparation for, or anticipation of, a kidney transplant prior to the date of

actual transplantation.

31. Enter Date 32. Name of Preparation Hospital 33. Medicare Provider number for Item 32
MM DD YYYY
34. Current Status of Transplant (if functioning, skip items 36 and 37) 35. Type of Donor:
[J Functioning [J Non-Functioning [J Deceased [J Living Related [J Living Unrelated
36. If Non-Functioning, Date of Return to Regular Dialysis 37. Current Dialysis Treatment Site

[ ] Home [ Dialysis Facility/Center [] SNF/Long Term Care Facility

MM DD YYYY
D. COMPLETE FOR ALL ESRD SELF-DIALYSIS TRAINING PATIENTS (MEDICARE APPLICANTS ONLY)

38. Name of Training Provider 39. Medicare Provider Number of Training Provider (for Item 38)

40. Date Training Began 41. Type of Training [J Hemodialysis a.[J Home b.[J In Center
MM DD YYYY [0 CAPD [0 CCPD ] Other

42. This Patient is Expected to Complete (or has completed) Training 43. Date When Patient Completed, or is Expected to Complete, Training

and will Self-dialyze on a Regular Basis.

[] Yes [] No MM DD YYYY

I certify that the above self-dialysis training information is correct and is based on consideration of all pertinent medical,
psychological, and sociological factors as reflected in records kept by this training facility.

44. Printed Name and Signature of Physician personally familiar with the patient’s training 45. UPIN of Physician in Item 44
a.) Printed Name b.) Signature c.) Date MM DD YYYY
E. PHYSICIAN IDENTIFICATION
—
46. Attending Physician (Print) 47. Physician’s Phone No. Fs. UPIN of Physician in Item 46 I

PHYSICIAN ATTESTATION

| certify, under penalty of perjury, that the information on this form is correct to the best of my knowledge and belief. Based on diagnostic
tests and laboratory findings, | further certify that this patient has reached the stage of renal impairment that appears irreversible and
permanent and requires a regular course of dialysis or kidney transplant to maintain life. | understand that this information is intended for
use in establishing the patient’s entitlement to Medicare benefits and that any falsification, misrepresentation, or concealment of essential
information may subject me to fine, imprisonment, civil penalty, or other civil sanctions under applicable Federal laws.

|49. Attending Physician’s Signature of AttestationI(Same as ltem 46) 50. Date
MM DD YYYY
51. Physician Recertification Signature 52. Date
MM DD YYYY
53. Remarks

F. OBTAIN SIGNATURE FROM PATIENT

| hereby authorize any physician, hospital, agency, or other organization to disclose any medical records or other
information about my medical condition to the Department of Health and Human Services for purposes of reviewing my
application for Medicare entitlement under the Social Security Act and/or for scientific research.

|54. Signature of Patientl(Signature by mark must be witnessed.) 55. Date

MM DD YYYY

G. PRIVACY STATEMENT

The collection of this information is authorized by Section 226A of the Social Security Act. The information provided will be used to determine if an individual is entitled to
Medicare under the End Stage Renal Disease provisions of the law. The information will be maintained in system No. 09-70-0520, “End Stage Renal Disease Program
Management and Medical Information System (ESRD PMMIS)”, published in the Federal Register, Vol. 67, No. 116, June 17, 2002, pages 41244-41250 or as updated and
republished. Collection of your Social Security number is authorized by Executive Order 9397. Furnishing the information on this form is voluntary, but failure to do so may
result in denial of Medicare benefits. Information from the ESRD PMMIS may be given to a congressional office in response to an inquiry from the congressional office made
at the request of the individual; an individual or organization for research, demonstration, evaluation, or epidemiologic project related to the prevention of disease or
disability, or the restoration or maintenance of health. Additional disclosures may be found in the Federal Register notice cited above. You should be aware that P.L.100-503,
the Computer Matching and Privacy Protection Act of 1988, permits the government to verify information by way of computer matches.

FORM CMS-2728-U3 (06/04)



ddaley
46. Attending Physician (Print)

ddaley
47. Physician’s Phone No.
( )

ddaley
48. UPIN of Physician in Item 46

ddaley
50. Date

ddaley
49. Attending Physician’s Signature of Attestation

ddaley
54. Signature of Patient (

ddaley
55. Date


] MANDATORY FIELDS

DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0448

ESRD DEATH NOTIFICATION
END STAGE RENAL DISEASE MEDICAL INFORMATION SYSTEM

I1. Patient’s Last Name | IFirst I Ml . Medicare Claim Number I

|3. Patient's Sex | 4. Date of Birth | 5. Social Security Number
a.(JMale b.[JFemale ___ __ _ _ _
Month Day Year
|6. Patient’s State of Residence' ﬁ 8. Date of Death |
a. || Hospital c. L] Home e. L] other / /
b. [ Dialysis Unit  d. [] Nursing Home ‘Month “Day  “Year

|9. Modality at Time of Death |

a. [JIncenter Hemodialysis  b. [J Home Hemodialysis c¢. [JCAPD d. [JCCPD e. [JTransplant f. [J Other

I10. Provider Name and Address (§treet) 11, Provider Number {

| Provider Address (City/State) |

2. Causes of Death (enter codes from list on back of form) |

Ia. Primary Cause __ _I

b. Were there secondary causes?
D No

DYes,specify:___ o o o

C. If cause is other (98) please specify:

|13. Renal replacement therapy discontinued prior to death:l D Yes D No | 14. Was discontinuation of renal replacement
therapy after patient/family request to stop
If yes, check one of the following: dialysis?
a. [ Following HD and/or PD access failure
b. [ Following transplant failure D Yes D No
c. [ Following chronic failure to thrive
d. [J Following acute medical complication | ] Unknown [ | Not Applicable
e. [JOther
f. Date of last dialysis treatment __ / _ / -
Month Day Year
. Was patient receiving Hospice care prior
a. Date of most recent transplant _ _ / _ / _ _ _ _ [OUnknown to death?
Month Day Year

b. Type of transplant received

[J Living Related [ Living Unrelated [ Deceased [ Unknown D Yes D No
¢. Was graft functioning (patient not on dialysis) at time of death?

[J Yes [J No [J Unknown || Unknown
d. Did transplant patient resume chronic maintenance dialysis prior to death?

[1 Yes 1 No [J Unknown

|17. Name of Physician (Please print complete name) |8. Signature of Person Completing This Forml ate

This report is required by law (42, U.S.C. 426; 20 CFR 405, Section 2133). Individually identifiable patient information will not be
disclosed except as provided for in the Privacy Act of 1974 (5 U.S.C. 5520; 45 CFR Part 5a).

Form CMS-2746-U3 (01/04)




FORMS TO BE SUBMITTED BY FACILITIES FOR THE

NETWORK

These forms are supplied by the Network an should be mailed to the Network only

Form

Completed by

When to complete

When to submit

address

Network or when a
patient transfers from

another NW.

Monthly patient Facility Monthly By the 10" of the
activity form following month
(MPAR)

Patient current Facility When requested by With in 30 days of

patient transferring to
facility or upon
request by the

Network




Monthly Patient Activity Form
These forms will be supplied by the Network and should be mailed to Network only.
This form should be used to report the patient activity at the facility to the Network.
This form captures patient events and modality changes. These fields are taken
directly from the Form 2744, facility survey form and this information is sued to
compile the year end facility survey. This report is also serves as a monitoring tool
to determine when a CMS ESRD form needs to be submitted.
Report only permanent changes in the modality or location (30 days or longer)

Do not report transient patients. (l.e. visiting patients)

Current Patient Address Form

This form should be used for patients who transfer from out side the Network area
(CT, MA, ME, NH, RI, VT) that have already started on dialysis and have a 2728
form submitted for them.



ESRD Network of New England, Inc.

30 Hazel Terrace ® Woodbridge, CT 06525 ® Phone: 203-387-9332 ¢ FAX: 203-389-9902  E-mail: info@nw1.esrd.net

Monthly patient Activity Report: Is due by the 10" of each month.

On a monthly basis, ESRD facilities report patient event information using a tool called
“Monthly Patient Activity Report” provided to them by Network of New England. Please find
enclosed the 2007 version of “Network Patient Activity Report”, Event definitions and business
rules. Please note the definitions for dialysis modality types on the reverse of the Network
patient activity report instructions. The new form also can be downloaded from our website
www.networkofnewengland.org.

We appreciate your cooperation in this important reporting activity. Share this
information with anyone within your organization that is involved in the data submission
process. Please call the Network office if you have any questions at (203) 387-9332 or email to
jbhargava@nw1.esrd.net or kdegeorge@nw1.esrd.net.



ESRD Network of New England
30 Hazel Terrace Woodbridge, CT 06525
Phone: 203-387-9332 Fax: 203-389-9902

PROVIDER#

REPORTING MONTH:Nov 05

PROVIDER NAME:

PHONE:

NAME OF PERSON COMPLETING FORM (print clearly):

Beginning Patient Census
# of additions for the month:

# of losses for the month:
# of modality changes:
Ending Patient Census

ACTIVITY SUMMARY REPORT

New ESRD Patient
Transfer In

Restart
Dx After Txp ( A&B)
Total Additions:

ADDITIONS:

Transfer Out For Txp (combine AB)

LOSSES:

Transfer Out (combine ABC)

Db

Death

Recover Function

Loss to Follow Up

TOTAL Losses

PATIENT INFORMATION SSN Date of Birth Gender Zip Code Date ADDITIONS LOSSES NEUTRAL EVENTS MODALITY Sending/Receiving Facility
LOSS:
5A=Transfer out
for txp in US
5B=Transfer out
for txp outside
us
ADDITION: EOA;J;;”:ESO;B CURRENT MODALITY OF
1=New ESRD X PATIENT: (Write in current
patient (2728) MC unit Modality)
. 6B=Transfer out .
2A=Transfer In- . Hemo Modalities
. . to prison/other
Patient previously count In Center Hemo
in Medicare Unit GC—Tgnsfer out- Home Hemo
2B=Transfer In - Home Assisted Hemo
. Involuntary
Patient New to " In Center - Self
. Discharge X .
Last Name ESRD Registry 7=Discontinue Frequent Dialysis-In Center
3=Restart 8=Death Frequent - Home Hemo
4A=Dialysis After 9:R Neutral Events: PD Modalities
DATE OF ADDITION, |Transplant in US F;n;(i:(?r:ler 11=Modality Change |CAPD Where is the patient going to, or
T . . LOSS, or NEUTRAL (4B = Dialysis _ 15=Interruption in CCPD coming from? (ENTER PROVIDER
First Name Social Security _ Gender EVENT AT DIALYSIS |After Transplant :;OEL“L“’ Service In Center IPD NUMBER or NAME and STATE or
Number Date of Birth | (M/F) | ZIP Code FACILITY outside of US ollow Up 16=Resume Senvice |Home IPD Country)
1
2]
3|
4
5|
6|
7]
g
9|
10|
11|
12|
06/01/2005

Distributed by Network of New England




Network Patient Activity Report Instructions

released: 06/01/2005

Requirements

Centers for Medicare & Medicaid Services (CMS) requires ESRD Networks to track

How to Complete the NPAR

Enter your Provider Number (the Medicare number assigned to you by CMS).

Enter the Reporting Month (the month in which all activities occurred).

Patient activity throughout the year, including additions, losses, or neutral events. All ; Enter your Provider Name (the name of your facility).
CHRONIC Patients should be included in the report regardless of modality. 3
A Network Patient Activity Report (NPAR) must be completed at the end of each 4. Enter your facility’s telephone number.
month and submitted by the 10th day of the following month. Please keep a copy of 5. Print your name on the form.
the completed NPAR for your records then return the original via fax, mail, or Quality 6. Enter the patient's Last Name.
Net Exchange. Blank NPARs may be obtained from your Network office. 7. Enter the patient's First Name.
8. Enter the patient’s Social Security Number.
Note: _ 9. Enter the patient's Date of Birth.
* The NPAR does not replace CMS forms 2728 and 2746. You must submit a CMS- 10. Enter the patient's Gender.
2728 form for every new ESRD Patient and a CMS-2746 form for every death event. 11. Enter the patient's ZIP Code

*The NPAR should not include the names of transient patients. 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.

facility’s overall population.

12. Enter the date the event occurred and the type of patient Addition, Loss, or Neutral
event. If this is an addition, include the Patient’'s most current modality. For Patients
who are 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 the modality
code. Neutral events are not considered additions or losses and do not change your

* (Optional) The beginning and ending census may be calculated for the 13. Enter the Provider Number or Name and State (or country) of the Sending/Receiving
submitting period using the additions and loss totals. Neutral events, including Facility.
Modality Changes do not affect the ending census population.

Additions Losses Neutral Events

1 = New ESRD Patient—Patient has been diagnosed as ESRD
and receives his/her first-ever outpatient, chronic dialysis treatment.
A CMS-2728 form must be submitted for all new ESRD Patients.

2A = Transfer In, Category A—Patient transfers into dialysis
facility on a permanent basis having previously dialyzed at an
ESRD-Medicare Certified Provider.

2B = Transfer In, Category B—Patient transfers into dialysis
facility on a permanent basis having previously dialyzed chronically
in another country or in prison. This will be the Patient’s first
outpatient, chronic dialysis at an ESRD-Medicare Certified Provider.
A CMS-2728 form must be submitted for all Category B Patients.
List the country patient is transferring in from in the comment field.

3 = Restart—Patient previously stopped dialysis treatment and is
now resuming long-term, outpatient dialysis. This does not include
patients returning to dialysis after transplant.

4A = Dialysis After Transplant Failed in US—Patient has rejected
a transplant received at a Transplant Hospital within the US and is
receiving his/her first post-transplant, outpatient dialysis.

4B = Dialysis After Transplant Failed outside of US—Patient has
rejected a transplant received at a Transplant Hospital outside of
the US and is receiving his/her first post-transplant, outpatient
dialysis.

5A = Transfer Out for Transplant within US—Patient leaves dialysis facility to
receive a kidney transplant at a Transplant Hospital inside the US. Include the
provider number or name and state of transplant center.

5B= Transfer Out for Transplant outside of US—Patient leaves dialysis facility
to receive a kidney transplant at a Transplant Hospital outside of the US. Include
the country the patient is transferring to for transplant in the comment field.

6A = Transfer Out, Category A—Patient transfers long term/permanently to an
ESRD-Medicare Certified Dialysis Provider.

6B = Transfer Out, Category B—Patient leaves facility and will be receiving
long-term dialysis (greater than 30 days) in prison or in another country.

6C = Transfer Out, Category C—Patient has been discharged from facility
against his/her will. Use this event for all involuntary discharges, regardless of
where patient will receive services after discharge.

7 = Discontinue— Patient stops dialyzing after the decision to permanently stop
dialysis has been specifically articulated.

8 = Death—~Patient died. A CMS-2746 form must be submitted for all death
events.

9 = Recover Function—Patient regains renal function of his/her native kidney
and is able to survive without ESRD therapy.

10 = Lost to Follow Up—Patient stopped attending dialysis and his/her
whereabouts are unknown. Facility should make every effort to locate the
Patient. This event should rarely be used.

(These events do not change facility population)

11 = Modality Change—Patient remains at the
treatment facility and changes his/her anticipated
long-term dialysis modality. For Patients who are 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 the
modality code.

15 = Interruption in Service—Patient is receiving
long-term dialysis (greater than 30 days) at an acute
care setting or rehabilitation facility, and is expected
to return to the outpatient dialysis facility.

16 = Resume Service—Patient returns to the
outpatient dialysis facility from an acute care setting
or rehabilitation facility.

t ESRD NETWORK OF NEW ENGLAND, INC.
30 Hazel Terrace, Woodbridge, CT 06525
Phone: 203-387-9332; Fax: 203-389-9902

Please Turn Over for Types of Dialysis Modality




Network Patient Activity Report Instructions

Dialysis Modality

Method of treatment for kidney failure/ESRD: Modality types include hemodialysis and peritoneal dialysis.

InCenter Hemodialysis

A method of dialysis in which blood from a patient’s body is circulated through an external device or machine and then
returned to the patient’s blood stream. Patient is receiving hemodialysis usually three times a week on an outpatient
basis and treatment lasts 3 to 4 hours.

Home Hemodialysis

Hemodialysis is done at home by the patient and a partner. Both are trained in the dialysis facility until the patient and
partner become proficient to dialyze at home. The dialysis is usually three times per week.

Home Assisted Hemo

Hemodialysis is done in a home setting through a staff-assisted program. Patient is not trained to do dialysis himself.

InCenter —Self Dialysis

Dialysis is performed with little or no staff assistance by an ESRD patient who has completed an appropriate course of
training.

Frequent Dialysis - InCenter

Patients who are prescribed to have hemodialysis in the outpatient dialysis facility 5 or more times per week and the
hours of treatment may vary according to the patients’ need.

Frequent Dialysis - Home Hemo

Patients who are prescribed 5 or more days of dialysis treatment at home. The number of hours per treatment may vary
according to the patient need.

Continuous Ambulatory Peritoneal
Dialysis (CAPD)

A type of dialysis where a patient does multiple dialysis solution exchange via peritoneal catheter into the peritoneal
cavity by gravity. A Nephrologist will prescribe the number of exchanges needed, typically three or four exchanges
during the day. CAPD is done at home.

Continuous Cycler Peritoneal Dialysis
(CCPD)

A type of dialysis where the patient generally dialyzes at home and uses an automated peritoneal cycler machine to
perform three to five exchanges during the night. CCPD is done at home with a machine called a cycler. Time on the
cycler can be 8-10 hours.

InCenter IPD (Intermittent Peritoneal
Dialysis)

IPD is much like CCPD but is usually performed in the hospital. Treatment sessions may last up to 24 hours and are
done several times a week. This is an automated cycler that delivers a prescribed number of exchanges over several
hours. This can be done daily or less frequently.

Home IPD (Intermittent Peritoneal
Dialysis)

IPD performed at home. Treatment sessions may last up to 24 hours and are done several times a week. This is an
automated cycler that delivers a prescribed number of exchanges over several hours. This can be done daily or less
frequently.
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Effect on
Dialysis
Facility

Patient Event Definitions and Business Rules

Can Only be Followed

Population

Brief Definition

Patient has been diagnosed with
ESRD and receives his/her first
ever kidney transplant or his/her

Can Only be Preceded By:

by:

Death

Discontinue

Lost to Follow Up

Modality Change

Recover function

Transfer Out

Transfer Out for a Transplant

Business Rules for Facilities

1. For patients new to chronic outpatient dialysis or receiving a

New ESRD first ever outpatient chronic dialysis |[No events can precede New  [Transplant Failure transplant as his or her first ESRD event.
Patient Addition treatment ESRD Patient Interruption in Service 2. Patient may have only one New to ESRD event.
Patient transfers into a dialysis 1. If patient is receiving short-term transient dialysis (<30 days) do
facility, having received outpatient not record the Transfer In.
chronic dialysis treatment 2. If the patient is returning to dialysis after a transplant failure, do
elsewhere. User must record a not use this event. (Dialysis After Transplant Failed should be
subcategory to indicate type of used)
Transfer In Addition transfer See Individual Transfer In Categories 3. A transfer in can follow a transfer out from the same facility
Death
Discontinue
Transfer In - Lost to Follow Up
Category A: Patient transfers into a dialysis |Transfer Out - Category A Modality Change
Patient facility having previously received |Transfer Out - Category B Recover function 1. Use this event when a patient is transferring from one ESRD
previously outpatient chronic dialysis Transfer Out - Category C Transfer Out Medicare Certified Dialysis Provider to another or if a patient is
served in ESRD treatment at an ESRD Medicare Transfer Out for a Transplant |transferring from a non-Medicare facility, but has previously
Medicare system| Addition Certified Provider (facility) Interruption in Service received treatment in an ESRD Medicare Certified Provider.
Death
Discontinue 1. Use this event when a patient receives first outpatient dialysis or
Lost to Follow Up transplant at a non-Medicare facility, including a prison or a facility

Transfer In - Patient transfers into the dialysis Modality Change in another country.

Category B: facility to receive his or her first Recover function 2. If the patient is new to a facility and is a foreign national or
Patient new to outpatient chronic dialysis Transfer Out former prisoner, users should create a transfer in as the patient's
ESRD Patient treatment at an ESRD-Medicare |No events can precede Transfer Out for a Transplant |1st events and you MUST also complete a 2728 form in order for

Registry. Addition Certified Provider (facility) Transfer In - Category B Interruption in Service the patient to receive Medicare benefits.
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Brief Definition

Can Only be Preceded By:

Can Only be Followed

by:

Patient Event Definitions and Business Rules

Business Rules for Facilities

Patient had previously stopped
dialysis treatment and is now
resuming outpatient chronic
dialysis treatment

Discontinue
Lost to Follow Up
Recover Function

Death
Discontinue

Lost to Follow Up
Modality Change
Recover function
Transfer Out

Transfer Out for a Transplant
Interruption in Service

1. If a patient Restarts dialysis after 12 months of stopping
outpatient chronic dialysis treatment, submit a new 2728 form to re-
register and/or re-instate ESRD Medicare benefits.

Effect on
Dialysis
Facility
Population
Restart Addition
Dialysis After
Transplant
Failed within US
(at Dialysis
Facility) - A Addition

Patient has rejected a transplant
that occurred inside of US and is
receiving his or her first post-
transplant outpatient dialysis
treatment at an outpatient facility

Transplant Failure
Transplant

Death
Discontinue

Lost to Follow Up
Modality Change
Transfer Out

Transfer Out for a Transplant
Interruption in Service

1. A CMS-2728 form should be submitted if the return to dialysis is
more than 3 years post-transplant to re-register and/or re-instate
ESRD Medicare benefits.

2. Transplanted patients may experience episodes of kidney
rejection and will need dialysis support to assist in the function of
the kidney. This may take up to 2 to 3 months. Do not report this
patient as a transplant failure unless the physician writes a
prescription that this patient needs dialysis three times a week and
that the transplanted kidney has failed. Only use this event after a
transplant surgeon or physician states that the transplant has
failed.

3. *Note: This event was previously "Dialysis after Transplant". It
has been changed to "Dialysis after Transplant Fail". The event
code remains the same.
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Effect on
Dialysis

Facility
Population

Patient Event Definitions and Business Rules

Brief Definition

Can Only be Preceded By:

Can Only be Followed

by:

Business Rules for Facilities

Dialysis After
Transplant
Failed outside of
US (at Dialysis

Facility) - B Addition

Patient has rejected a transplant
that occurred outside of US and is
receiving his or her first post-
transplant outpatient dialysis
treatment at an outpatient facility

Transplant Failure
Transplant

Death
Discontinue

Lost to Follow Up
Modality Change
Transfer Out

Transfer Out for a Transplant
Interruption in Service

1. A CMS-2728 form should be submitted if the return to dialysis
more than 3 years post-transplant to re-register and to re-instate
for ESRD Medicare benefits.

2. Transplanted patients may experience episodes of kidney
rejection and will need dialysis support to assist in the function of
the kidney. This may take up to 2 to 3 months. Do not report this
patient as a transplant failure unless the physician writes a
prescription that this patient needs dialysis three times a week and
that the transplanted kidney has failed. Only use this event after a
transplant surgeon or physician states that the transplant has
failed.

3. *Note: This event was previously "Dialysis after Transplant”. It
has been changed to "Dialysis after Transplant Fail". The event
code remains the same.

Transfer Out for
a Transplant in
US-A Loss

Patient leaves a dialysis facility to
receive a kidney transplant at a
facility within the US

Continuing

Dialysis after Transplant Failed
Modality Change

New ESRD Patient

Restart

Transfer In

Interruption in Service
Resume Service

Transplant

Death (at CMSDTH Provider)

1. This event is recorded at a dialysis facility only.

Transfer Out for
a Transplant
outside of US -

B Loss

Patient leaves a dialysis facility to
receive a kidney transplant at a
facility outside of US

Continuing

Dialysis after Transplant Failed
Modality Change

New ESRD Patient

Restart

Transfer In

Interruption in Service
Resume Service

Transplant

Death (at CMSDTH Provider)
Dialysis after Transplant

Failed

1. This event is recorded at a dialysis facility only.
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Effect on
Dialysis

Facility
Population

Patient Event Definitions and Business Rules

Brief Definition

Can Only be Preceded By:

Can Only be Followed
by:

Business Rules for Facilities

Transfer Out -
Category A: To

Patient is transferring long
term/permanently to an ESRD

Continuing

Dialysis after Transplant Failed
Modality Change

New ESRD Patient

Restart

Transfer In

1. For record keeping purposes, if a patient is receiving short-term
transient dialysis do not record transfer.

ESRD Medicare Medicare Certified Dialysis Interruption in Service Transfer In 2. This event will be recorded in Field 11A or 11B on the CMS-
Dialysis Facility Loss Provider Resume Service Death 2744 Facility Survey Form.
Continuing
Dialysis after Transplant Failed 1. Use this event when patient begins long-term Incarceration or
Transfer Out - Modality Change leaves the country for an extended period.
Category B: To Patient is leaving facility and will |New ESRD Patient Transfer In 2. If patient is away for less than 30 days, do not record the
Non-ESRD receive care for more than 30 days |Restart Dialysis after Transplant transfer.
Medicare at a non ESRD-Medicare Certified |Transfer In Failed 3. This event is recorded in Field 11A or 11B on the CMS-2744
Dialysis Facility Loss Provider Resume Service Death (at CMSDTH provider) |Facility Survey
Continuing
Dialysis after Transplant Failed
Transfer Out - Modality Change
Category C: New ESRD Patient 1. Use this event for ALL involuntary discharges, regardless of
Involuntary Restart Transfer In where patient received services after discharge.
Discharge from Patient has been discharged from |Transfer In Death 2. This event is recorded in Field 11A or 11B on the CMS-2744
treatment Loss the facility against his or her will |Resume Service Restart Facility Survey.
Continuing
Dialysis after Transplant Failed
Modality Change 1. Create this event only when a patient, family, or legal designee
Patient discontinues dialysis after |New ESRD Patient communicates the decision to discontinue dialysis with the
the decision to permanently stop |Restart expectation that death will soon follow.
dialysis has been specifically Transfer In 2. Facility is expected to follow patient for 30 days following a
articulated by the patient, family, or [Resume Service Death discontinue, and must submit the CMS-2746 form for patient if
Discontinue Loss legal designee Transplant (Rare) Restart death occurs within 30 days.
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Effect on
Dialysis
Facility

Population

Patient Event Definitions and Business Rules

Brief Definition

Can Only be Preceded By:

Can Only be Followed
by:

Business Rules for Facilities

Continuing

Discontinue

Dialysis after Transplant Failed
Modality Change

New ESRD Patient

Restart

Transfer In

Transplant

Transplant Failure

Interruption in Service

1. Facilities are responsible for completing the CMS-2746 form for
the patient if the death occurs within 30 days after the patient has
been out of their care and no other facility has reported treating the
patient.

2. For reporting and analysis purposes, the death is reported under
this facility if the death occurs within 30 days of the last treatment.
3. Networks and facilities should record a death date regardless of

Death Loss Patient has died Resume Service No Events can follow Death  |how they learn of the death
Continuing
Modality Change
New ESRD Patient
Restart
Patient regains renal function of |Transfer In Restart
Recover his/her native kidney and is able to | Transplant (Rare) Death 1. Refers only to a patient's native kidney(s), not to a transplanted
Function Loss survive without ESRD therapy |Resume Service Transplant kidney.
Continuing Note: This event was previously "Loss to Follow up" and has been
Dialysis after Transplant Failed changed to "Lost to Follow up".
Modality Change 1. This event should rarely be used. The facility is to make every
New ESRD Patient effort to locate the patient.
Patient no longer attends dialysis, |Restart 2. Enter this event after the facility makes every effort to locate a
facility is unable to locate the Transfer In patient but does not know where the patient is.
patient and Network is unable to |Transplant 3. Do not use this event when a patient communicates the
Lost to Follow locate the patient through the Transplant Failure Restart decision to discontinue dialysis or has transferred out to another
Up Loss central repository Resume Service Death facility.
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Patient Event Definitions and Business Rules

Effect on
Dialysis

Facility Can Only be Followed
Population Brief Definition Can Only be Preceded By: by: Business Rules for Facilities

1. For any change in dialysis modality occurring at the same

provider.
2. If patient is transferring to a different provider and starting a new
Death dialysis modality, use Transfer In or Transfer Out.
Patient remains at the dialysis |Continuing Discontinue 3. If modality change is from Staff-assisted Dialysis to Self Care
treatment facility and changes to a |Dialysis after Transplant Failed |Lost to Follow Up Dialysis and takes place within 90 days of the New Patient Event,
different type of dialysis modality |Modality Change Modality Change a supplemental CMS-2728 form is required to waive the waiting
as determined by the patient and |New ESRD Patient Recover Function period for Medicare benefits.
care team to be the patient's Restart Transfer Out 4. Only report long-term anticipated modality.
anticipated modality for the Transfer In Transfer Out for a Transplant |5. Only use for dialysis modality changes. If the patient receives a
Modality Change Neutral foreseeable future. Resume Service Interruption in Service transplant, use the Transfer Out for Transplant event.

1. Use this event if the patient is experiencing a long-term (greater

Continuing than 30 days) interruption of services while in an acute care setting
Patient is experiencing a Dialysis after Transplant Failed or rehabilitation facility and is expected to return to the outpatient
Interruption in interruption of services for greater |Modality Change dialysis facility.
Service in a than 30 days while in an acute care|New ESRD Patient Transfer Out 2. If the patient has been away from the dialysis facility for over 30
Chronic setting or rehabilitation facility and |Restart Transfer Out for a Transplant |days and the Interruption in Service event is reported then that
Outpatient is expected to return to the Transfer In Resume Service patient should not be considered when completing the facility
Setting Neutral outpatient dialysis facility Resume Service Death death form and SMR's.
Death
Discontinue
Lost to Follow Up
Modality Change 1. Use this event when a patient is assigned the status of
Recover Function Interruption in Service and is now returning to the dialysis facility.
Patient is returning to the dialysis Transfer Out 2. This event is not recorded as an addition on the CMS-2744
facility from an acute care setting Transfer Out for Transplant Facility Survey since it represents a patient returning from a
Resume Service Neutral or rehabilitation facility Interruption in Service Interruption in Service temporary interruption of service.

Distributed by Network of New England 06/01/2005 Page 6



Patient Event Definitions and Business Rules

Effect on
Dialysis
Facility Can Only be Followed
Population Brief Definition Can Only be Preceded By: by: Business Rules for Facilities
Neutral -
Transplant Transfer out for a Transplant
Center event |Patient receives a kidney transplant| Transplant Failure Transplant Failure
Transplant only at a transplant facility. Transfer Out Category B Death 1. This event is only recorded at a transplant facility.
1. Do not use this event if the patient requires backup or "kick
start" dialysis after a transplant. This event is for transplant
Patient's kidney transplant has Dialysis after Transplant support dialysis. Do not submit a CMS-2728 form or enter this
Transplant Neutral - permanently failed and the patient Failed eventin SIMS.
Failure (at the | Transplant will need to resume or start Transplant 2. If the patient receives a transplant within 90 days of a New
Transplant Center event dialysis; or receive another Death ESRD Patient event or more than 3 years after a previous
Facility) only transplant. Transplant Interruption in Service transplant, a new CMS-2728 form may be necessary.
Acute N/A N/A - To be removed from SIMS  |N/A N/A N/A - To be removed from SIMS
Death
Discontinue
Lost to Follow Up
Modality Change
Patient was receiving ESRD Recover Function
treatment at time of 1988 Network Transfer Out 1. This event is a result of legacy data and may appear in SIMS
consolidation, but prior event data [No Events can precede the Transfer Out for Transplant  |and VISION for patients for whom pre-1988 data was not
Continuing Neutral was not available. Continuing event Interruption in Service available.
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FAX TRANSMISSION SHEET

FAX REQUEST
FOR
MONTHLY PATIENT ACTIVITY REPORT ON CD

—/

Fax To.: 203-389-9902

Date:
Requester:
Provider Name:

Provider Number:

NOTE: This transmittal is covered by the Electronic Communications Privacy Act, 18 U.S.C. § § 2510-2521 and is legally privileged.
This message and the following documents are intended only for the use of the individual or entity to which they are addressed.
They may contain information that is privileged, confidential and exempt from disclosure under application law. If the reader of this
message is not the intended recipient, or the employee or agent responsible for delivering the message to the intended recipient,
any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in
error, please notify us immediately by telephone and return the original message to us at the above address via the U.S. Postal
Service. Thank you.
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30 Hazel Terrace « Woodbridge, CT 06525 e Phone: 203-387-9332 e Fax: 203-389-9902 e E-mail: Info@nwl.esrd.net

M E

MORANDUM

DATE:

TO:
FROM
RE:

Data Coordinators
:Laurene Jones, Project Assistant
Patient current address

On a recent Monthly Patient Activity Report, your facility reported a patient
transferring into your unit from outside the Network 1 area (CT, ME, MA,
NH, RI, & VT). The Network was able to start a patient history record based on
information found in the national ESRD database, however, the Network is
required to keep the patient’s current address on file.

Please fill in below the current address of the patient (even if its
temporary). If you have any questions, please feel free to call me. Thank you
for your anticipated cooperation.

Patient’s Name: SSH:

Patient’s Address:

City State Zip

Phone Number

Transfer in From; Date of transfer:

Nephrologists’ UPIN# / NP1 #

Nephrologists’ Name:

Currant Modality:

Facility Contact Person:




COMMONLY MISSED FIELDS

Field #8

Field #11
Field #12
Field #13
Field #14
Field #15
Field #18

Mandatory
Fields

Field #19

Field #23

Field #26

Field #46
Field #48
Field #49
Field #50
Field #54
Field #55

ON THE 2728 FORM

Ethnicity

Pt applying for Medicare

current Medical Coverage

Height

Weight

Primary Cause of Renal Failure

Prior to ESRD therapy:

a. If YES answer ALL questions

b. IF YES answer ALL questions

c. If YES answer ALL questions

d. Accessused: If OTHER is
chosen then: NO should be
checked off. For d. all boxes
must be checked off.

PD PT Should use OTHER

Lab work: Only Serum

Creatinine and date is Mandatory:

But please complete all lab work if

available.

Primary Type of Dialysis

(session per wk/hours per session)

Kidney transplant options

IF NO then #27 is MANDATORY.

Attending Physician

UPIN #

Physicians Signature

Date

Patient Signature

Date

If you have any questions, please contact the
Network of New England Data Staff

203-387-9332

Developed 8/2005
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All I\/Iandatory Fields
should be completed.



General Guidelines for Mandatory Fields
for 2728 and 2746 Forms

2728 Form 2746 Form

Field #’s 1-11 and Field #12a and
Section A, Section E and Section F Field #12b should be completed

should be completed for all Form Types for all forms

Section B: Complete for all Hemo Field # 12c should be completed
Dialysis Patients If any cause of death is #98

Section C: Complete for all Transplant | Field #13, Field # 14, Field # 15
Patients Field #16 should be completed

Field #17 Name of Physician
Field #18 Signature of Person
Completing the form should be
completed

Section D: Complete for all Self-dialysis
Training Patients




What constitutes compliance?

Timeliness
2728 Forms

Forms should be in the Network office
within 45 days of date of regular (field 25
on 2728 form) dialysis.

2746 Forms

Forms should be in the Network office
within 30 days of the date of death.






