A Newsletter for Connecticut and Florida Medicare Part B Providers

HighlightsIn Thislssue...

Claims, Appeals, and Hearings

Elimination of CMS-1491 and CMS-1490U Forms ................... 6
Coverage/Reimbur sement
Intracranial Percutaneous Transluminal Angioplasty
WIth STENTING .o 7

Assignment of Dedicated Medicare Secondary Payer
Modifier Introduced in Change Request 5332
(Transmittal 1088) .........uuieiiiiieiiiiieece e 8

Outpatient Therapy Cap Exception Process for 2007 .............. 13

General Information
Medicare Fee-for-Service Implementation of the National Provider

[0 =T 01 (11T 23
National Provider Identifier — Time is Running Out ..................... 25
Enhance the Multi-Carrier System to Avoid Duplicate Payments
When a Full Claim Adjustment is Performed ...............cccc........ 26
The New HHS National Clearinghouse for Long-Term Care
Information WebSIE ..........ccoeeiieiiiiiiceee e 27
Rules of Behavior Governing Medicare Eligibility Inquiries ......... 28
Annual Medicare Contractor Provider Satisfaction Survey:
Make Your Voice Heard! ...........ccooooviiiiiiiiiiiiic e 30
Features
Connecticut and Florida Medical Review ;
About the Update! .............. 4 General Medical Review...32 he Medicare B Update!
Claims .....coovoveeeeeeeecccnnan. 6 Connecticut Only should be shared with all
Coverage/Reimbursement.. 7 \adical REOVIEW ... 33 health care practitioners and
General Information ........ 23 Educational Resources......... 36 m??gg}al mle!gbsetrasffOfFEhSI'ca
. rovi SuU | . Pupnlica-
2087dpa|r:t B Materials 4 lorida Only Fions ismedpl?eginning in 1997
rder Form .......oooveveveinnnns Medical ReVIEW .....voveeevivn, 38 areavailableat no cost from our
Educational Resources......... 42

To receive quick, automatic notification when new publications and other
items of interest are posted to our provider education websites, subscribe to
our FCSO eNewsmailing list. It's very easy to do. Simply go to the website
at http://mwwwconnecticutmedicare.com or http://www.floridamedicare.com,
click on the “eNews’ link on the navigational menu and follow the
prompts.The FCSO eNews is sent at least every week, more frequently as

required.

¥ A

CERTERT i ARG ) ARERRCARD KITHIS

A h
FIRST COAST
SERVICE OPTIONS, INC
A CMSContracted Intermediary & Carrier

provider education websites:
http: /AMmwv.connecticutmedicare.com
and http:/mww.floridamedicare.com
Routing Suggestions:
Physician/Provider
Office Manager
Billing/Vendor
Nursing Staff
Other

ooooo

2007

Volume 5 Number 2







Highlights In This ISSUE... .....ccoviiiiiiiieieeeeee, 1
About the Connecticut and Florida

Medicare B Update! .........c.cccovevieniiniininnenn. 4
Advance Beneficiary Notices (ABNS) .................. 5
Claims
Elimination of CMS-1491 and CMS-1490U

FOIMS . 6

Coverage/Reimbursement

Cardiac Services

Intracranial Percutaneous Transluminal
Angioplasty with Stenting ............cccceveennene 7

Competitive Acquisition Program
Assignment of Dedicated MSP Modifier
Introduced in Change Request 5332
(Transmittal 1088) .........cccevvvevienieriirienenn 8

New CAP Modifier Information

Instructions for the Coordination of MSP
Claims forthe CAP ......cccoveeieeiieeeeee, 9

Medicare Physician Fee Schedule Database
Emergency Update to the 2007 MPFSDB ............ 10

Pathology/Laboratory

Tax Relief and Health Care Act of 2006
Changes to Independent Laboratory
Billing for the TC of Physician Pathology
SEIVICES ...ueiieiiieeeieee ettt 12

Therapy Services
Outpatient Therapy Cap Exception Process

fOr 2007 oo 13
Elimination of the Manual Process for

Therapy Cap Exceptions...........cccceecvvennene 17
Outpatient Therapy Cap Exceptions

Clarifications ........ccovcveiiieenee e 18
Therapy Cap Exception Process ..........ccccceeennee 20

General Information
Medicare Fee-for-Service Implementation
of the National Provider Identifier .............. 23

National Provider Identifier — Time is
RUNNING OUL.....ccoviiiiiiiicic e 25

Enhance the Multi-Carrier System to Avoid
Duplicate Payments When a Full Claim
Adjustment is Performed ............ccccoceenee. 26

The New HHS National Clearinghouse for
Long-Term Care Information Website ....... 27

Rules of Behavior Governing Medicare
Eligibility InQUIries .........cccooeeiiiiiiiiiiiieeee 28

Annual Medicare Contractor Provider
Satisfaction Survey: Make Your Voice
Heard! ......oooiiiiiee e 30

January Flu Shot Reminder ...........cccccooveneennnne. 30
Overview of Medicare Preventive Services ..... 31
Medicare Physician Fee Schedule Fact

Sheet now Available .............ccccvveeeiiinnn. 31

General Medical Review
X STOP® Interspinous Process
Decompression System ..........cccceeeeviieeenne 32

Connecticut Medical Review
Table of Contents ......ccccvveeeeeeeieeeeee e 33

Advance Notice Statement .... .33
Corrections ......cccceeeeveeeennns .34
ReViSIONS t0 LCDS ....ccocvvveeeiciiiee et 34
Connecticut Educational Resources
2007 Medifest Symposium ........cccccceveeiieeerineeennns 36
Connecticut Medicare Part B Mail Directory,

Phone Numbers, and Websites ................... 37
Florida Medical Review
Table of Contents .......cccceeeeeiieeeeiiiiee e 38

Advance Notice Statement .... .38
Corrections ......cccceeevcvvveeeeinnns .39
New LCDs ............. ...39
ReViSions t0 LCDS ......cccceevveeeiie e 39

Florida Educational Resources

Upcoming Provider Outreach and Education
Events - February 2007 — May 2007 ........ 42

Medifest Class Schedule -

March 13-15, 2007 .....c.cceevvuveeeeeciieeeeeenes 43
Medifest 2007, Jacksonville Registration

FOMM s 44
Florida Medicare Part B Mail Directory,

Phone Numbers, and Websites ................ 45
Order Form — 2007 Part B Materials..................... 46

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by

First Coast Service Options, Inc. (FCSO), your Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated informationis
posted to the provider education websites http://www.connecti cutmedicare.com or

http: //mww.floridamedicare.com. It’ s very easy to do. Simply go to the website, click on the
“eNews’ link on the navigational menu and follow the prompts.

Medicare B
Update!

Vol. 5, No. 2
February 2007

Publications
Staf f
Terri Drury

Millie C. Pérez
Mary Barnes

The Medicare B Update!
is published monthly by
First Coast Service
Options, Inc. (FCSO)
Provider Outreach and
Education Division, to
provide timely and useful
information to Medicare
Part B providers in
Connecticut and Florida

Questions concerning this
publication or its contents
may bedirectedinwritingto:

Medicare Part B
POE-Publications
PO. Box 45270
Jacksonville, FL
32232-5270

CPT codes, descriptors,
and other data only are
copyright 2006
American Medical
Association (or such
other date of publication
of CPT). All Rights
Reserved. Applicable
FARS/'DFARS apply. No
fee schedules, basic units,
relative values, or related
listings are included in
CPT. AMA does not
directly or indirectly
practice medicine or
dispense medical
services. AMA assumes
no liability for data
contained or not
contained herein.

1CD-9-CM codes and
their descriptions used in
this publication are
copyright 2006 under
the Uniform Copyright
Convention. All rights
reserved.

Third party Web sites:
This document contains
references to sites operated
by third parties. Such
references are provided for
your convenience only.
FCSO does not control

such sites, and is not
responsible for their
content. The inclusion of
these references within this
document does not
suggest any endorsement
of the material on such
sites or any association
with their operators.

February 2007









Elimination of CMS-1491 and CMS-1490U Forms

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Suppliers of ambulance serviceswho submit claimsto Medicare carriers or Part A/B Medicare administrative contractors
(A/B MACs) for ambulance servicesto Medicare beneficiaries.

Impact on Providers
Ambulance suppliers should submit their paper ambulance claims using the Form CM S-1500 on or after April 2, 2007 (see
Additional Information section for the CM S-1500 Web address).

Note: TheApril 2, 2007, date actually refersto the date your carrier or A/B MAC receivesthe claim. So, be sure the claimsyou
send that will bereceived on or after April 2, 2007, are sent on the Form CM S-1500.

Background

The purpose of CR 5390 isto notify suppliers of ambulance servicesthat the Centersfor Medicare & Medicaid Services
(CMYS) determined that paper claim forms CM S-1491 and CM S 1490U will no longer be printed effective October 1, 2006.
Therefore, asof April 2, 2007, carriersand A/B MACsare no longer permitted to accept claimsfrom ambulance supplierson
the Forms CM S-1491 and CM S1490U. If your carrier or A/B MAC receives claimsonforms CM S-1491 and/or CM S-1490U on
or after April 2, 2007, they will regject the claim back to you and you will need to send it again using the CM S-1500 form.

The Medicare Claims Processing Manual Chapter 1, Section 70.8.4 isbeing revised to eliminate all information that
pertainsto CMS-1491 and CM S 1490U formsand Chapter 15, Section 30.1.3 isbeing deleted initsentirety. (Seethe official
instructionsfor CR 5390 to review these manual sections)

Additional Information

If you have questions, please contact your MedicareA/B MAC or carrier at their toll-free number which may be found at:
http: //mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

For compl ete detail s regarding this change request (CR) please see the official instruction (CR 5390) issued to your
MedicareA/B MAC or carrier. That instruction may be viewed by going to
http: //mww.cms.hhs.gov/Transmittal s/downl oads/R1144CP.pdf on the CM S website.

If youwould liketo review the CM S-1500 claim form you may find it at:
http: //mww.cms.hhs.gov/cmsfor ms/downl oads/CM S1500.pdf on the CM S website. In order to purchase claim forms, you
should contact the U.S. Government Printing Office at (202) 512-1800, local printing companiesin your area, and/or office
supply stores. Vendorstypically sell the CMS-1500 claim form in its various configurations (single part, multi-part, continuous
feed, laser, etc). Because many carriers and A/B MACs use scanner technology to read these forms, do not submit photocop-
ied claims. Further specifications and information about the CM S-1500 claim formisavailable at
http: //mmw.cms.hhs.gov/ElectronicBillingEDITrans/16_1500.asp on the CM S website.

MLN Mattersarticle MM 5060 provides background information about CM S-1500 claim form at:
http: //www.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM5060.pdf on the CM S website

MLN MattersNumber: MM 5390

Related Change Request (CR) #: 5390

Related CR Release Date: December 29, 2006

Effective Date: April 2, 2007

Related CR Transmittal # R1144CP

Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.




CARDIAC SERVICES

Intracranial Percutaneous Transluminal Angioplasty with Stenting
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Physicians and providers who may wish to submit
clamsto Medicare carriers, fiscal intermediaries (FIs) and
Part A/B Medicare administrative contractors (A/B MACs)
for percutaneous transluminal angioplasty (PTA) stenting.

Provider Action Needed

Be aware that The Centersfor Medicare & Medicaid
Services (CMS) hasreviewed the evidence and determined
that, effectivefor discharges on or after November 6, 2006,
Medicarewill cover PTA with stenting of intracranial arteries
for treatment of cerebral artery stenosis=50 percentin
patients with intracranial atherosclerotic disease when
furnished in accordance with Food and Drug Administration
(FDA)-approved protocols governing category B investiga-
tional device exemption (IDE) clinical trials. Payment for
intracranial PTA with stenting is considered reasonable and
necessary under section 1862(a)(1)(A) of the Social Security
Act under these circumstances. All other indications for
intracranial PTA with or without stenting to treat obstructive
lesions of the vertebral and cerebral arteriesremain
noncovered.

Background

Thisarticleand related change request (CR) 5432
communicate the findings and revised national coverage
determination (NCD) resulting from analysisto determineif
Medicare should cover PTA. Inthe past, PTA to treat
obstructive lesions of the cerebral arteries was noncovered
by Medicare because the safety and efficacy of the proce-
dure had not been established. This NCD meant that the
procedure was also honcovered for beneficiaries participat-
ingin FDA-approved IDE clinical trials. On February 9, 2006,
arequest for reconsideration of this NCD initiated a national
coverage analysis.

Key Points

e Effective November 6, 2006, M edicare covers PTA and
stenting of intracranial arteriesfor the treatment of
cerebral artery stenosis =50 percent in patients with
intracranial atherosclerotic disease when furnished in
accordance with the FDA-approved protocols
governing category B IDE clinicd trials. CMS
determined that coverage of intracranial PTA and
stenting is reasonable and necessary under these
circumstances.

e Providershilling FIsand A/B MACs should note this

Effective Date: November 6, 2006
Implementation Date: February 5, 2007

coverage appliesto claimswith:
e A dischargedate on or after November 6, 2006

e |CD-9-CM procedure codes of 00.62 and 00.65 both
being present

e |CD-9CM diagnosiscode437.0 present

e ThelDE number present on a0624 revenue code
line.
e Noningtitutional providershilling Medicare carriersor

A/B MACs should note this coverage applies to claims
with:

e CPT code 37799 (Unlisted procedure, vascular
surgery)

 Maodifier QA to denote category B IDE clinical trial
e Theappropriate IDE number.

e All other indications for PTA with or without stenting to
treat obstructive lesions of the vertebral and cerebral
arteriesremain noncovered. The safety and efficacy of
these procedures are not established.

Additional Information

For compl ete details regarding this change request (CR)
please see the official instruction (CR 5432) issued to your
Medicarecarrier, Fl orA/B MAC. That instructionis
contained in two transmittals. Thefirst transmittal is
available on the CM S website at http://mmw.cms.hhs.gov/
Transmittalydownloads/R1147CP.pdf and it contains the
revised portions of the Medicare Claims Processing
Manual. The second transmittal contains the national
coverage determination and it isavailable at http://
www.cms.hhs.gov/ Transmittal S’downl oads/R64NCD.. pdf.

If you have questions, please contact your Medicare
carrier, Fl or A/B MAC, at their toll-free number, which may
be found on the CM S website at http://www.cms.hhs.gov/
MLNProducts/downl oads/Call Center TolINumDirectory.zip.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-866-419-9455 (CT).

MLN MattersNumber: MM5432

Related Change Request (CR) Number: 5432

Related CR Release Date: January 5, 2007

Related CR Transmittal Number: R64NCD and R1147CP

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive

materials for a full and accurate statement of their contents.

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).

All rights reserved. Applicable FARS/DFARS apply.




ComPETITIVE ACQuISITION PROGRAM

Assignment of Dedicated Medicare Secondary Payer Modifier
Introduced in Change Request 5332 (Transmittal 1088)

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicianswho bill Medicare carriers and Part A/B Medicare administrative contractors (A/B MACs) for drugs paid under
the CompetitiveAcquisition Program (CAP).

Key Information

In CR 5332 (transmittal 1088) “Instructionsfor the Coordination of Medicare Secondary Payer (M SP) claimsfor the
CompetitiveAcquisition Program (CAP)”, issued October 27, 2006, the Center for Medicare & Medicaid Services(CMS)
indicated that, under certain circumstances, a participating CAP physician may procure a CAP drug from a source other than
the CAPvendor because of amistakein identifying the patient’s primary insurer. Under these unusual circumstances, CR 5332
instructed CAP physicians to use the J3 modifier to receive payment for the drug at the non-CAP rate.

However, the M2 “Medicare secondary payer” modifier was created for the purpose described in CR 5332 and was
included in the 2007 Alpha-HCPCS file posted to the CM Swebsitein November 2006. Parti cipating CA P physicians must note
that, effective January 1, 2007, the M2 modifier will bethe dedicated modifier for the unusual circumstancesidentified above,
and Medicarewill no longer accept the J3 modifier for this purpose.

Additional Information

For other details including the revised sections of Chapters 3 and 5 of the Medicare Secondary Payer (MSP) Manual
and the revised sections of Chapter 17 of the Medicare Claims Processing Manual, please see the officia instruction, CR
5332, issued to your Medicare carrier or A/B MAC regarding this change. There are two transmittals related to thisinstruction
and they may be viewed by going to http://www.cms.hhs.gov/Transmittal sdownloads/R57M SP.pdf and
http: //mww.cms.hhs.gov/ Transmittal s/downl 0ads/R1088CP.pdf on the CM S website. In addition, an MLN Matters article,
MM5332, is also available at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM5332.pdf on that site.

HCPCSfilesare available at http://mww.cms.hhs.gov/HCPCSRel easeCodeSets ANHCPCSlist.asp.

If you have questions, please contact your Medicare carrier or A/B MAC at their toll-free number which may be found at:
http: //Mmww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455(CT).

MLN MattersNumber: SE0703 Related Change Request (CR) #: 5332
Related CR Release Date: October 27, 2006 Effective Date: January 1, 2007
Related CR Transmittal # R57M SP & R1088CP Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

New Competitive Acquisition Program Modifier Information
I n change request (CR) 5332 (Transmittal 1088) “ Instructionsfor the Coordination of Medicare Secondary Payer (M SP)
claimsfor the Competitive Acquisition Program (CAP)”, issued October 27, 2006, the Centersfor Medicare & Medicaid
Services (CMS) indicated that, under certain circumstances, a participating CAP physician may procurea CAP drug froma
source other than the CAP vendor because of amistake in identifying the patient’s primary insurer. Under these unusual
circumstances, CR 5332 instructed CAP physicians to use the modifier J3 to receive payment for the drug at the non-CAP rate.
However, CR 5332 further indicated that anew modifier would be created in the near future for the situation described above.
Please take note that the new modifier M2 has been created and effective January 1, 2007, participating CAP physicians
must use the modifier M2 when billing for the unusual circumstancesidentified above. Medicarewill no longer accept the J3
modifier for this purpose.
For more information, please seetherelated MLN Matters article at http: //mmww.cms.hhs.gov/MLNMatter sArticles/
Downloads/SE0703.pdf.

Source: Provider Education Resources Listserv, Message 200701-09




Instructions for the Coordination of Medicare Secondary Payer Claims

for the Competitive Acquisition Program
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Important Note:  See special edition article SE0703, which containsimportant information regarding the M2 (Medicare
Secondary Payer) modifier that must be used in certain circumstances. Theinformation in SEO703 overrides
theinformation in thisarticle relating to the use of the modifier M2, instead of J3, in those circumstances,
effective January 1, 2007. SEO703 isavailable at http://imww.cms.hhs.gov/MLNMatter sArticles/downl oads/
SE0703.pdf on the CM S site and isincluded on page 8 of this publication.

Provider Types Affected
Physicianswho bill Medicare Carriers and Part A/B Medicare administrative contractors (A/B MACs) for drugs paid
under the CAP program.

Background

Thisarticleand related change request (CR) 5332 provides additional details, information and instructionsfor CAP M SP
claimsand instancesin which abeneficiary’s M SPstatusisincorrectly determined. Section 303 (d) of the Medicare Prescrip-
tion Drug, Improvement, and Modernization Act (MMA) of 2003 established section 1847B of the Social Security Act requiring
the implementation of acompetitive acquisition program (CAP) for Medicare Part B drugs and biologicals not paid on a cost or
prospective payment system basis. Beginning with drugs administered on or after July 1, 2006, physicians are given a choice
between buying and billing these drugs for beneficiaries with Medicare astheir primary insurer under the average sales price
(ASP) system or obtaining these drugs from vendors selected through a competitive bidding process.

Participating CAP physicians agree to obtain all drugsincluded in the CAP drug category for Medicare beneficiarieswho
do not have another primary insurer from the approved CAP vendor. However, Medicare statutes allow for limited exceptions
to thisrequirement.

One such exception includes M edicare Secondary Payer (M SP) situations. Section 1862(b) establishes provisionsfor
Medicare as asecondary payer that are codified in 42 CFR Part 411. Section 1862(b) (6) specifically instructs physiciansand
other suppliersto identify, from information obtained from the beneficiary, payers primary to Medicare and to bill such payers
prior to billing Medicare.

This CR instructs carriers to continue allowing CAP physicians to obtain physician administered drugs from entities
approved by the primary plan and bill the primary payer outside the CAP vendor when Medicare beneficiaries have other
insurance primary to Medicare.

Note: Theterm “carrier” also refersto A/B MACS asthose entitiesreplace carriers as part of Medicare’s contracting reform
implementation.

Key Points
When drugsareobtained through the CAP for beneficiarieswith insuranceprimary toMedicare;

e Wherea CAP provider renders drugs covered under the CAPto a Medicare beneficiary, who has other coverage primary
to Medicare, the provider and the CAP vendor must first bill the appropriate primary insurer for the drug and the
administration service.

e Insituations where the participating CAP provider and the approved CAP vendor determined that Medicare was the
primary payer and ordered and administered the drugs through the CAP, but before Medicare paid the claim, learned that
another payer was primary to Medicare, the approved CAP vendor and the participating CAP physician should first bill
the primary payer.

e Inboth of the preceding situations, CAP providers should submit all MSP claimsfor drug administration services (even if
they believe no balance is due).

e Upon receipt of the primary insurer’s payment, M SP claims should then be submitted by the physician to thelocal carrier
for the administration service and by the CAP vendor to the CAP designated carrier for the drug.

e Remember that your Medicare carrier will return all CAPMSP claimsfrom CAP providersas unprocessableif theclaim
does not contain a prescription number and an applicable CAP no pay modifier with the following message: RA Remark
Code MA130 - Your claim containsincomplete or invalid information, and no appeal s rights are afforded because the
claimisunprocessable. Please submit anew claim with the complete/correct information.

When drugsareaobtained outsideof the CAP for beneficiarieswith Medicare:

e CAPprovidersshould report the CAP M SP modifier on each M SP claim drug line when the participating CAP provider
obtained a CAP drug outside of the CAP program because the provider determined that another insurer was primary to
Medicare but when the claim processed it was determined that M edicare was primary.

e CAPprovidersshould usethe*J3” modifier temporarily until aspecific CAP M SP modifier iscreated.

e Participating CAP physicians are required to maintain documentation in the beneficiary’s medical record to provide further
information on why they determined that M edicare was secondary to another payer. The local carrier may request the
physician provide this documentation for their review purposes.




Instructions for the Coordination of Medicare Secondary Payer Claimsfor the CAP, continued

e Beawarethat local carrierswill deny claimswhen aprimary Medicareclaimisreceived and MSPisindicated in Medicare's
records unless the CAP M SP modifier is used.

e |f Medicare paid as primary and the CAP provider later learnsthat thereis another primary payer to Medicare, the
physician is obligated to notify Medicare by contacting the Coordination of Benefits Contractor and provide them with
the M SPinformation.

Implementation
Theimplementation date for thisinstruction is January 2, 2007

Additional Information

For complete details including the revised sections of Chapters 3 and 5 of the Medicare Secondary Payer (MSP) Manual
and the revised sections of Chapter 17 of the Medicare Claims Processing Manual, please see the officia instruction, CR
5332, issued to your Medicare carrier or A/B MAC regarding this change. That instruction may be viewed by going to http://
www.cms.hhs.gov/ Transmittal ydownl oads/R57MSP.pdf and http: //mww.cms.hhs.gov/Transmittal /downl oads/R1088CP.pdf
on the CM S website.

For additional information about the implementation of the CAP program you may want to review the following MLN
Matters articles on the CM S website.
e MM4404 (MMA Competitive Acquisition Program (CAP) for Part B Drugs Physician Election) at

http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4404.pdf on the CM S website.

e MM4309 (MMA - Additional Requirementsfor the Competitive Acquisition Program (CAP) for Part B Drugsand
Biologicals) at http://www.cms.hhs.gov/MLNMatter sArticles/downl oadsMM4309.pdf on the CM S website.

e MM5079 (Competitive Acquisition Program (CAP) - Creation of Automated Tablesfor Provider Information, Expansion of
CAPFee Schedule File Layout, and Additional I nstructionsfor Claims Received from Railroad Retirement Board
Beneficiaries) at http://Mmww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM5079.pdf on the CM S website.

If you have questions, please contact your Medicare Carrier or A/B MAC at their toll-free number which may be found at:
http: //mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM5332 Revised
Related Change Request (CR) #: 5332

Related CR Release Date: October 27, 2006
Effective Date: January 1, 2007

Related CR Transmittal #: R57MSP & R1088CP
Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

MEbICcARE PHYsIcIAN FEE ScHEDULE DATABASE

Emergency Update to the 2007 Medicare Physician Fee Schedule Database

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Note CMShasrevised thisMLN Mattersarticle on January 12, 2007, to reflect changes made to change request (CR) 5459.
The CR release date and transmittal number have been changed and the Web address for accessing CR 5459 has been
revised. All other information remainsthe same. Theoriginal MLN Matters article was published in the January 2007
Medicare B Update! (page 68-69).

Provider Types Affected
Physicians and other providerswho bill Medicare contractors (carriers, fiscal intermediaries[Fls]|, or Part A/B Medicare
administrative contractors [A/B MACs]) for professional services paid under the Medicare physician fee schedule (MPFS).

Background
Thisarticle and related change request (CR) 5459 wants providers to know that payment files were issued to contractors
based upon the December 1, 2006, MPFSfinal rule. CR 5459 amendsthose payment files.




Emergency Update to the 2007 Medicare Physician Fee Schedule Database, continued

Key Points

You may wishtoreview Attachment 1 of the CR 5459,
which islocated on the CMS website at http://
www.cms.hhs.gov/Transmittal downl oads/R1152CP.pdf.

Thefollowing key points summarize the specificsthat
areidentified in the attachment to CR 5459.

e The physician fee schedule status indicators for
oncology demonstration HCPCS codes G9050 to G9062
for 2007 are*1”; these codes areinvalid for Medicare
usein 2007, thus, payment will not be made for these
codesin 2007. (For more details on the oncology
demonstration, see the MLN Matters article onthe CMS
site at http://Amww.cms.hhs.gov/MLNMatter sArticles/
downloads/MM4219.pdf.)

e Oncology demonstration HCPCS codes G9076, G9081,
(9082, G9118, G9119, G9120, G9121, G9122, and G9127
aredeleted and will not bepaid for servicesprovided
after December 31, 2006 in 2007.

e Active oncology demonstration codes in the range
G9063 to G9139 have statusindicators of “M” on the
Medicare physician fee schedule database. (Note: See
requirement above for discontinued oncology
demonstration codes within thisrange). Thosefiling
claims may report these codes for oncology disease
statusin 2007, but payment will not be made for these
codesfor services provided after December 31, 2006.

e Category |l codes 3047F and 3076F and category |11
code 0152T have been deleted for 2007.

e HCPCSG codesG0377 and G8348 through G8368 will be
added to the 2007 HCPCSfile.

e HCPCSQ codesQ4083, Q 4084, Q4085, and Q4086 will
be added, even though they are not on the 2007 HCPCS
file. Notethat corresponding average sale price (ASP)
amountswill bereflected in updated 2007 ASPfilesto be
posted to the CM S website.

e Incorrect diagnostic supervision indicators were
assigned to some codes and these codes and correct
indicatorsarelisted in the attachment to CR 5459.

e  Corrected multiple procedure codes of 0 and diagnostic
family imaging indicators of 99 have been assigned to
codesHCPCS codes G0389, G0389-TC, and CPT codes
70554, 70554-TC, 70555, 70555-TC, 76776, and
76776-TC.

e Asidentified inthe attachment to CR 5459, correct work,
practice expense, and/or mal practicerelative value units
(RVUs) have been assigned for CPT codes 44180,
44186, 73223, 73223-26, 76775, 76775-TC, 76775-26,
93503, 93539, 93540, 93541, 93542, 93543, 93544,
93545, 95060, 95065, and HCPCS codes G0389, G0389-
TC, and G0389-26.

e Asaresult of the Tax Relief and Health Care Act of 2006,
effective January 1, 2007, HCPCS code G0377
(Administration of vaccinefor Part D drug) isadded to
the MPFS with a statusindicator of X. Payment for
HCPCS code G0377 islinked to CPT code 90471 (just as
payment ismadefor GO008, GO009, and G0010). For 2007
only, the legislation provides for Part B to pay for the
administration of a covered Part D vaccine. When a

physician administers a Part D vaccine, the physician
should use HCPCS code G0377 to bill thelocal carrier for
the administration of the vaccine. Payment to the
physician will be on an assigned basis only. Normal
beneficiary deductible and coinsurance requirements
apply to thisadministration. Payment for Part D
covered vaccines is made solely by the participating
prescription drug plan. Medicarewill not pay for the
vaccineitself.

e EffectiveJanuary 1, 2007, thefollowing HCPCS G codes
are added to the MPFS database with a status indicator
of M: G8348, G8349, G8350, G8351, G8352, G8353, G834,
(38355, G8356, G8357, G358, G8359, G8360, G8361,
(8362, G8363, G8364, G8365, G8366, G8367, and G8368.

e CMS has established separate payment for sodium
hyaluronate products that have come on the market
since October 2003. Four interim Q codesarein effect
for these products as of January 1, 2007:

Q4083 Hyalgan/supartz inj per dose
Q4084 Synviscinj per dose

Q4095 Euflexxainj per does

Q4086 Orthoviscinj per dose.

e Procedurestatus| isassigned to J7319, effective
January 1, 2007.

e EffectiveJanuary 1, 2007, the HCPCS codes Q9958,
9959, Q9960, Q9961, Q9962, Q963, and Q964 will be
assigned to procedure status indicator E.

e Asacourtesy to the public, CMS has established RVUs
for anumber of codes, even though the codes are either
bundled or not valid for Medicare purposes. These
CPT codes are 38204, 38207, 38208, 38209, 38210,
38211, 38212, 38213, 38214, and 38215. The RVUs
arelisted for these codes in the attachment to CR 5459.

Additional Information

For compl ete detail s regarding this CR please see the
official instruction (CR 5459) issued to your Medicare carrier,
FI or A/B MAC. That instruction may be viewed by going to
the CMS website http://mww.cms.hhs.gov/Transmittal s/
downloads/R1152CP.pdf.

If you have questions, please contact your Medicare
carrier, Fl or A/B MAC, at their toll-free number, which may
be found on the CM S, website at: http://www.cms.hhs.gov/
MLNProducts/downl oads/Call Center TolINumDirectory.zip.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-866-419-9455(CT).

MLN Matters Number: MM 5459 Revised
Related Change Request (CR) Number: 5459
Related CR Release Date: January 11, 2007
Related CR Transmittal Number: R1152CP
Effective Date: January 1, 2007
Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended
to grant rights or impose obligations. This article may contain
references or links to statutes, regulations, or other policy materials.
The information provided is only intended to be a general summary.
It is not intended to take the place of either the written law or
regulations. We encourage readers to review the specific statutes,
regulations and other interpretive materials for a full and accurate
statement of their contents.




PATHOLOGY/L ABORATORY

Tax Relief and Health Care Act of 2006 Changes to Independent Laboratory

Billing for the Technical Component of Physician Pathology Services
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Independent |aboratories submitting claimsto Medicare
contractors (carriersand Part A/B Medicare administrative
contractors [A/B MACs4]) for services provided to Medicare
beneficiaries
Provider Action Needed

Thisarticleisbased on changerequest (CR) 5468 which
directs Medicare contractors to notify independent laborato-
ries that those independent |aboratories qualifying to bill under
the Tax Relief and Health CareAct of 2006 (Section 104) may
continueto bill their carrier or A/B MAC for the technical
component (TC) of physician pathology services furnished to
patients of a covered hospital, regardless of the beneficiary’s
hospitalization status (inpatient or outpatient) on the date that
the service was performed, through December 31, 2007.

Background

The TC of physician pathology servicesrefersto the
preparation of the dide, involving tissue or cellsthat a
pathologist will interpret. (In contrast, the pathologist’s
interpretation of the dideisthe professional component (PC)
service. If this service is furnished by the hospital pathologist
for ahospital patient, itisseparately billable. If theindepen-
dent laboratory’s pathologist furnishes the PC service, itis
usually billed with the TC service asacombined service.)

In the final physician fee schedule regulation published
inthe Federal Register on November 2, 1999 (See http://
www.access.gpo.gov/su_docs/fedreg/a991102c.html; Health
Care Financing Administration), CM S stated that it would
implement apolicy to pay only the hospital for the TC of
physician pathology services furnished to hospital patients.
Prior to this proposal, any independent laboratory could bill
the carrier under the physician fee schedule for the TC of
physician pathology services for hospital patients. As
pointed out in the final rule, this policy has contributed to
the Medicare program paying twicefor the TC service, first
through the inpatient prospective payment rate to the
hospital where the patient is an inpatient and again to the
independent laboratory that bills the carrier, instead of the
hospital, for the TC service.

Ordinarily, the provisionsin thefinal physician fee
schedule areimplemented in the following year. In this case,
the provision was delayed one year, at the request of the
industry, to alow independent laboratories and hospitals
sufficient timeto negotiate arrangements. Additionally, new
provisions established under the Benefits Improvement and
Protection Act of 2000 (BIPA; Section 542), administrative
extensions of these provisions, and provisions established
under the Medicare Modernization Act (MMA; Section 732),
have further delayed the policy change proposed in the

regulation. Therefore, during thistime, the Medicare
contractors have continued to pay for the TC of physician
pathology services when an independent laboratory
furnishes this service to an inpatient or outpatient of a
covered hospital.

Note: Covered hospital refersto ahospital that had an
arrangement with an independent |aboratory that was
in effect asof July 22, 1999, under which alaboratory
furnished the TC of physician pathology servicesto
fee-for-service Medicare beneficiarieswho were
patients of a hospital and submitted claims for
payment for theTCtoacarrier.

CMS notified independent |aboratoriesin previously
issued instructions that they may no longer bill the carrier
for these services after December 31, 2006. (See CR 5210,
Transmittal 1046, at: http://www.cms.hhs.gov/Transmittal s/
downl0ads/R1046CP.pdf.)

However, the Tax Relief and Health CareAct of 2006
(Section 104) providesfor a one-year extension to the
Medicare Modernization Act (MMA; Section 732) that
alowsthe carrier to continue to pay independent laborato-
ries under the Medicare physician fee schedule (MPFS) for
the TC of physician pathology services furnished to patients
of acovered hospital.

Therefore, independent laboratories which qualify to bill
for these services may continueto bill the carrier for the TC
of physician pathology services furnished to patients of a
covered hospital during calendar year 2007.

Additional Information

Theofficia instruction, CR 5468, issuedto Medicare
carriersand A/B MACs regarding this change may be
viewed at http://mww.cms.hhs.gov/Transmittal s/downl cads/
R1148CP.pdf on the CM S website.

If you have any questions, please contact your Medi-
carecarrier or A/B MAC at their toll-free number, which may
be found on the CM S website at http://www.cms.hhs.gov/
MLNProducts/downl oads/Call Center TolINumDirectory.zip.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-866-419-9455 (CT).

MLN Matters Number: MM 5468

Related Change Request (CR) #:5468
Related CR Release Date: January 8, 2007
Effective Date: January 1, 2007

Related CR Transmittal #: R1148CP
Implementation Date: February 5, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive

materials for a full and accurate statement of their contents.




THERAPY SERVICES

Outpatient Therapy Cap Exception Process for 2007

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Providers, physicians, and nonphysician practitioners (NPP) who bill Medicare contractors (fiscal intermediaries (FI)
including regional home health intermediaries (RHHI), carriers, and Part A/B Medicare administrative contractors (A/B MAC)
under the Part B benefit for therapy services

Provider Action Needed
Be sureyou are aware of the requirementsfor the therapy cap exceptionsfor calendar year 2007, especially the use of
modifier KX and the rules governing the exceptions.

Background

Section 1833(g)(5) of the Social Security Act provided that, for servicesrendered during calendar year 2006, FIs, RHHIs,
and carriers could, in certain circumstances, grant an exception to the therapy cap when regquested by the individual enrolled
under the Part B benefit (or by a person acting on behalf of that individual).

On January 1, 2006, Medicare implemented financial limitations on covered therapy services (therapy caps); however, the
Deficit Reduction Act of 2006 provided for exceptionsto thisdollar limitation when the provision of additional therapy
servicesis determined to be medically necessary. This exceptions process has been extended by recent legislation (the Tax
Relief and Health Care Act of 2006) for oneyear (calendar year 2007).

Remember that atherapy cap exception may bemadewhen abeneficiary requirescontinued skilled ther apy, (in other
wor ds, ther apy beyond theamount payableunder thether apy cap) toachievetheir prior functional statusor maximum
expected functional statuswithin areasonableamount of time. Documentation supportingthemedical necessity of those
therapy servicesmust bekept on fileby theprovider.

Additionally, you should note that, in 2006, exception processes fell into two categories, automatic, and manual. Begin-
ning January 1, 2007, thereisno manual processfor exceptions, and all servicesthat require exceptionsto capswill be
processed using the automatic process.

Key Points
CR 5478, fromwhich thisarticleistaken, providesinstructionsto contractors regarding the short-term implementation of
thislegislation. Details about these instructions follow:

Contractorswill grant exceptions for any number of medically necessary servicesif the beneficiary meetsthe conditions
described in the Medicare Claims Processing Manual (Pub. 100-04), Chapter 5 (Part B Outpatient Rehabilitation and
CORF/OPT Services), Section 10.2 (The Financia Limitation) for 2007, (displayedin Table 1, below).

Thefollowing ICD-9-CM codes describe the most typical conditions (etiology or underlying medical diagnoses) that may
result in exceptions (marked X) and complexitiesthat might cause medically necessary therapy servicesto qualify for the
automatic process exception (marked *) for each discipline separately. When the cell inthetableis marked with adash (-),
the diagnosis code in the corresponding row is not appropriate for services by the discipline in the corresponding
column. Therefore, services provided by that discipline for that diagnosis do not qualify for exception to caps. Services
may be appropriate when provided by that discipline for another diagnosis appropriate to the discipline, which may or
may not be on thistable, and that diagnosis should be documented on the claim, if possible, or in the medical record.

Tablel

| CD-9-CM codes describing diagnosesthat may result in excepted conditions (marked X) and complexities (marked *) that
might cause medically necessary therapy servicesto qualify for the automatic process exception.

ICD-9-CM Cluster ICD-9-CM (Cluster) Description PT oT SLP
V43.61-V43.69 Joint replacement X X -
V45.4 Arthrodesis status * * -
V45.81-V45.82 and Other postprocedura status * * -
V45.89
V49-61-V49.67 Upper limb amputation status X X -
\V49.71-V49.77 Lower limb amputation status X X
V54.10-V54.29 Aftercare for healing traumatic or pathologic fracture X X -
V58.71-V58.78 Aftercare following surgery to specified body systems, * * *
not elsewhere classified
244.0-244.9 Acquired hypothyroidism * *
250.00-251.9 Diabetes mellitus and other disorders of pancreatic * *
internal secretion




Outpatient Therapy Cap Exception Process for 2007, continued

ICD-9-CM Cluster ICD-9-CM (Cluster) Description PT oT SLP
276.0-276.9 Disorders of fluid, electrolyte, and acid-base balance * * *
278.00-278.01 Obesity and morbid obesity * * *
280.0-289.9 Diseases of the blood and blood-forming organs * * *
290.0-290.43 Dementias * * *
294.0-294.9 Persistent mental disorders due to conditions classified * * *
elsewhere
295.00-299.91 Other psychoses * * *
300.00-300.9 Anxiety, disassociative and somatoform disorders * * *
310.0-310.9 Specific nonpsychotic mental disorders due to brain * * *
damage
311 Depressive disorder, not elsewhere classified * * *
315.00-315.9 Specific delaysin devel opment * * *
317 Mild mental retardation * * *
320.0-326 Inflammatory diseases of the central nervous system * * *
330.0-337.9 Hereditary and degenerative diseases of the central X X X
nervous system
340-345.91 and 348.0- | Other disorders of the central nervous system X X X
349.9
353.0-359.9 Disorders of the peripheral nervous system X X -
365.00-365.9 Glaucoma * * *
369.00-369.9 Blindness and low vision * * *
386.00-386.9 Vertiginous syndromes and other disorders of vestibular * * *
system
389.00-389.9 Hearing loss * * *
401.0-405.99 Hypertensive disease * * *
410.00-414.9 Ischemic heart disease * * *
415.0-417.9 Diseases of pulmonary circulation * * *
420.0-429.9 Other forms of heart disease * * *
430-438.9 Cerebrovascular disease X X X
440.0-448.9 Diseases of arteries, arterioles, and capillaries * * *
451.0-453.9 and 456.0- | Diseases of veins and lymphatics, and other diseases of * * *
459.9 circulatory system
465.0-466.19 Acute respiratory infections * * *
478.30-478.5 Paralysis, polyps, or other diseases of vocal cords * * *
480.0-486 Pneumonia * * *
490-496 Chronic obstructive pulmonary disease and allied * * *
conditions
507.0-507.8 Pneumonitis due to solids and liquids * * *
510.0-519.9 Other diseases of respiratory system * * *
560.0-560.9 Intestinal obstruction without mention of hernia * * *
578.0-578.9 Gastrointestinal hemorrhage * * *
584.5-586 Renal failure and chronic kidney disease * * *
590.00-599.9 Other diseases of urinary system * * *
682.0-682.8 Other cellulitis and abscess * * —
707.00-707.9 Chronic ulcer of skin * * -
710.0-710.9 Diffuse diseases of connective tissue * * *
711.00-711.99 Arthropathy associated with infections * * -
712.10-713.8 Crystal arthropathies and arthropathy associated with * * -
other disorders classified el sewhere
714.0-714.9 Rheumatoid arthritis and other inflammatory * * -
polyarthropathies
715.00-715.98 Osteoarthrosis and allied disorders (complexity except * * -
as listed below)
715.09 Osteoarthritis and alied disorders, multiple sites X X -
715.11 Osteoarthritis, localized, primary, shoulder region X X -




Outpatient Therapy Cap Exception Process for 2007, continued

ICD-9-CM Cluster ICD-9-CM (Cluster) Description PT oT SLP
715.15 Osteoarthritis, localized, primary, pelvic region and X X -
thigh
715.16 Osteoarthritis, localized, primary, lower leg X X -
715.91 Osteoarthritis, unspecified id gen. or local, shoulder X X -
715.96 Osteoarthritis, unspecified if gen. or local, lower leg X X -
716.00-716.99 Other and unspecified arthropathies * * -
717.0-717.9 Internal derangement of knee * * -
718.00-718.99 Other derangement of joint (complexity except as listed * * -
below)
718.49 Contracture of joint, multiple sites X X -
719.00-719.99 Other and unspecified disorders of joint (complexity * * -
except as listed below)
719.7 Difficulty walking X X —
720.0-724.9 Dorsopathies * * -
725-729.9 Rheumatism, excluding back (complexity except as * * -
listed below)
726.10-726.19 Rotator cuff disorder and alied syndromes X X -
727.61-727.62 Rupture of tendon, nontraumatic X X -
730.00-739.9 Osteopathies, chondropathies, and acquired * * -
muscul oskeletal deformities (complexity except as listed
below)
733.00 Osteoporosis X X -
741.00-742.9 and Congenital anomalies * * *
745.0-748.9 and 754.0-
756.9
780.31-780.39 Convulsions * * *
780.71-780.79 Malaise and fatigue * * *
780.93 Memory loss * * *
781.0-781.99 Symptoms involving nervous and muscul oskel etal * * *
system (complexity except as listed below)
781.2 Abnormality of gait X X -
781.3 Lack of coordination X X -
783.0-783.9 Symptoms concerning nutrition, metabolism, and * * *
development
784.3-784.69 Aphasia, voice and other speech disturbance, other * * X
symbolic dysfunction
785.4 Gangrene * * -
786.00-786.9 Symptoms involving respiratory system and other chest * * *
symptoms
787.2 Dysphagia * * X
800.00-828.1 Fractures (complexity except as listed below) * * -
806.00-806.9 Fracture of vertebral column with spinal cord injury X X -
810.11-810.13 Fracture of clavicle X X —
811.00-811.19 Fracture of scapula X X -
812.00-812.59 Fracture of humerus X X -
813.00-813.93 Fracture of radius and ulna X X -
820.00-820.9 Fracture of neck of femur X X —
821.00-821.39 Fracture of other and unspecified parts of femur X X -
828.0-828.1 Multiple fractures involving both lower limbs, lower X X -
with upper limb, and lower limb(s) with rib(s) and
sternum
830.0-839.9 Dislocations X X —
840.0-848.8 Sprains and strains of joints and adjacent muscles * * -
851.00-854.19 Intracranial injury, excluding those with skull fracture X X X
880.00-884.2 Open wound of upper limb * * -




Outpatient Therapy Cap Exception Process for 2007, continued

ICD-9-CM Cluster ICD-9-CM (Cluster) Description PT oT SLP

885.0-887.7 Traumatic amputation, thumb(s), finger(s), arm and X X -
hand (compl ete)(partial)

890.0-894.2 Open wound lower limb * * -

895.0-897.7 Traumatic amputation, toe(s), foot/feet, leg(s) X X -
(complete)(partial)

905.0-905.9 Late effects of musculoskeletal and connective tissue * * *
injuries

907.0-907.9 L ate effects of injuries to the nervous system * * *

941.00-949.5 Burns * * *

952.00-952.9 Spinal cord injury without evidence of spinal bone X X X
injury

953.0-953.8 Injury to nerve roots and spinal plexus X X *

959.01 Head injury, unspecified X X X

e Medicare contractors will allow automatic process exceptions for diagnoses in the table above or any other diagnosis for
which therapy services are appropriate when the beneficiary needs therapy services above the therapy cap (due to the
occurrence of any condition or complexity that is appropriately documented).

e For thetherapy HCPCS codes subject to the cap limitsin your claimsto be excepted, you must include the modifier KX to
indicate that the clinician attests that services are medically necessary and justification is documented in the medical
record. InCY 2007, when claims contain amodifier KX, contractorswill override editsthat indicate that atherapy service
has exceeded thefinancial limitation, and will pay for the serviceif it isotherwise covered and payable.

e Contractorswill not use the modifier KX asthe soleindicator of servicesthat do exceed capsin 2007, because, there will
be services with modifier KX that do not represent services that exceed the cap.

e Contractorswill require that the documentation for outpatient therapy services include objective, measurable patient
function information, either by using one of the four recommended (but not required) measurement tools:

* Nationa Outcomes Measurement System (NOM S) by the American Speech-L anguage Hearing Association,
e Patient Inquiry by Focus On Therapeutic Outcomes, Inc. (FOTO),

e Activity Measure — Post Acute Care (AM-PAC), or

e OPTIMAL by the American Physical Therapy Association),

or by including other information as described in the Medicare Benefit Policy Manual (Publication 100-02), Chapter 15
(Covered Medical and Other Health Services), Section 220.3C (Documentation Requirementsfor Therapy Services—
Evaluation/Re-Eval uation and Plan of Care).

e |f oneof theseinstrumentsis not in the patient’s medical record, the record must contain documentation to indicate
objective, measurable beneficiary physical functionincluding, for example: 1) Functional assessment individual item and
summary scores (and comparisonsto prior assessment scores) from commercially available therapy outcomes instruments
other than those listed above; or 2) Functional assessment scores (and comparisons to prior assessment scores) from
tests and measurements validated in the professional literature that are appropriate for the condition/function being
measured; or 3) Other measurable progress towards identified goals for functioning in the home environment at the
conclusion of this therapy episode of care.

The automatic exceptions process for therapy claims reporting the modifier KX does not preclude these claims from being
subject to review. The contractor may review claimswhen they are potentially fraudulent, where there is evidence of misrepre-
sentation of facts, or where thereis a pattern of aberrant billing.

Note Claimsfor services above the cap, which are denied, are considered benefit category denias, and the beneficiary is
liable. Further, providers do not need to issue an ABN for these benefit category denials.

Be aware that contractors do not have to search their filesto either retract payment for claims already paid or to retroac-
tively pay claims, but will reopen and/or adjust claims brought to their attention.

Final note: The CR 5478 a so rel ocates someinformation. Comprehensive Outpatient Rehabilitation Facilities (CORF)
policiesfor 1) Group therapy services and 2) Therapy students, are the same as other Part B outpatient services policies for
group therapy services and therapy students; and can now be found in the Medicare Benefit Policy Manual, Chapter 15,
Section 230.

Additional Information

You can find more informati on about the outpatient therapy cap exception processfor 2007 by goingto CR 5478. CR 5478
isactually issued in three separate transmittals, one for each manual being revised. The attachments to each of the transmit-
talsinclude the updates to the Medicare Claims Processing Manual, Chapter 5 (Part B Outpatient Rehabilitation and CORF/
OPT Services), section 10.2 (TheFinancial Limitation) for 2007; the Program Integrity Manual, Chapter 3 (Verifying Potential




Outpatient Therapy Cap Exception Process for 2007, continued

Errorsand Taking CorrectiveActions), Section 3.4.1.1.1 (Exception From the Uniform Dollar Limitation [“ Therapy Cap’]), and
the Medicare Benefit Policy Manual, Chapter 15 (Covered Medical and Other Health Services), Section 220.3C (Documenta-
tion Requirementsfor Therapy Services— Evaluation/Re-Evaluation and Plan of Care). You are encouraged to be familiar with
these important manual sections. You can find these transmittals on the CM S website at:

The Medicare Claims Processing Manual transmittal — http://www.cms.hhs.gov/transmittal s/downl oads/R1145CP.pdf.
The Medicare Benefit Policy Manual transmittal — http: //www.cms.hhs.gov/transmittal downl oads/R63BP.pdf.
The Medicare Program Integrity Manual transmittal — http://www.cms.hhs.gov/transmittal downloads/R181PI.pdf.

If you have any questions, please contact your carrier, Fl, or A/B MAC at their toll-free number, which may be found at
http: //mmw.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN MattersNumber: MM 5478 Related Change Request (CR) Number; 5478
Related CR Release Date: December 29, 2006 Related CR Transmittal Number: R1145CP, R181PI, R63BP
Effective Date: January 1, 2007 Implementation Date: On or after January 29, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references

or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Elimination of the Manual Process for Therapy Cap Exceptions

Background
he Centersfor Medicare & Medicaid Services (CMS) through change request (CR) 4364 implemented exceptionsto the
therapy financial limitation. Two processes were created to handle requests for exceptionsto therapy services exceeding
$1740for calendar year (CY) 2006. Thesetwo processeswere described as:

1. Theautomatic processallowed providersto automatically submit claimsusing modifier K X for patientswith specific
diagnoses that met medical necessity criteria.

2. Themanual process required the provider to submit arequest prior to services being provided. The request was
sent viamedical review for patients who required additional therapy services beyond the therapy cap. Authorization
was granted for those services that met documentation and medical necessity requirements, but did not meet the
criteriafor the automatic process.

Effective January 1, 2007, CR 5478 announces several changes to the therapy cap and the exceptions process. The
purpose of this article isto address one of the changes, which discontinues the manual processfor CY 2007 for the therapy
cap exceptions. Contractorswill no longer accept or grant exceptions viathe manual request for exceptions to the therapy cap
inCY 2007. All exceptionsto the CY 2007 therapy cap of $1780 must meet the criteriaunder the automatic process asoutlined
in CR 5478 dated December 29, 2006.

Reminder to Providers Included in the Progressive Corrective Action Process

Providers (Part A and Part B) included in the progressive corrective action (PCA) process may submit rehabilitation
therapy claims using modifier KX. Use of modifier KX shall be interpreted as the therapist’s attestation that services provided
above the cap are medically necessary. If the clinician attests that the requested services are medically necessary by using
modifier KX ontheclaim detail line, the contractor may make the determination that the claim ismedically necessary. That
determination is binding on the contractor in the absence of:

e potential fraud; or
e evidence of misrepresentation of facts presented to the contractor, or
e apattern of aberrant billing by aprovider.

Should such evidence of potential fraud, misrepresentation, or aberrant billing patterns by a provider be found, claims are
subject to medical review regardless of whether modifier KX was used on the claim. Although the services may meet the
criteriafor exception from the cap due to condition or complexity, they are still subject to review to determine that the services
are otherwise covered and appropriately provided. Thisincludes providers that are currently under a progressive corrective
action (PCA) medical review.

Source; CM SPub. 100-04, Transmittal 1145, CR 5478




Outpatient Therapy Cap Exceptions Clarifications
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Note CMS hasrevised this MLN Mattersarticle on January 12, 2007. Recent legislation extended the therapy cap exceptions
for calendar year 2007. For details on the 2007 exceptions and process, seethe MLN Matters article MM 5478 on the
CMSsite at http://www.cms.hhs.gov/MLNMatter sArticles’downloadsMM5478.pdf. MLN Matters article MM5478 is
included on page 13 of this publication.

Provider Types Affected

Providers, physicians, and nonphysician practitioners (NPPs) who bill Medicare contractors (fiscal intermediaries (FIs)
including regional home health intermediaries[RHHI ], Part A/B Medicare administrative contractors[A/B MACs], and
carriers) under the Part B benefit for therapy services.

Provider Action Needed

CR 4364, released February 15, 2006, described the exception process to the caps set on outpatient therapy services
(physical therapy and occupational therapy). CR 5271, upon which this article isbased, clarifies questions (below) that have
arisen about this exception process. Thus, the articleis meant primarily for informational purposes. It also remindsyou that
the exception process stops after December 31, 2006.

Background

A brief history may be beneficial at thispoint. The Balanced Budget Act of 1997 placed financial limitationson Medicare
covered therapy services (therapy caps), which wereimplemented in 1999 and again for ashort timein 2003. Congress placed
moratoriaon these caps for 2004 and 2005, but the moratoriaare no longer in place, and the caps were reimplemented on
January 1, 2006. However, Congress, through the Deficit Reduction Act has provided that (only for calendar year 2006)
exceptions to caps may be made when provision of additional therapy servicesis determined to be medically necessary. This
processendson December 31, 2006.

Review of ThisException Process

Section 1833(g)(5) of the Social Security Act providesthat, for servicesprovided during calendar year 2006, Fls, RHHIs,
and carriers can, in certain circumstances, grant an exception to the therapy cap when requested by the individual enrolled
under the Part B benefit (or by a person acting on behalf of that individual).

Exception Processesfall into two categories:

1. Automatic processexceptions

Medicare beneficiarieswill be automatically excepted from the therapy cap and will not be required to submit requestsfor
exception or supporting documentation if they meet specific conditions and complexitieslisted in the Medicare Claims
Processing Manual, Publication 100-04, Chapter 5, (asrevised by CR 5271) for exception from the therapy cap for 2006.

2. Manual process exceptions

M edicare beneficiaries may be request an exception using the manual process for exception from the therapy cap if their
providers believe that the beneficiaries will require more therapy visits than those payable under the therapy cap, but the
patients do not meet at least one of the criteriafor automatic exceptions.

Clarificationsto Questions Gener ated from CR 4364
Your Fl, RHHI, or carrier:

1 Will grant exceptionsfor any number of medically necessary services for 2006 that meet the automatic process
exception criteria, if the beneficiary meets the conditions described in Medicare Claims Processing Manual, Pub.
100-04, Chapter 5, (asrevised by CR 4364).

2 Will grant an exception to the therapy cap, by approving any number of additional therapy treatment days, when
these additional treatment days are deemed medically necessary based on documentation that you have submitted
for servicesprovided in 2006.

3 Will utilize clinical judgment in approving or disapproving requests for additional treatment daysin the exceptional
circumstance in which you do not submit all required documentation with the exception request in 2006.

4 Must reply as soon as practicable to arequest for exception for services provided in 2006. They will grant an
exception to the therapy cap, approving the number of treatment days that you or the beneficiary request (not to
exceed 15 future treatment days), if they do not make a decision within 10 business days of receipt of any request and
appropriate documentation.

5. Will alow automatic process exceptions when medically necessary services are provided for two or more separate,
billable, conditionsin the same calendar year in 2006.

6. Will follow the manual description for allowing exceptionswhen the same patient has two conditions or complexities
in the same year, one of which qualifiesthe beneficiary for use of the automatic exception processin 2006.

7. Will allow automatic process exceptions when complexities occur in combination with other conditionsthat may or

may not beon thelist inthe Medicare Claims Processing Manual in 2006.
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8 Will, when a patient is being treated under the care of two physicians for separate conditions, accept as appropriate
documentation either 1) A combined plan of care certified by one of the physicians/NPPs, or 2) Two separate plans of
care certified by separate physicians/NPPs.

9. Will update the list of exceptionsin 2006 according to the changes provided in thistransmittal. You should be aware
that they may expand (but not contract) thislist if their manual process exception decisions lead them to believe
further exceptions should be allowed.

10. Will not require the additional documentation that is encouraged but not required in the manuals.

1 Will interpret areferral or an order or aplan of care dated after an evaluation, as certification of the plan to evaluate
the patient when only an evaluation was performed. It isnot required that aplan, order or referral be written prior to
evaluation.

12 Will not deny payment for reevaluation only because an evaluation or reeval uation was recently done, aslong as

documentation supports the need for re-evaluation. A reevaluation may be appropriate prior to planned discharge for
the purposes of determining whether goals have been met, or to provide further information, beyond that required to
be included in the discharge summary, for the use of the physician or the treatment site at which treatment will be
continued.

13 Will require clinicians to write progress reports at least during each progress report period. Note that required
elements of the progress report that are written into the treatment notes or in a plan of care, acceptably fulfill the
requirement for a progress report. In these instances, a separate progress report is not required.

14. Will require, on pre or postpay medical review of documentation, that when the servicesincident to aphysician are
provided by qualified personnel who are not therapists, the ordering or supervising physician/NPP must personally
provide at least one treatment session during each progress report period and sign the progress report.

15 Will continueto use Medicare summary notice (M SN) message 38.18 on all Medicare M SN forms, both in English and
in Spanish. Thismessagereads. “ ALERT: Coverage by Medicarewill belimited for outpatient physical therapy (PT),
speech-language pathology (SLP), and occupational therapy (OT) servicesfor services received on January 1, 2006
through December 31, 2006. Thelimitsare$1,740for PT and SLPcombined and $1,740for OT. Medicarepaysupto
80 percent of the limits after the deductible has been met. These limits don’'t apply to certain therapy approved by
Medicare or to therapy you get at hospital outpatient departments, unless you are a resident of and occupy a
Medicare-certified bed inaskilled nursing facility. If you have questions, please call 1-800-MEDICARE.”

16. Will continueto enforcelocal coverage determinations (LCDS).

Final Note: You should keep in mind that claims for services above the cap for which an exception is not granted will be
denied as a benefit category denial, and the beneficiary will be liable.

Additional Information
You can find more information about outpatient therapy cap exceptions by going to CR 5271, issued in three transmittals.
As attachments to those transmittal's, you will find updated manual sectionsfor:

e TheMedicare Claims Processing Manual, Chapter 5, Part B Outpatient Rehabilitation and CORF/OPT Services, section
10.2, The Financia Limitation. Thisisavailableat http://mww.cms.hhs.gov/Transmittal downloads/R1106Cp.pdf.

e TheMedicare Program Integrity Manual, Chapter 3, Verifying Potential Errors and Taking Corrective Actions, Section
3.4.1.1.1, Exception from the Uniform Dollar Limitation (“ Therapy Cap”). Thisisavailableat
http: //mww.cms.hhs.gov/ Transmittal Sydownl oads/R171PI . pdf.

e TheMedicare Benefit Policy Manual, Chapter 15, Section 220.3, Documentation Requirements for Therapy Services.
Thisis available on the CMS website at http://mmww.cms.hhs.gov/ Transmittal ydownl oads/R60BP. pdf.

These manual revisions include numerous additional changes clarifications.

If you have any questions, please contact your FI, RHHI, A/B MAC, or carrier at their toll-free number, which may be
found at http://www.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zp.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM5271 — Revised

Related Change Request (CR) Number: 5271

Related CR Release Date: November 9, 2006

Related CR Transmittal Number: R60BR, R171Pl, R1106CP

Effective Date: December 9, 2006

Implementation Date: December 9, 2006

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.




Therapy Caps Exception Process
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Note CMS hasrevised this MLN Mattersarticle on January 12, 2007. Recent legislation extended the therapy cap exceptions
for calendar year 2007. For details on the 2007 exceptions and process, seethe MLN Matters article MM 5478 on the
CMSsite at http://www.cms.hhs.gov/MLNMatter sArticles’downloadsMM5478.pdf. MLN Mattersarticle MM5478 is
included on page 13 of this publication.

Provider Types Affected

Providers, physicians, and nonphysician practitioners (NPPs) who bill Medicare contractors (fiscal intermediaries (FIs)
including regional home health intermediaries (RHHISs), and carriers) under the Part B benefit for therapy services

Key Points

e EffectiveJanuary 1, 2006, afinancial limitation (therapy cap) was placed on outpatient rehabilitation servicesreceived by
Medicare beneficiaries. These limits apply to outpatient Part B therapy services from all settings except the outpatient
hospital (place of service code 22 on carrier claims) and the hospital emergency room (place of service code 23 on carrier
clames).

Outpatient rehabilitation servicesinclude:

< Physical therapy —including outpatient speech-language pathol ogy: Combined annual limit for 2006 is$1,740; and
e Occupational therapy —annual limit for 2006is$1,740.

e In 2006 Congress passed the Deficit Reduction Act (DRA), which allowsthe Centersfor Medicare & Medicaid Services
(CMS) to grant, at the request of the individual enrolled under the Part B benefit or a person acting on behalf of that
individual, exceptionstotherapy capsfor servicesprovided during calendar year 2006, if these services meet certain
qualificationsas medically necessary services (Section 1833(g)(5) of the Social Security Act).

e  Theexception process may be accomplished automatically for certain services, and by request for exception, with the
accompanied submission of supporting documentation, for certain other services.

* Medicare beneficiarieswill be automatically excepted from the therapy cap and will not be required to submit requestsfor
exception or supporting documentation if those beneficiaries:

e Meet specific conditions and complexitieslisted in the Medicare Claims Processing Manual, Pub. 100-04, Chapter 5,
(asrevised by CR 4364) for exception from the therapy cap; or

* Meet specific criteriafor exception, in addition to those listed in the Medicare Claims Processing Manual, Pub. 100-
4, Chapter 5, where the Medicare contractor has published additional exceptions, when the contractor believes, based
on the strongest evidence available, that the beneficiary will require additional therapy visits beyond those payable
under the therapy cap.

e Medicare beneficiariesmay be manually excepted from the therapy cap if their providers believe that the beneficiaries will
require more therapy visits than those payable under the therapy cap, but the patients do not meet at |east one of the
above bulleted criteriafor automatic exceptions.

You may submit arequest, with supporting documentation, for a specific number (not to exceed 15 future treatment days
for each discipline of occupational therapy, physical therapy, and speech language pathology services) of additional
therapy visits.

e Pleaserefer to the Additional Information section of this article for more detailed information about the therapy caps
exception process.

Background
Financial limitations on Medicare-covered therapy services (therapy caps) wereinitiated by the Balanced Budget Act of
1997. Thesecapswereimplementedin 1999 and for ashort timein 2003. Congress placed moratoriaon thelimitsfor 2004 and 2005.
The moratoriaare no longer in place, and caps were implemented on January 1, 2006. Congress has provided that
exceptionsto these dollar limitations of $1,740 for each cap in 2006 may be made when provision of additional therapy services
isdetermined to be medically necessary.

Additional Information

Billing Guidelines

e Moadifier KX —Youmustinclude modifier KX ontheclaimidentified asatherapy servicewithaGN, GO, GPmaodifier when
atherapy cap exception has been approved, or it meets all the guidelines for an automatic exception. Thisallowsthe
approved therapy services to be paid, even though they are above the therapy cap financial limits.

e Separaterequests—You must submit separate requests for exception from the combined physical therapy and speech
language pathology cap and from the occupational therapy cap. In general, requests for exception from the therapy cap
should be received befor e the cap is exceeded because the patient is liable for denied services based on caps.

e Subsequent requestsduring the same episode of care— To request therapy servicesin addition to those previously
approved, you must submit arequest for approval along with supporting documentation for a specific number of
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additional therapy treatment days, not to exceed 15, each timethe beneficiary is expected to require more therapy days
than previously approved. It is appropriate to send documentation for the entire planned episode of careif the episode
exceeds the 15 treatment days allowed.

e When those additional visits are approved as reasonable and necessary based on the documentation you submit, an
exception to the therapy cap will be approved and bills may be submitted using t modifier KX. If the contractors have
reason to believe that fraud, misrepresentation, or abusive billing has occurred, they have the authority to review claims
and may deny claims even though prior approval was granted.

| CD-9 CodesThat Qualify for theAutomatic Therapy Cap Exception ProcessBased Upon Clinical Condition or Complexity
CR 4364 transmittal that contains these codes is the one that revises the Medicare Claims Processing Manual, available
on the CMS website at http://mww.cms.hhs.gov/Transmittal downl oads/R855CP.pdf.

You may wish to bookmark that link so you may easily reference these codes.

Documentation

Providers who believe that it is medically necessary for their patient to receive therapy servicesin excess of the therapy
cap limitations (and the patient does not fall into the automatically excepted categories mentioned above) must submit
documentation, sufficient to support medical necessity, in accordance with the revised Medicare Benefit Policy Manual,
Pub.100-02 Chapter 15, Section 220.3; and the revised Medicare Claims Processing Manual, Pub. 100-04, Chapter 5, Sections
10.2 and 20, with the request for treatment days in excess of those payable under the therapy cap.

These manual sections contain important definitions, aswell as examples of acceptable documentation, and are attached
to CR 4364. CR 4364 isinthree parts, one each for therevised manuals, i.e.:

e The Medicare Benefit Policy Manual, located on the CM S website at http://mmww.cms.hhs.gov/Transmittal downl oads/
RA7BP.pdf.

e The Medicare Claims Processing Manual, located at http://www.cms.hhs.gov/Transmittal Sdownl oads/R855CP. pdf.

e The Medicare Program Integrity Manual, located on the CM S website at http://Mmww.cms.hhs.gov/Transmittal s/
downloads/R140PI . pdf.

The following types of documentation of therapy services are expected to be submitted in response to any requests for
documentation, unless the contractor requests otherwise:

1. Evaluation and Certified Plan of Care—1-2 documents.
2. Certification —Physician/NPP approval of the plan required 30 daysafter initial treatment-or delayed certification.

3. Clinician-signed I nterval Progress Reports (when treatment exceeds ten treatment days or 30 days) — These must be
sufficient to explain the beneficiary’s current functional status and need for continued therapy with the request for
therapy visits in excess of those payable under the therapy cap. Thisis not required to be provided daily in treatment
encounter notes or for an incomplete interval when unexpected discontinuation of treatment occurs.

4. Treatment Encounter Notes— The treatment encounter noteis acceptableif it recordsthe name of the treatment;
intervention, or activity provided; the time spent in services represented by timed codes; the total treatment time; and the
identity of the individual providing the intervention. These may substitute for progress reports if they contain the
requirements of interval progress reports at least once every ten treatment days or once in the interval.

5. For therapy caps exceptions purposes, records justifying services over the cap, either included in the above or asa
separate document.

Please see the revised Section 220.3 of the Medicare Claims Processing Manual located at http://mwww.cms.hhs.gov/
Transmittal s/downl oadsyR855CP.pdf for more details about the types of documentation required and explanations of what
that documentation should contain.

When reviewing documentation, Medicare contractorswill:

e Consider the entire record when reviewing claims for medical necessity so that the absence of an individual item of
documentation does not negate the medical necessity of a service when the documentation as a whole indicates the
service is necessary.

e Consider adictated document to be completed on the day it is dictated if the identity of the qualified professional is
included in the dictation.

e Consider adocument an evaluation or re-evaluation (for documentation purposes, but not necessarily for billing
purposes) if it includes adiagnosis, subjective and/or objective condition, and prognosis. Thisinformation may be
included in or attached to a plan. The inclusion of this information in the documentation does not necessarily constitute
abillable evaluation or reevaluation unless it represents a service.

e Accept areferral/order and eval uation as compl ete documentation (certification and plan of care) when an evaluationis
the only service provided by a provider/supplier in an episode of treatment.
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Medicare Contractor Decisions

If determined to be medically necessary, your Medicare contractor will grant additional treatment daysfor occupational
therapy, physical therapy, and speech language pathology.

Itis preferable that the request for exception be received before the therapy cap is actually exceeded. However, your
Medicare contractor will approve additional therapy treatment daysretroactively if they are deemed medically necessary, in
the exceptional circumstance where atimely request for exception from the therapy cap is not received before the therapy cap
iS surpassed.

Your Medicare contractor may also approve additional therapy visits already provided when the request is accompanied
by documentation supporting medical necessity of the services.

Please note that outpatient therapy services appropriately provided by assistants or qualified personnel will be consid-
ered covered services only when the supervising clinician personaly performs or participates actively in at least one treatment
session during an interval of treatment. Claimsfor services above the cap that are not deemed medically necessary will be
denied as a benefit category denial.

Note If your Medicare contractor does not make a decision within ten business days of receipt of the request and documen-
tation, then the decision for therapy cap exception is considered to be deemed approved as medically necessary for the
number of future visits requested (not to exceed 15).

Notification

You will be notified as to whether or not an exception to the cap has been made (and if so, for how many additional future
Vvisits) as soon as practicable once the contractor has made its decision.

Thisnatification isnot aninitial determination and, therefore, does not carry with it administrative appeal rights. For
examples of the standard letters from the Medicare Program Integrity Manual, 100-8, Section 3.3.1.2, please refer to the
Attachmentsto CR 4364. The examplesinclude:

e Letter #1 —Approved
e Letter #2—Negative Decision-Medical Necessity
e Letter #3—Denied-Insufficient Documentation

Revised M edicare Summary Notice (M SN) M essages

The MSN messages (17.13; 38.18) arerevised to inform beneficiaries about the therapy caps and approved medically neces-
sary exceptions. These notices are also part of CR4 364.

Once again, there arethreetransmittal sthat comprise CR 4364. They are:

e The Medicare Benefit Policy Manual revision on the CMS website at
http: //mww.cms.hhs.gov/ Transmittal S'downl cads/R47BP.pdf.

e The Medicare Claims Processing Manual revision, located on the CM S website at
http: //mmw.cms.hhs.gov/Transmittal s/downl oads/R855CP. pdf.

e The Medicare Program Integrity Manual revision, located on the CM S website at
http: //mww.cms.hhs.gov/ Transmittal Sdownl oads/R140PI . pdf.

If you have any questions, please contact your Medicare carrier or A/B MAC at their toll-free number, which may be
found on the CM S website at http://mww.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zp.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM 4364 — Revised

Related Change Request (CR) Number: 4364

Related CR Release Date: February 15, 2006

Related CR Transmittal Number: R47BP, R140P, R855CP
Effective Date: January 1, 2006

Implementation Date: No later than March 13, 2006

Source: CMSPub. 100-4, Transmittal 855, CR 4364

Disclaimer — This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may
contain references or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general
summary. It is not intended to take the place of either the written law or regulations. We encourage readers to review the specific statutes,

regulations and other interpretive materials for a full and accurate statement of their contents.




GENERAL INFORMATION

Medicare Fee-for-Service Implementation of the National Provider Identifier
CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
All Medicarefee-for-service (FFS) providerswho bill Medicare.

Background

The Centersfor Medicare & Medicaid Services (CMS) is publishing this special edition (SE) articleto remind providers
that on May 23, 2007, the national provider identifier (NPI) will replace health care provider identifiersthat arein usetoday in
HIPAA standard transactions. Health care providers should remember that getting an NPl isfree and easy. Timeisrunning
out! It isestimated that, once a provider obtainsan NPI, it may take up to 120 daysto implement the NPI in current business
practices. Thefollowing key pointswill assist Medicare providers asthey transition from the application stage to theimple-
mentation stage to ensure NPI readiness.

Applying for an NPI
Visit the official CM S sourcefor NPI-related information, including how to apply for an NPI, aswell asfree educational
products, on the CM S website at http://www.cms.hhs.gov/National Provl dentStand!.

Key Points
Thefollowing arethe critical content areasfor the Medicare FFS heal th plan implementation of the NPI.

MedicarelL egacy Numbers

After the compliance date, Medicare providers must begin submitting their NPIsinstead of their Medicare legacy identifi-
erson claimsthey send to Medicare. A provider’'staxpayer identification number (TIN), which isthe provider’ssocia security
number or employer identification number, will continue to be used when a provider needsto beidentified as ataxpayer in
HIPAA standard transactions. The implementation guides for each of the standard transactions indicate when it is necessary
to identify aprovider as ataxpayer.

e Arelated MLN Mattersarticle, MM4023, may be viewed onthe CM Swebsite at
http: //Amww.cms.hhs.gov/MLNMatter sAr ticles/downl oadsMM4023. pdf.

Electronic FileInterchange

Health industry organizationsthat are approved by CM S as el ectronic file interchange organi zations (EFIOs) can submit
NPI application datafor health care providers, including Medicare providers, in electronic filesto the National Plan and
Provider Enumeration System (NPPES) after obtaining the permission of the health care providersto do so. Thisprocessis
called electronic fileinterchange (EFI). For health care providerswho are approached by (EFIOs), EFl isan alternativeto
having to apply for their NPIsviathe Web-based or paper application process. Providerswho are enumerated via EFI, receive
their NPI notifications from the EFIO that had them enumerated. These notifications are not generated from national plan and
provider enumeration system (NPPES).

Designation of Subparts

CMSreminds Medicare providersto visit Medicare' s subparts expectation paper (entitled, “ Medicare Expectations on
Determination of Subparts by Medicare Organization Health Care Providers Who Are Covered Entities Under HIPAA,” and
located at http://www.cms.hhs.gov/National Provl dentStand/Downl oads/Medsubparts01252006.pdf on the CMS NPI Web
page) for suggestions on how to determine their subparts.

Remember: No health plan, not even Medicare, can instruct a provider on how to enumerate subparts. Thisisabusiness
decision that the organization provider must make considering its unique business operations.

Dur ableM edical Equipment Enumer ation Requirement

Asmentioned in the paper entitled, “ Medicare Expectations on Determination of Subparts by Medicare Organization
Health Care ProvidersWhoAre Covered EntitiesUnder HIPAA” (seelink in preceding paragraph), Medicare DME suppliers
arerequired to obtain an NPI for every location. The only exception to this requirement isthe situation in which aMedicare
DME supplier isasole proprietor. A soleproprietor iseligiblefor only one NPI (theindividual’s NPI) regardless of the number
of locations the DME supplier may have.

Submitting your NPI on M edicar e Electronic Claims

Until further notice, CM S recommends that Medicare providers submit claims using both the NPl and legacy number.
Claims submitted with only an NPI may be rejected/returned as unprocessable if Medicare systems are unabl e to properly
match theincoming NPI with alegacy number. The provider will then need to resubmit the claim with the appropriate legacy
number.
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A related MLN Mattersarticle, MM 5378, may be viewed onthe CMSwebsite at
http: //Amwmw.cms.hhs.gov/mlnmatter sar ticles/downl oads/mm5378.pdf.

Required Useof theNPI on M edicarePaper Claims

Medicare, asahealth plan, will require the use of the NPI onits paper claims. The paper claim formsused by Medicare
have been revised to accommodate use of the NPI. There will be transition periods for each of the revised forms. Whilethe
NPI cannot be used on the current paper claim forms, providers may begin using the NPI on the revised forms once the
transition period for each form begins.

e TheMLN Mattersarticlerelated thetransition from UB-92 to UB 04 may be viewed on the CM Swebsite at:
http: //mmw.cms.hhs.gov/MLNMatter sAr ticles/downl oads MM5072. pdf.

e TheMLN Mattersarticlerelated to thetransition from CM S 1500 (12/90) to CM S 1500 (08/05) may beviewed onthe CMS
website at http://Mmww.cms.hhs.gov/MLNMatter sAr ticles/downloadsMM5060. pdf.

Required Useof Taxonomy Codeson I ntuitional Provider Claims

EffectiveJanuary 1, 2007, institutional Medicare providerswho submit claimsfor their primary facility and its subparts
(such as psychiatric unit, rehabilitation unit, etc.) must report ataxonomy code on all claims submitted to their FI. Taxonomy
codes shall be reported by these facilities whether or not the facility has applied for NPIs for each of their subparts. Institu-
tional providersthat do not currently bill Medicare for services performed by their subparts are not required to use taxonomy
codes on their claimsto Medicare.

A recent MLN Mattersarticle, MM 5243, discusses this requirement in more detail and may be viewed on the CM S website
at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads'MM5243. pdf.

National Council of Prescription DrugPlan Claims

TheNational Council of Prescription Drug Plan (NCPDP) format was designed to permit aprescription drug claimto be
submitted with either an NPI or alegacy identifier, but no morethan oneidentifier may bereported for aprovider (retail
pharmacy or prescribing physician) per claim. From October 1, 2006, through May 22, 2007, retail pharmacieswill be allowed to
report their NPI, and/or the NPI of the prescribing physician (if they havethisinformation). (Refer to MLN Mattersarticle
MM 4023 at thelink provided earlier inthisarticle.)

M edicare RemittanceAdvicePrint Softwar e
The 835-PC-print and Medicare remit easy print software were modified to enable either the NPI or aMedicarelegacy
number, or both, if included inthe 835. (Refer to MLN Mattersarticle MM4023.)

CommunicatingYour NPl toMedicare

Medicare providers should know that there is no “special process’ or any need to call to communicate NPIsto the
Medicare program. NPIs may be shared with the Medicare program by using them on your claims along with your legacy
identifier. Secondly, for providersapplying for Medicare enrollment, an NPl must be reported on the CM S-855 enrolIment
application (along with aphotocopy of the NPI notification received by the provider from the NPPES or from an EFIO).
Existing M edicar eprovidersmust providetheir NPl swhen making any changestotheir Medicareprovider enrollment
information.

SharingNPIs

Once providers have received their NPIs, they should share their NPIs with other providers with whom they do business,
and with health plansthat request their NPIs. In fact, as outlined in current regulation, all providers, including Medicare
providers, that are HIPAA covered providersmust share their NPI with other providers, health plans, clearinghouses, and any
entity that may need those NPIsfor use in standard transactions, including the need to identify an ordering or areferring
physician. Providers should also consider letting health plans, or institutions for whom they work, share their NPIs for them.

Additional Information
NPI Questions

CMS continues to update our Frequently Asked Questions (FAQSs) to answer many of the NPI questions we receive on a
daily basis. Visit thefollowing link to view all NPl FAQs: http://questions.cms.hhs.gov/cgi-bin/cmshhs.cfg/php/enduser//
std_alp.php?p_sid=Qjr3YRYh&p lva=&p li=&p page=1&p_cv=&p_pv=&p_prods=0&p_cats=&p_hidden prods=& prod
_prods=&prod_Ivi1=0&p_search_text=NPI&p_new_search=1&p_search_type=answers.search nl

Providers should remember that the NPI enumerator can only answer/address the following types of questions/issues:
e  Status of an application
e Forgotten/lost NPI
e Lost NPI notification letter (i.e., for those providers enumerated via paper or web-based applications)
e Troubleaccessing NPPES
e Forgotten password/user 1D
* Need to request a paper application
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e Need clarification oninformation that isto be supplied in the NPI application

Providers needing thistype of assistance may contact the enumerator at 1-800-465-3203, TTY 1-800-692-2326, or email the
request to the NPl enumerator at Customer Service@NPlenumerator.com.

Note TheNPI enumerator’s operation is closed on federal holidays. Thefederal holidays observed are: New Year’s Day,
Independence Day, Veteran's Day, Christmas Day, Martin Luther King's Birthday, Washington’ s Birthday, Memorial
Day, Labor Day, Columbus Day, and Thanksgiving.

MLN MattersNumber: SEO679

Related Change Reguest (CR) Number: N/A

Related CR Release Date: N/A

Related CR Transmittal Number: N/A

Effective Date: N/A

Implementation Date: N/A

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
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National Provider ldentifier—Time is Running Out
NPI: Get It. Share It. Use It

ailure to prepare could result in adisruption in cash flow. Will you be ready to use your NPI?Time is running out!

Todate, over 1.6 million providers have obtained anational provider identifier (NPI). Now, only 120 daysareleft to
implement the NPI into business practices prior to the compliance date. A recent survey of the health care industry, conducted
by the Workgroup for Electronic Data | nterchange (WEDI), indicates that providers should have already obtained an NPl and
be focusing on implementation and testing with health plans and clearinghouses. If you have not obtained your NPI by now
you should do so immediately so that you can begin the implementation and testing process

Reminder to Supply Legacy Identifiers on NPI Application

The Centersfor Medicare & Medicaid Services (CMS) continues to urge providersto include legacy identifiers, aswell as
associated provider identifier type(s), on their NPI applications. Thiswill help al health plans, including Medicare, to get ready
for May 23, 2007. If reporting aMedicaid legacy number, include the associated state name. If providers have aready been
assigned NPIs, CM S asks them to go back into the NPPES and update their information with their legacy identifiersif they did
not include those identifiers when they applied for NPIs. Providers should make sure that these legacy identifiers are the ones
used to hill for services and should be sure that the NPPES is updated with thisinformation for al health plans. Thisinforma-
tioniscritical for health plans and health care clearinghouses in the devel opment of crosswalksto aid in the transition to the
N[=

MLN Matters Article Available

A Special Edition MLN Mattersarticleis posted on the CM Swebsite with important implementation information for
Medicare providers, aswell asinformation that may be helpful for al health care providers. You may view thisarticle by
visiting http://mwww.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0679.pdf on the CM S website.

Upcoming WEDI Events

WEDI will host the WEDI NPI Industry Forum on February 12, 2007, an audio-cast on theimpact of the NPI on standard
transactions on February 28, 2007, aswell as aquestion and answer session on March 21, 2007. Visit the WEDI websitefor
more details at http://mwwwedi.org/npioi/index.shtml on the Web. Please note that there is a charge to participate in WEDI
Events.

Still Confused?
Not sure what an NPI isand how you can get it, shareit and useit? As always, more information and education on the
NPI may be found at the CMS NPI page www.cms.hhs.gov/National ProvidentStand on the CM S website.

Providers may apply for an NPI online at https.//nppes.cms.hhs.gov or may call the NPI enumerator to request a paper
application at 1-800-465-3203.
Getting an NPI is free - not having one can be costly.

Third-party Websites. This document contains references to sites operated by third parties. Such references are provided for your convenience
only. BCBSF and/or FCSO do not control such sites and are not responsible for their content. The inclusion of these references within this
document does not suggest any endorsement of the material on such sites or any association with their operators.

Source: Provider Education ResourcesListserv, Message 200701-11




Enhance the Multi-Carrier System to Avoid Duplicate Payments When a

Full Claim Adjustment is Performed

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Physicians and other providers who bill Medicare
carriersor Part A/B Medicare administrative contractors
(A/BMACYS) for services.

Provider Action Needed

In CR 5424, fromwhichthisarticlewastaken, CMS
announces the enhancement of the Multi-Carrier System
(MCS). MCSisthe system that Medicare carriersand A/B
MACS use to process Part B claims for physician care and
other outpatient services to avoid duplicate payments when
performing afull claim adjustment. CR 5424 rescindsand
fully replacesCR 3878. Thisarticleismainly for informational
purposes.

Background

In the MCS system, when a claim is adjusted because of
an overpayment, an accounts receivable (A/R) is created and
ademand letter sent by the carrier or A/B MAC to the
provider. When a claim is adjusted because of an underpay-
ment, payment is automatically sent to the provider.

If the claim adjustment (that created the overpayment)
later turns out to be incorrect, the carrier or A/B MAC must
adjust the claim again. This could happen for many reasons.
Thetwo most common are: problemswith the original
overpayment identification and an appeal decision favorable
to the provider. When the claim adjustment occurs a second
time (to allow for correct history), the MCS system will
automatically issue payment to the provider. In many cases,
this second payment is duplicative. This then requires an
offset from the provider to collect the duplicate payment.

The MCS system maintainer hasdesigned full claim
adjustment to act asafull claim void and replace in accor-
dance with the collective understanding of the requirements
for HIPAA. This design was developed using a process that
if an adjustment creates an overpayment, an AR is created
and a subseguent adjustment assumes that the A/R has
either been recouped or will be recouped.

Example
e Aclamisprocessed and $100 is paid to the provider.
e Itisdetermined that thereisan overpayment of $100.

e Theclaimisadjusted to show thedenial (-$100) and an
A/R for $100iscreated.

e Theclaimpayment total from thefirst adjustment is$0 =
$100- $100.

e The A/R has not yet been collected and the provider
appeals.
e Theappeal decisionisinthe provider'sfavor.

e A second adjustment is performed to show the claim as
paid. (+ $100)

e The second adjustment calculates its payment based on
the previous adjustment.

e  Sincethe previous adjustment reads $0.00 (because the
claim was denied) the second adjustment calculated a
payment of $100 to the provider.

e Theclaim payment total from the second adjustment is
$100=$0+$100

e A $100 check isissued because MCS cannot suppress
the check.

e Sincethe A/R was never collected, the provider has
been paid twice.

Medicare carriers and A/B MACs have, to date, used a
manual system to avoid duplicate payments. But now, the
MCS system will have the ability to suppress duplicate
paymentswhen afull claim adjustment is performed on a
previous overpayment adjustment.

Additional Information

You may find the official instruction, CR 5424, issued to
your carrier or A/B MAC by visiting http://
www.cms.hhs.gov/Transmittal Sydownl 0oads/R2600TN.pdf on
the CMSwebsite.

If you have any questions, please contact your carrier at
their toll-free number, which may befound at http://
www.cms.hhs.gov/MLNProducts/downl oads/

CallCenter TolINumDirectory.zip

Thetoll-free number for First Coast Service Options,

Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-866-419-9455 (CT).

MLN MattersNumber: MM 5424

Related Change Request (CR) #: 5424
Related CR Release Date: January 12, 2007
Effective Date: April 1, 2007

Related CR Transmittal #: R2600TN
Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive

materials for a full and accurate statement of their contents.




The New HHS National Clearinghouse for Long-Term Care Information
Website

CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Physicians and providers and their staff who provide services to Medicare beneficiaries.

Provider Action Needed

This special edition articleisfor informational purposes and may assist providers when counseling their patients regard-
ing long-term care. The article announcesthat the U.S. Department of Health & Human Services (HHS) has developed a
consumer website to help beneficiaries carefully prepare a safe and secure strategy for their future healthcare needs. Re-
sources on the new website include along-term care planning kit and detailed information on what long term care needs are;
step-by-step planning; and financial preparation. The free long-term planning kit and resources to start the planning process
may befound at http: //mmw.longtermcare.gov. The planning kit may also be ordered by phone by calling 1-866-PLAN-LTC (1-
866-752-6582). TTY usersshould call 800-427-5605.

Background

This special edition articleis being provided by the Centersfor Medicare & Medicaid Services (CMS) to inform you that
the national clearinghouse for long-term care information is anew user-friendly consumer website that providesin-depth
objective information on understanding, planning, and paying for long-term care. Thisimportant websiteisacollaborative
effort between the Administration on Aging (AoA), the Centersfor Medicare & Medicaid Services (CMS), and the Office of
the Assistant Secretary for Planning and Evaluation (ASPE), and it was developed as part of the Deficit ReductionAct (DRA)
of 2005 (Section 6021 (d)) which allocated fundsto the U.S. Department of Health and Human Services (HHS) to helpAmeri-
canstake an activerolein planning for their future.

Located at http://wwwlongtermcare.gov, the clearinghouse website features information and tools to help people better
understand the risks for and the costs of long-term care, and it is part of ongoing efforts to increase public awareness about
the importance of advance planning for future long-term care needs. Given that one of the biggest barriersto planning is
misinformation about long-term care, the clearinghouse website is designed to provide people with the trusted information and
resources they need to take an active role in planning for possible future health care needs.

With an emphasis on the importance of future planning, the website provides a number of resources and interactive tools
to help people prepare for their future healthcare needs including:

e Objectiveinformation on specificlong-term car e planning options including the pros and cons of private financing
options such as personal savings, long-term care insurance, reverse mortgages, and other options.

e In-depthinformation ontheavailability and limitationsof M edicaidinall states, including eligibility and estate recovery
requirements.

e Sate-gpecificlong-term careinsurancepartner ship programsunder Medicaid.

e Planning resour cesthat include an interactive savings cal culator, information on the costs of care across the United
Sates, and examplesillustrating how individuals have planned successfully.

e Sateand national contact infor mation for arange of long-term care programs and planning services.

Thewebsite also includesthelong-term care planning kit, initially developed for the* Own Your Future” Campaign.
Information regarding thiscampaignisin MLN Mattersarticle SE0671, located on the CM S site at http: //www.cms.hhs.gov/
MLNMatter sArticles/downl oads/SE0671. pdf.

A survey showed that consumers who received the long-term care planning kit were twice as likely to take some type of
planning action, including eval uating their existing coverage, talking to afinancial planner, buying long-term careinsurance, or
considering areverse mortgage, as those who did not receive the planning kit. The planning kit may be ordered or down-
loaded on the clearinghouse website at http: //mwwlongtermcare.gov, aswell ascalling 1-866-PLAN-LTC. It may also be
ordered or downloaded at http://www.aoa.gov/ownyourfuture.

Additional Information
For moreinformation about the “ OwnYour Future” campaign and the national clearinghouse for long-term careinforma-
tion, please visit http://www.longtermcare.gov.

MLN Matters Number: SE0680 Related Change Request (CR) Number: N/A
Related CR Release Date: N/A Effective Date: N/A
Related CR Transmittal Number: N/A Implementation Date: N/A

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Third-party Web sites. This document contains references to sites operated by third parties. Such references are provided for your convenience
only. BCBSF and/or FCSO do not control such sites and are not responsible for their content. The inclusion of these references within this
document does not suggest any endorsement of the material on such sites or any association with their operators.




Rules of Behavior Governing Medicare Eligibility Inquiries
CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

All providers and suppliers, including their third party
billing agents or clearinghouses, who submit eligibility
inquiriesto Medicare

Provider Action Needed
STOP — Impact to You

The Centersfor Medicare & Medicaid Services(CMYS) is
committed to maintaining the integrity and security of health
care datain accordance with applicable laws and regulations.
If you, or your biller, do not adhere to these rules of behavior
and/or other CM S data privacy and security rules, you could
incur revocation of accessto the data as well as other
penalties.

CAUTION — What You Need to Know

CR 5431, fromwhichthisarticleistaken, restatesyour
responsibilitiesin obtaining, disseminating, and using
beneficiary’ sMedicare eligibility data; and also delineates
CMS' expectationsfor provider and clearinghouse use of the
HIPAA 270/271 Extranet application.

GO — What You Need to Do

Read the key pointsfrom CR 5431 in the Background
section, below, and make sure that your staffs read the
manual section (Medicare Claims Processing Manual (100-
04), Chapter 31 (ANSI X12N Formats Other than Claimsor
Remittance), Section 10.3 (Eligibility Rulesof Behavior),
attached to CR 5431. (SeeAdditiona Information, below, for
instructionsinlocating CR 5431.)

Background

Disclosure of Medicare beneficiary eligibility datais
restricted under the provisions of the Privacy Act of 1974
and the Health Insurance Portability and Accountability Act
of 1996 (HIFRAA).

CR 5431, upon which thisarticleis based, restates your
responsibilities in obtaining, disseminating, and using
beneficiary’ sMedicareeligibility data; and outlinesCMS'
expectations for providers and clearinghouses who use the
HIPAA 270/271 Extranet application.

In October 2005, CM S began offering to Medicare
providers and clearinghouses, the HIPAA 270/271 benefi-
ciary eligibility transaction, real-time, viathe CMSAT& T
communication Extranet; and in June 2006, began to pilot an
Internet applicationfor digibility information. Over time, this
application will be availableto an increasing number of
Medicare providers.

Please keep in mind that the M edicare Electronic Data
Interchange (EDI) enrollment process (which collectsthe
information needed to successfully exchange EDI transac-
tions between Medicare and EDI trading partners, and
establishes the data exchange expectations for both), must
be executed by each provider that submits/receives EDI
either directly to or from Medicare or through athird party (a
billing agent or clearinghouse).

First, here are the key points, from the CR, that address
your responsibilitiesin dealing with beneficiary eligibility data.

e TheHIPAA privacy rule mandates the protection and
privacy of al health information, and specifically defines
the authorized uses and disclosures of “individually-
identifiable” health information. CMSiscommitted to

maintaining the integrity and security of health care data
in accordance with the applicable laws and regul ations.

e Youshould alwaysremember that Medicare eligibility
dataisto be used for Medicare business only, and that
providers and their staffs are expected to use, and
disclose, this protected health information according to
the CMSregulations.

e Authorized purposes for requesting beneficiary
Medicaredigibility information include:

« Toverify eligibility, after screening the patient to
determine Medicare Part Aor Part B eligibility.

« Todetermine beneficiary payment responsibility
with regard to deductible/co-insurance.

e Todetermineeligibility for servicessuch as
preventive services.

e Todetermineif Medicareisthe primary or
secondary payer.

e Todetermineif the beneficiary isintheoriginal
Medicare plan, Part C plan (M edicare Advantage)
or Part D plan.

« Todetermine proper billing.

Conversely, examples of unauthorized purposes for
requesting beneficiary Medicareeligibility information
include;

e Todeterminedigibility for Medicare without screening
the patient to determineif they are Medicare eligible; or

e Toacquirethebeneficiary’ shealth insuranceclaim
number.

In dealing with Medicare beneficiary eligibility informa-
tion, you and your employees/staff must:

e Ensure sufficient security measures exist to associate a
particular transaction with a particular staff member or
employee before requesting the information;

e Cooperate with CMSor its agentsin the event that CMS
has a security concern with respect to any eligibility
inquiry;

e Promptly inform CMSor one of CM S'scontractors(e.g.,
your carrier, fiscal intermediary (FI), or Part A/B
Medicare administrative contractor [A/B MAC]) if you
identify misuse of “individually-identifiable’ health
information accessed from the CM S database; and

e Limiteachinquiry for Medicarebeneficiary digibility data
to that for a patient that you are currently treating/serving,
or who has contacted you about treatment or service, or
for whom you havereceived areferral from ahedth care
provider that has treated or served that patient.

Penalties

e HHSmay imposecivil money penaltiesonaHIPAA-
covered entity of $100 per failureto comply witha
Privacy Rulerequirement (not to exceed $25,000 per year
for multipleviolations of theidentical Privacy Rule
reguirement in acalendar year).




Rules of Behavior Governing Medicare Eligibility I nquiries, continued

e  Further, a person who knowingly obtains or discloses
individually identifiable health informationin violation
of HIPAA or atrading partner agreement under 42 U.S.C
1320d-6 faces afine of $50,000 and up to one-year
imprisonment (increasing to $100,000 and up tofive
yearsimprisonment if the wrongful conduct involves
false pretenses, and to $250,000 and up to ten years
imprisonment if the wrongful conduct involvesthe
intent to sell, transfer, or useindividually identifiable
health information for commercial advantage, personal
gain, or maiciousharm).

e Under the False ClaimsAct, anyone who knowingly
submits, or causes another person or entity to submit,
false claimsfor payment of government fundsisliable
for three times the government’ s damages plus civil
penalties of $5,500 to $11,000 per falseclaim.

CR 5431 dsodiscussesCMS' expectationsfor providers
and clearinghousesthat use the HIPAA 270/271 Extranet
application. A synopsis of this discussion follows.

For Providers

In order to access and use this system, you will need to
1) Register, online, in IACS (individual authorized accessto
CMS computer services) and provide your social security
number and e-mail address so that the system can identify
you and communicate with you through email, if necessary;
and 2) Adhere to basic desktop security measures and to the
CMS computer systems security requirementsin order to
ensure the security of Medicare beneficiary personal health
information.

You will also be required to adhere to the security
requirements for users of CM 'S computer systems and to the
basic desktop security measures to ensure the security of
Medicare beneficiary persona healthinformation. Y ou must
not:

e Discloseor lend your identification number and/or
password to someone else. They are for your use only
and serve as your electronic signature. This means that
you may be held responsible for the consequences of
unauthorized or illegal transactions.

e Browseor use CMSdatafilesfor unauthorized or illegal
purposes.

e UseCMSdatafilesfor private gain or to misrepresent
yourself or CMS.

e Make any disclosure of CMS data that is not
specifically authorized.

Asmentioned earlier, violation of these security
requirements could result in termination of system access

privileges and /or disciplinary/adverse action up to and
including legal prosecution.

For Clearinghouses

CMSallowstherelease of eligibility datato third parties
(providers' authorized billing agents or clearinghouses) for
the purpose of preparing an accurate Medicare claim or
determining eligibility for specific services.

In order to receive such access on behalf of providers,
billing agents/clearinghouses must adhere to the following
rules:

e  Suchentitiesmay not submit an eligibility inquiry except
as ahealth care provider’s authorized, and through a
business associate contract with the provider.

e Each provider that contracts with abilling agent/
clearinghouse must sign avalid EDI enrollment form and
be approved by a Medicare contractor before eligibility
data can be sent to the third party.

e Each hilling agent/clearinghouse must sign appropriate
agreement(s) (i.e. Rulesof Behavior, Trading Partner
Agreement and Attestation Form) directly with CMS
and/or one of CMS's contractors.

e Thehilling agent/clearinghouse must be able to
associate each inquiry with the provider or billing
service making theinquiry.

Additional Information

You can find more information about the rules of
behavior with respect to obtaining, disseminating, and using
beneficiary’sMedicareeligibility databy goingto CR 5431,
located on the CM S website at http: //www.cms.hhs.gov/
Transmittal s/downloads/R1149CP.pdf and reading the
attached Medicare Claims Processing Manual (100-04),
Chapter 31 (ANSI X12N Formats Other than Claimsor
Remittance), Section 10.3(Eligibility Rulesof Behavior).

If you have any questions, please contact your carrier,
fiscal intermediary (FI), regional homehealthintermediary
(RHHI),A/B MAC, durablemedical equipment regional
carrier (DMERC) or DME MAC &t their toll-free number,
which may be found at http://mwww.cms.hhs.gov/
MLNProducts/downloads/Call Center TolINumDirectory.zp.

Thetoll-free number for First Coast Service Options, Inc.
Medicare Part B Customer Service Center is1-866-454-9007
(FL) or 1-866-419-9455 (CT).

MLN MattersNumber: MM 5431

Related Change Request (CR) Number: 5431
Related CR Release Date: January 5, 2007
Related CR Transmittal Number: R1149CP
Effective Date: January 1, 2007
Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive

materials for a full and accurate statement of their contents.




Annual Medicare Contractor Provider Satisfaction Survey: Make Your

Voice Heard!

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
All Medicare FFS providers, especially those receiving the 2007 Medicare Contractor Provider Satisfaction Survey.

Provider Action Needed

The Centersfor Medicare & Medicaid Services (CMS) is publishing this specia edition (SE) articleto alert providersthat
in early January 2007 CM Swill disseminate the 2007 M edicare Contractor Provider Satisfaction Survey (MCPSS) to anew
sample of Medicare providers. If you receive the survey, CM S encourages you to respond because your input is NEEDED and
will be used to support claims processing improvement by Medicare fee-for-service (FFS) contractors and to reform the
Medicare program.

Background

The 2007 MPCSS survey isdesigned so that it can be completed in about 15 minutesand providers can submit their
responses viaasecure website, mail, fax, or over the telephone. CMSwill ask providersto respond by February 2007.

The views of each provider in the survey areimportant because they represent many other organizations similar in size,
practice type and geographical location.

The MCPSS focuses on seven major aspects of the provider-contractor relationship:

e Provider communications
e Providerinquiries
e Claimsprocessing
e Appeas
e Provider enrollment
e Medica review
e Provider audit and reimbursement.
Respondents are asked to rate their experience working with Medicare FFS contractors using ascale of 1to 6, with “1”
representing “not at all satisfied” and “6” representing “completely satisfied.”

Additional Information
More information about the MCPSS and results of the 2006 survey are available at http://www.cms.hhs.gov/MCPSY on
the CMSwebsite.

MLN Matters Number: SEQ702 Related Change Request (CR) #: N/A
Related CR Release Date: N/A Effective Date: N/A
Related CR Transmittal #: N/A Implementation Date: N/A

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

January Flu Shot Reminder
t's Not Too Late to Get the Flu Shot. We are in the midst of flu season and aflu vaccineis still the best way to prevent
infection and the complications associated with the flu. But re-vaccination is necessary each year because the flu viruses
change each year. Encourage your Medicare patients who haven't already done so to get their annual flu shot and don’'t
forget to immunize yourself and your staff.

Protect your sef, your patients, and your family and friends. Get Your Flu Shot. It’sNot Too L ate!

Remember —Influenzavaccination isacovered Medicare Part B benefit. Notethat influenzavaccineisNOT aPart D covered
drug. For more information about Medicare’s coverage of adult immunizations and educational resources, goto CMS's
website: http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/SE0667.pd.

Source: Provider Education ResourcesListserv, Message 200701-01




Overview of Medicare Preventive Services

he Medicare Learning Network’s newest educational video program, An Overview of Medicare Preventive Services for

Physicians, Providers, Suppliers, and Other Health Care Professional sprovides an overview of preventive services
covered by Medicare and information on risk factors associated with various preventable diseases, and highlights the
importance of prevention, detection, and early treatment of disease. The program is a great resource to help physicians,
providers, suppliers, and other health care professionalsinvolved in providing preventive services to Medicare beneficiaries
learn more about the preventive benefits covered by Medicare.

The video program runs approximately 75 minutesin length and is suitable for viewing by anindividual or for alarger
audience such as at a conference or training session. The Centers for Medicare & Medicaid Services (CMS) has approved this
educational video program for .1 International Association for Continuing Education and Training (IACET) CEUsfor success-
ful completion.

To order your copy today, go to the Medicare Learning Network Product Ordering page at http://cms.meridianksi.com/
kc/main/ke_frame.asp?ke_ident=kc0001& loc=5 on the CM S website. Availablein DVD or VHS format.

Source: CMSL earning Resource, Message 200701-05

Medicare Physician Fee Schedule Fact Sheet now Available

he Medicare Physician Fee Schedule Fact Sheet, which provides general information about the Medicare physician fee
schedule, isnow availablein downloadable format from the Centersfor Medicare & Medicaid ServicesMedicare Learning
Network at http://www.cms.hhs.gov/MLNProducts/downl oads/Medcr ePhysFeeSchedfctsht. pdf.

Print versions of the fact sheet will be availablein approximately six weeks.
Source: CM S Provider Education Resource 200701-07

January is National Glaucoma Awareness Month

ease join with the Centersfor Medicare & Medicaid eligible people with Medicare take full advantage of the

Services (CMS) in promoting increased awareness of annual glaucoma screening benefit. Talk to your Medicare
glaucoma and the glaucoma screening benefit provided by patients that are in the high risk groups identified above
Medicare. Nearly 3 millionAmericans have glaucoma, the about their risk for glaucoma and encourage them to get
second |leading cause of blindness in the world. Often regular yearly glaucomascreening examinations.

progressing silently, with no symptoms, it is estimated that

many people that do have the disease don’t know it. With For More Information

glaucoma, by the time a problem is noticed permanent e For moreinformation about M edicare's coverage of
damage has already occurred. With early detection and glaucoma screening, visit the CMSwebsite
treatment, however, blindness may be prevented. http://www.cms.hhs.gov/GlaucomaScreening/.
Medicare Coverage e CMShasalso developed avariety of educational
Medicare provides coverage of an annual glaucoma products and resources to help health care
screening for beneficiariesin at least one of the following professionalsand their staff becomefamiliar with
high-risk groups: coverage, coding, billing, and reimbursement for al

preventive services covered by Medicare.

e TheMLN Preventive Services Educational Products
Web Page ~ provides descriptions and ordering

e African-Americansage 50 and older; and information for all provider specific educational

products related to preventive services. The web page

islocated at http://www.cms.hhs.gov/M L NProducts/

e Individualswith diabetes mellitus;
e Individualswithafamily history of glaucoma;

e Hispanic-Americansage 65 and older.

A covered glaucoma screening includes: 35_PreventiveServices.asp on the CMSwebsite.
e Adilated eye examination with anintraocular pressure » TheCMSwebsite providesinformation for each
(10P) measurement; and preventive service covered by Medicare. Go to
A direct ophthalmoscopy examination or aslit-lamp hittp:/Amww.cms.hhs.gov, select *Medicare”, scroll down
biomicroscopic examination. to the “Prevention” heading. _ .
e  For information to share with your Medicare patients,
What Can You Do? visit http://www.medicare.gov on the Web.
Asatrusted source of health care information, your patients ~ ©  For moreinformation about National Glaucoma
rely on their physician’s or other health care professional’s Awareness Month, please visit
recommendations. CM S needs your help to ensure that all http: //www.preventblindness.org/.

Source: Provider Education Resources Listserv, Message 200701-03




X STOP Interspinous Process Decompression System

STOP isatitanium metal implant designed to fit between the spinous processes of the vertebrae in the lower back. It is

designed to remain safely in place without being permanently affixed to the bony or ligamentous structures of the spine.
The oval spacer fits between the spinous processes and has wings, which are designed to prevent the implant from moving.
The X STOP procedure is used for patients who cannot tolerate conventional spinal procedures (e.g., comorbidities,
debilitated patients) and in lieu of such procedures.

The X STOPInterspinous process decompression system received pre-market approval from the Food and Drug Adminis-
tration (FDA) on November 21, 2005. The Centersfor Medicare & Medicaid Services(CM S) isapprovingthe X STOP
inter spinous pr ocess decompr ession system for new technology add-on payment for FY 2007for inpatient or outpatient
settings. However, CM Sremainsinterested in seeing whether the clinical evidence from the five-year follow-up study required
by the FDA demonstrates that X STOP continuesto be effective.

X STOP interspinous process decompression system is used in the treatment of lumbar spinal stenosis, which is de-
scribed as a condition that occurs when the spaces between bones in the spine become narrowed due to arthritis and other
age-related conditions. This narrowing, or stenosis, causes nerve root compression, thereby causing symptoms including
pain, numbness, and weakness. It particularly causes symptoms when the spineis in extension, as occurs when a patient
stands fully upright or leans back. The X STOP device isinserted between the spinous processes of adjacent vertebraein
order to provideaminimally invasive alternative to invasive surgery (spinal fusion, laminectomy or laminotomy) when
conservative treatment (exercise and physical therapy) hasfailed. It works by limiting the spine extension that compresses the
nerve rootswhile still preserving as much motion as possible. The deviceisinserted in arelatively simple, primarily outpatient
procedure, using local anesthesiawith or without sedation. However, in some circumstances, the physician may prefer to
admit the patient for an inpatient stay. The deviceis portrayed as providing “anew minimally invasive, stand-alone alternative
treatment for lumbar spinal stenosis.’”’

In situationswhere thereisno national coverage determination (NCD) or local coverage determination (LCD), servicesare
evaluated individually based on Medicare's general medical reasonabl eness and necessity criteria. Claimsfor XSTOPwill be
given individual consideration on a case-by-case basis until appropriately designed and powered studies are published and
evaluated.

The provider should document that the patient has co-morbidities (such as cardiopulmonary disease, specifically chronic
obstructive pulmonary disease, coronary artery disease or congestive heart failure) or that the patient is overly debilitated,
such that they would be unable to tolerate general anesthesia or a conventional spinal procedure.

Providers should not interpret the process of individual consideration as synonymous with coverage and payment by
Medicare. This means only that the claimswill be reviewed against the background of the presently available evidence and
specific patient circumstances.

Any timethereis a question whether Medicare’s medical reasonableness and necessary criteriawould be met, we
recommend the use of an advance beneficiary notice (ABN) and appending modifier GA to the billed HCPCS codes. For further
detailsabout CM S Beneficiary Notices|nitiative (BNI), please point your browser to thislink: http://www.cms.hhs.gov/BNI/.
Please note that services that lead up to or are associated with noncovered services are also not covered.

Provider Billing

Please utilize the unlisted CPT code 22899 when billing X STOP  for 2006 service dates and CPT codes0171T and 0172T for
2007 service dates.

Note  Code0172T isan add-on code. If you implant the X STOP in two lumbar levels, you must bill the primary code0171T
and the subsequent level code 0172T on the same claim.
Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,

descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by

First Coast Service Options, Inc. (FCSO), your Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information i
posted to the provider education websites http://mwww.connecti cutmedicare.com or

http: //mww.floridamedicare.com It' s very easy to do. Simply go to the website, click on the
“eNews’ link on the navigational menu and follow the prompts.
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Effective and Notice Dates

Effective datesare provided in
each policy, and are based on the date
of service (unless otherwise noted in
the policy). Medicare contractors are
required to offer a45-day notice period
for LCDs; the date the LCD is posted
to the website is considered the notice
date.

Electronic Notification

To receive quick, automatic notification
when new LCDs are posted to the
website, subscribe to our FCSO eNews
mailing list. It's very easy to do; go to

http: //Amwww.connecticutmedicare.com,
click onthe“eNews’ link on the
navigational menu and follow the
prompts.

More Information

For more information, or, if you do
not have Internet access, to obtain a
hardcopy of a specific LCD, contact
Medica Policy at:

Medica Policy and Procedures
PO Box 2078
Jacksonville, FL 32231-0048

Advance Notice Statement

dvance beneficiary notice (ABN) isrequired in the event the service may
be denied or reduced for reasons of medical necessity (see page 4).




CORRECTIONS

2007 ICD-9-CM Coding Changes—Correction

helocal coverage determinations (L CDs) impacted by theAnnual 2007 |CD-9-CM update (effective October 1, 2006), were
published in the October 2006 Medicare B Update! (pages 37-38). One of the procedure codes listed in the article for the
Epoetin alfa(EPO) LCD wasincorrect. Thearticleindicated, “ Add diagnoses 238.72, 238.73, 238.74, and 238.75 for procedure

code JO585". The procedure code should reflect JO885.

REevisions To LCDs

J9000: Antineoplastic Drugs—LCD Revision

hislocal coverage determination (LCD) for

antineoplastic drugs was last updated on December 19,
2006. Sincethat time, arevision wasmadeto add an
additional off-label indication and ICD-9-CM coderangefor
irinotecan (J9206), based on The United States
PharmacopeiaDrug Information (USP DI).

Under the “Indications and Limitations of Coverage
and/or Medical Necessity” section of the LCD, thefollow-
ing off-label indication was added to irinotecan (J9206):

e Treatment of epithelial ovarian cancer for platinum-
resistant or platinum-refractory patients.

Under the“1CD-9 Codes that Support Medical Neces-

sity” section of the LCD, the following diagnosis range was
added to irinotecan (J9206):

183.0-1839 Malignant neoplasm of ovary and other
uterine adnexa

Effective Date

Thisrevision iseffective for claims processed on or after
January 22, 2007, for servicesrendered on or after November
30, 2006 for HCPCS code J9206. Thefull text of thisLCD is
available through our provider education website at
http: //Mmww.connecticutmedicare.com on or after this
effective date.

J9041: Bortezomib (Velcade®)—LCD Revision

hislocal coverage determination (L CD) for bortezomib (Velcade®) had an original effective date of January 1, 2006. Since
that time, the following revisions were made under the “Indications and Limitations of Coverage and/or Medical

Necessity” section of the LCD:

e Added approved Food and Drug Administration (FDA) indication for treatment of patients with mantle cell lymphoma

who have received at least one prior therapy.

* Removed off-label treatment of relapsed or refractory B-cell non-Hodgkin'slymphomafor mantle cell lymphoma.
e Added off-label indication of induction therapy for multiple myeloma patients in combination with one or more drugs.

Effective Dates

Thisrevisioniseffectivefor servicesrendered on or after December 8, 2006. Thefull text of thisLCD isavailablethrough
our provider education website at http://mmw.connecticutmedicare.com on or after this effective date.

NCSVCS: The List of Medicare Noncovered Services—LCD Revision

hislocal coverage determination (LCD) for thelist of

Medicare noncovered services was last updated on
January 1, 2007. Sincethat time, Medicare hasissued a
national coverage determination (NCD) and deemed
Cavernous nerveselectrical stimulationwith penile
plethysmography not reasonable and necessary for
Medicare beneficiaries undergoing nerve-sparing prostatic
or colorectal surgical procedures. A revision has been made
to add CPT code 55899 (Cavernous nerves electrical
stimulation with penile plethysmography) under the
“National Noncoverage Decisions” section of the LCD.
Thisrevisionisbased on CM S Publication 100-03,
Medicare National Coverage Determinations, Transmittal
61, change request 5294.

Effective Date

Thisrevision iseffective for claims processed on or after
January 8, 2007 for servicesrendered on or after August 24,
2006. Thefull text of thisLCD isavailable through our
provider education website at
http: //Mmww.connecticutmedicare.com on or after this
effective date.
Italicized and/or quoted material is excerpted from the
American Medical Association Current Procedural Terminology.
CPT codes, descriptions and other data only are copyrighted
2006 American Medical Association (or other such date of

publication of CPT). All rights reserved. Applicable FARS/
DFARS apply.




VISCO: Viscosupplementation Therapy For Knee—LCD Revision

helocal coverage determination (L CD) for viscosupplementation therapy for kneewas|ast revised January 1, 2007. The

revision consisted of the 2007 HCPCS update.

Sincethat time, change request 5459 issued by the Centersfor Medicare & Medicaid Services (CMS), dated December 22,
2006, assigned HCPCS code J7319 hyal uronan (sodium hyaluronate) or derivative, intra-articular injection, per injection] a
statusindicator of | (inactive). New HCPCS codes were assigned for all recognized synthetic hyaluronic preparations used for
viscosupplementation therapy for the knee(s).

The LCD hasbeen revised to replace HCPCS code J7319 and J3590 with HCPCS codes Q4083, Q4084, Q4085, and Q4086.
The new HCPCS codes and their descriptors are asfollows:

Q4083 Hyaluronan or derivative, Hyalgan or Supartz , for intra-articular injection, per dose
Qo34 Hyaluronan or derivative, Synvisc , for intra-articular injection, per dose

Q4085 Hyaluronan, or derivative, Euflexxa , for intra-articul ar injection, per dose

Q4086 Hyaluronan, or derivative, Orthovisc , for intra-articular injection, per dose

Effective Date
ThisLCD revisioniseffectivefor servicesrendered on or after January 1, 2007. Thefull text of thisLCD isavailable
through our provider education website at http://mww.connecticutmedicare.com on or after this effective date.

97001: Physical Medicine and Rehabilitation—LCD Revision

helocal coverage determination (LCD) for physical medicine and rehabilitation was|last revised on December 9, 2006. Since
that timethe LCD hasbeen revised. CM Sissued change request (CR) 5478, dated December 29, 2006 for Outpatient
Therapy Cap Exception Processfor CY 2007. Based on instructions found in this CR, the LCD was revised to remove language
pertaining to the Manual Process Exceptions. In addition, the “ Documentation Requirements” section of the L CD was updated
based on the revised language found in the Medicare Benefit Policy Manual, Pub 100-2, Chapter 15, sections 220-230.
Note: Thisrevisioniseffective January 16, 2007 for servicesrendered on or after January 1, 2007.

In addition to the above revision, this LCD was al so revised based on instructionsissued in CR 5421, dated December 15,
2006. The“Indications and Limitations of Coverage and/or Medical Necessity” section of the LCD was revised to add national
noncoverage language issued with this CR for infrared therapy devices. This noncoverage language pertainsto CPT 97026.
The“1CD-9 Codesthat Do Not Support Medical Necessity” section of the LCD was revised to include the ICD-9-CM codes
issued as noncovered with this CR. These include:

250.60-250.63 3H44 3545 3549 351 3552 363

3554 3556 3671 355.79 3558 3559 356.0

356.2 356.3 3564 356.8 3569 357.0-357.7 674.10

67412 674.14 674.20 674.22 674.24 707.00-707.09 707.10-707.19
870.0-8799 880.00-887.7 890.0-897.7 99831 998.32.

Note: Thisrevisionwill be effective January 16, 2007 for servicesrendered on or after October 24, 2006.

Thefull-text for this LCD may be viewed on the provider education website http://wwwconnecti cutmedicare.com on or
after this effective date.
Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,

descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by

First Coast Service Options, Inc. (FCSO), your Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated informationis
posted to the provider education websites http://mwww.connecti cutmedicare.com or

http: //mww.floridamedicare.com. It’s very easy to do. Simply go to the website, click on the
“eNews’ link on the navigational menu and follow the prompts.




CoNNEcTIcuT EDucATIONAL RESOURCES

First Coast Service Options, Inc.
Provider Outreach and Education

Presents.....
2007 Medifest Symposium
Date L ocation
April 17 & 18,2007 Marriott Hartford

100 Capital Boulevard
Rocky Hill, CT 06067
\Rn usin April for the one and only Medifest Symposium held by your Connecticut Medicare Part B contractor. Participate
ith hundreds of your fellow providers, suppliers, billing staff, and coders, throughout Connecticut. These educational
seminarswill addressimportant and timely topics related to the M edicare program that will include topics such as:

® Changesinthe Medicare program for 2007

e NPI compliance and implementation

e CMS-150008/05 revisionsand implementation
e  Specialty classes (To be determined)

e CPT coding

e |CD-9-CM coding
e Appeas

e Primary care

e ‘Incidentto’ provision, locum tenensand reciprocal billing rules
e E/M coding

e Global surgery

e Provider enrollment

e SNFconsolidated billing

e Medicare Secondary Payer

Thisisour only Medifest in Connecticut for 2007, sodon’t missout.

Thisevent will provide you with the opportunity to network with other professionals, visit with exhibitors featuring the
latest product and service offerings, and attend many educational sessions over aone and a half day time period.

Additional information and registration for the above sessions will be coming soon to the
http: //www.connecti cutmedicare.comwebsite, or you may contact us at our event registration hotline (203) 634-5527.

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by

First Coast Service Options, Inc. (FCSO), your Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated informationis
posted to the provider education websites http://mww.connecti cutmedicare.com or
http://mww.floridamedicare.com. It's very easy to do. Simply go to the website, click on the
“eNews’ link on the navigational menu and follow the prompts.




CONNECTICUT
MEDICARE PART B
MAIL DIRECTORY

Connecticut Medicare Part B welcomes
any questions that you may have regarding
the Medicare Part B program. Always be sure
to clearly explain your question or concern.
Thiswill help our staff to know exactly what
issues to address when developing a response
to your inquiry.

Please submit your questions to the
appropriate department. Thiswill ensure that
your concerns are handled in a proper and
timely manner. This can be achieved by
including anAttention Line below the address
on the envelope. Listed below is adirectory of
departments that includes the issues that you
would address to their attention.

With the exception of Redeterminations
and Medicare EDI, please submit all correspon-
dence with the appropriate attention line to:

Attention: (insert dept name)
Medicare Part B CT

P.O. Box 45010

Jacksonville, FL 32232-5010

Attention: Correspondence

The Correspondence attention lineis
used for inquiries pertaining to general issues
regarding Medicare Part B. Some examples of
these issues are deductibles, assignment, and
beneficiary address changes. Do nhot use
words such as REVIEW or RECHECK when
sending general correspondence.

Attention: Financial Services
Use this attention line to return duplicate
payments or overpayment refunds.

Attention: Fraud and Abuse

If you encounter what you believeis
suspected, potential, or possible fraud or
abuse of the Medicare program, we encourage
you to contact this department.

Attention: Freedom of Information (FOIA)

This department handles requests for
information available under the Freedom of
Information Act.

Attention: Medical Review

Questions regarding LMRPs/LCDs and
correct documentation for evaluation and
management services are handled by this
department. Documentation for off-label
chemotherapy use should also be submitted
to the Medical Review Department.

Attention: MSP

Write to the Medicare Secondary Payer
(M SP) department when submitting an
Explanation of Benefitsfrom aprimary
insurance, Exhaust lettersfrom Auto Liability
claims, and M SP calculation review requests.

Attention: Pricing/
Provider Maintenance

Address your envelope to this
department to apply for anew provider
number, change a business or hilling address
of aprovider, or to make any changesin the
status of a provider. This department also
handles fee schedule requests and inquiries,
participation requests, and UPIN requests.

Attention: Resolutions

Use the Resolutions attention line
when inquiring or submitting information
regarding dates of death, incorrect
Medicare (HIC) numbers, incorrect
beneficiary information, etc.

MAILING ADDRESS
EXCEPTIONS

We have established specid PO. boxes to
use when mailing your redeterminations and
hearings requests, paper clams, or to contact
Medicare EDI:

Redeterminations/Appeals

Please mail only your requests for
redeterminations to this PO. Box. DO
NOT send new claims, general
correspondence, or other documents to
this location; doing so will cause a delay in
the processing of that item.

If you believe the payment or
determination isincorrect and want aclaim to
be reconsidered, then send it to the attention
of the review department. Reguests for
redeterminations must be made within 120
days of the date of the Medicare Summary
Notice. These requests should not include
redetermination requests on Medicare
Secondary Pay calculations. Claims that
are denied for return/reject need to be
resubmitted and should not be sent as a
redetermination. These resubmitted claims
should be sent in as new claims.

Hearings

If you believe that your redetermina-
tion was incorrect and want it reviewed by
a Hearing Officer, send your inquiry to the
attention of the Hearing Department. A
reguest for a hearing must be made within
six months of the date of the Review
Department determination and at least
$100.00 must remain in controversy from
this decision.

Post Office Box for Appeals/Hearings:

Medicare Part B CT Appeals/Hearings
First Coast Service Options, Inc.
P.O. Box 45041

Jacksonville, FL 32232-5041

Electronic Media Claims/EDI

The Electronic Data Interchange
department handles questions and provides
information on electronic claims
submission (EMC).

Post Office Box for EDI:

Medicare Part B CT Medicare EDI
P.O. Box 44071

Jacksonville, FL 32231-4071

Claims

The Heath Insurance Portability and
Accountability Act (HIPAA) requires
electronic submission of mpst types of
Medicare claims. We realize, however, that
on occasion it is necessary to submit a
paper claim. When this happens, submit
your claims on the approved red-and-white
Form CMS-1500 to:

Medicare Part B CT CLaims
P.O. Box 44234
Jacksonville, FL 32231-4234

CONNECTICUT
MEDICARE PHONE
NUMBERS

Provider Services

First Coast Service Options, Inc.
Medicare Part B

1-866-419-9455 (toll-free)

Beneficiary Services

1-800-M EDI CARE (toll-free)
1-866-359-3614 (hearing impaired)
Electronic Data Interchange (EDI)

Enrollment
1-203-639-3160, option 1

PC-ACE® PRO-32
1-203-639-3160, option 2

Marketing and Reject Report Issues
1-203-639-3160, option 4

Format, Testing, and Remittance Issues
1-203-639-3160, option 5

Electronic Funds Transfer Information
1-203-639-3219

Hospital Services
Empire Medicare Services
Medicare Part A
1-800-442-8430

Durable Medical Equipment
HealthNow NY
DMERC MedicarePart B
1-800-842-2052

Railroad Retirees
Pametto GBA
Medicare Part B
1-877-288-7600

Quality of Care
Peer Review Organization
1-800-553-7590

OTHER HELPFUL
NUMBERS

Social Security Administration
1-800-772-1213

American Association of Retired Persons

(AARP)
1-800-523-5800

To Report Lost or
Stolen Medicare Cards
1-800-772-1213

Health Insurance Counseling Program
1-800-994-9422

Area Agency on Aging
1-800-994-9422

Department of Social Services/ConnMap
1-800-842-1508
ConnPace/

Assistance with Prescription Drugs
1-800-423-5026

MEDICARE
WEBSITES

PROVIDER
Connecticut

http: /Amvww.connecti cutmedi care.com
Centersfor Medicare & Medicaid
Services

http:/mmw.cms.hhs.gov

BENEFICIARIES
Centersfor Medicare & Medicaid
Services

http: //Ammww.medi care.gov




This section of the Medicare B
Update! features summaries of new and
revised local coverage determinations
developed as aresult of either local
medical review or comprehensive data
analysisinitiatives. Theseinitiatives are
designed to ensure the appropriateness
of medical careand that thecarrier’s
medical policiesand review guidelines
are consistent with accepted standards
of medical practice.

In accordance with publication
requirements specified by the Centers
for Medicare & Medicaid Services
(CMS), carriersno longer include full-
text local coverage determinations
(LCDs) to providersin the Update!
Summaries of revised and new LCDs
are provided instead. Providers may
obtain full-text LCDs on our provider
education website,
http: /Aww.floridamedicare.com. Final
LCDs, draft LCDs availablefor
comment, LCD statuses, and LCD
comment/response summaries may be
printed from the Part B Medical Policy
section.

Effective and Notice Dates

Effective dates are provided in
each policy, and are based on the date
of service (unless otherwise noted in
the policy). Medicare contractors are
required to offer a 45-day notice period
for LCDs; the date the LCD is posted
to the website is considered the notice
date.

Electronic Notification
Toreceivequick, automatic notifica-
tion when new LCDs are posted to the
website, subscribe to our FCS0O eNews
mailing ligt. I1t's very easy to do; go to

http: /Amwww.floridamedicare.com, click
on the“eNews’ link on the navigational
menu and follow the prompts.

More Information

If you do not have Internet access,
to obtain a hardcopy of a specific LCD,
contact Medical Policy at:

Medica Policy and Procedures
First Coast Service Options, Inc.
PO. Box 2078

Medical Review Table of Contents
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Advance Notice Statement

dvance beneficiary notice (ABN) isrequired in the event the service may be
denied or reduced for reasons of medical necessity (see page 4).

Jacksonville, FL 32231-0048




CORRECTIONS

2007 ICD-9-CM Coding Changes—Correction

helocal coverage determinations (L CDs) impacted by the annual 2007 ICD-9-CM update (effective October 1, 2006), were

published in the October 2006 Medicare B Update! (pages 45-47). One of the procedure codeslisted in the article for the
epoetinafa(EPO) LCD wasincorrect. Thearticleindicated, “ Add diagnoses 238.72, 238.73, 238.74, and 238.75 for procedure
code JO585". The procedure code should reflect JO885.

New LCDs

90802: Interactive Psychiatric Services—New LCD

This information was previously published in the January 2007 Medicare B Update! page 78 in the General Medical
Review section. This article has been revised to include information regarding the retirement of two LCDs.

he interactive psychiatric techniques are utilized Thisnew local coverage determination (LCD) hasbeen
primarily to evaluate children and/or adults who do not developed to provide indications and limitations of coverage
have the ability to interact through ordinary verbal and/or medical necessity and documentation requirements
communication. It involvesthe use of physical aidsand for CPT codes 90802, 90810, 90811, 90812, 90813, 90814,
nonverbal communication to overcome barriersto the 90815, 90823, 90824, 90826, 90827, 90828, 90829 and
therapeutic interaction between the clinician and the patient 90857.
who has not yet developed, or haslost, either the expressive In addition, the L CD for interactiveindividual psycho-

language communi cation skillsto explain his’her symptoms therapy (90810) and the L CD for interactive group psycho-

and response to treatment, or the receptive communication ther ; ; ;
) G apy (90857) are being retired as they have been incorpo-
skills to understand the clinician if he/she were to use ratedin thisnew LCD.

ordinary adult language for communication. Aninteractive

technigue may include the use of inanimate objects such as Effective Date

toysand dollsfor achild, physical aidsand non-verbal Thisnew LCD and theretired LCDs are effectivefor
communication to overcome barrl_ersto therz_apet_mc Interaction, servicesrendered on or after February 28, 2007. Thefull text
or an interpreter for apersonwho isdeef or in situationswhere  of thisLCD isavailable through our provider education

the patient does not speak the same language as the provider website at http: //www.floridamedicare.com on or after this
of care. If apatient is unable to communicate by any means, effective date.

the interactive codes should not be billed.

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

REevisions To LCDs

J9000: Antineoplastic Drugs—LCD Revision

hislocal coverage determination (L CD) for antineoplastic drugswas|ast updated on December 19, 2006. Sincethat time, a

revision was made to add an additional off-label indication and ICD-9-CM code rangefor irinotecan (J9206), based on The
United States Pharmacopeia Drug Information (USP DI).

Under the “Indications and Limitations of Coverage and/or Medical Necessity” section of the LCD, the following off-label
indication was added to I rinotecan (J9206):

e Treatment of epithelia ovarian cancer for platinum-resistant or platinum-refractory patients.

Under the “1CD-9 Codes that Support Medical Necessity” section of the LCD, the following diagnosis range was added
toirinotecan (J9206):

183.0-1839 Malignant neoplasm of ovary and other uterine adnexa
Effective Date
Thisrevisioniseffectivefor claims processed on or after January 22, 2007, for servicesrendered on or after November 30,

2006 for HCPCS code J9206. Thefull text of thisLCD isavailablethrough our provider education website at
http: //www.floridamedicare.com on or after this effective date.




J9041: Bortezomib (Velcade®)—LCD Revision

hislocal coverage determination (L CD) for bortezomib (Vel cade®) had an original effective date of January 1, 2006. Since
that time, the following revisions were made under the “ I ndications and Limitations of Coverage and/or Medical
Necessity” section of the LCD:

e Added approved Food and Drug Administration (FDA) indication for treatment of patients with mantle cell lymphoma
who have received at least one prior therapy.

* Removed off-label treatment of relapsed or refractory B-cell non-Hodgkin'slymphomafor mantle cell lymphoma.
Added off-label indication of induction therapy for multiple myel oma patientsin combination with one or more drugs.

Effective Dates
Thisrevisioniseffectivefor servicesrendered on or after December 8, 2006. Thefull text of thisLCD isavailablethrough
our provider education website at http://www.floridamedicare.com on or after this effective date.

NCSVCS: The List of Medicare Noncovered Services—LCD Revision

hislocal coverage determination (LCD) for thelist of medicare noncovered serviceswaslast updated on January 1, 2007.

Since that time, Medicare hasissued anational coverage determination (NCD) and deemed Cavernous nerves electrical
stimulation with penile plethysmography not reasonable and necessary for Medicare beneficiaries undergoing nerve-sparing
prostatic or colorectal surgical procedures. A revision has been made to add CPT code 55899 (Cavernous nerves electrical
stimulation with penile plethysmography) under the “National Noncoverage Decisions’ section of the LCD. Thisrevisionis
based on CM S Publication 100-03, Medicare National Coverage Determinations, Transmittal 61, Change Request 5294.

Effective Dates

Thisrevision iseffective for claims processed on or after January 8, 2007 for services rendered on or after August 24,
2006. Thefull text of thisLCD isavailable through our provider education website at http://www.floridamedicare.comon or
after this effective date.
Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,

descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

THERSVCS: Therapy and Rehabilitation Services—LCD Revision

helocal coverage determination (LCD) for physical medicine and rehabilitation was|last revised on December 9, 2006. Since
that timethe LCD hasbeenrevised. CM Sissued change request (CR) 5478, dated December 29, 2006 for outpatient
therapy cap exception process for calendare year 2007. Based on instructions found in this CR, the LCD wasrevised to remove
language pertaining to the Manual Process Exceptions. In addition, the “ Documentation Requirements” section of the LCD
was updated based on the revised language found in the Medicare Benefit Policy Manual, Pub 100-2, Chapter 15, sections
220-230.
Note: Thisrevisioniseffective January 16, 2007 for servicesrendered on or after January 1, 2007.

In addition to the above revision, this LCD was also revised based on instructionsissued in CMS CR 5421, dated
December 15, 2006. The“ Indicationsand Limitations of Coverage and/or Medical Necessity” section of the LCD wasrevised
to add national noncoverage language issued with this CR for Infrared Therapy Devices. This noncoverage language pertains
to CPT 97026. The“1CD-9 Codesthat Do Not Support Medical Necessity” section of the LCD wasrevised to include the ICD-
9-CM codes issued as noncovered with this CR. Theseinclude:

250.60-250.63 3H44 3545 349 351 3552 353

3554 3556 3671 35579 3558 3559 3560

356.2 356.3 3564 3568 3569 357.0-357.7 674.10

67412 674.14 674.20 674.22 674.24 707.00-707.09 707.10-707.19
870.0-879.9 880.00-887.7 890.0-897.7 998.31 998.32.

Note: Thisrevisionwill be effective January 16, 2007 for servicesrendered on or after October 24, 2006.

Thefull text of this LCD isavailable through our provider education website at http: //www.floridamedicare.comon or
after this effective date.
Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,

descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.




VISCO: Viscosupplementation Therapy For Knee—LCD Revision

helocal coverage determination (L CD) for viscosupplementation therapy for kneewas|ast revised January 1, 2007. The

revision consisted of the 2007 HCPCS update.

Sincethat time, change request 5459 issued by the Centersfor Medicare & Medicaid Services (CMS), dated December 22,
2006, assigned HCPCS code J7319 [hyaluronan (sodium hyaluronate) or derivative, intra-articular injection, per injection] a
statusindicator of | (inactive). New HCPCS codes were assigned for all recognized synthetic hyaluronic preparations used for
viscosupplementation therapy for the knee(s).

The LCD hasbeen revised to replace HCPCS code J7319 and J3590 with HCPCS codes Q4083, Q4084, Q4085, and Q4086.
The new HCPCS codes and their descriptors are asfollows:

Q4083 Hyaluronan or derivative, Hyalgan or Supartz , for intra-articular injection, per dose
Qo34 Hyaluronan or derivative, Synvisc , for intra-articular injection, per dose

Q4085 Hyaluronan, or derivative, Euflexxa , for intra-articul ar injection, per dose

Q4086 Hyaluronan, or derivative, Orthovisc , for intra-articular injection, per dose

Effective Date
ThisLCD revisioniseffectivefor servicesrendered on or after January 1, 2007. Thefull text of thisLCD isavailable
through our provider education website at http://mww.floridamedicare.com on or after this effective date.

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by

First Coast Service Options, Inc. (FCSO), your Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information is
posted to the provider education websites http://mwww.connecti cutmedicare.com or

http: //mww.floridamedicare.com. It's very easy to do. Simply go to the website, click on the
“eNews’” link on the navigational menu and follow the prompts.




FLorIDA EDucATIONAL RESOURCES

Upcoming Provider Outreach and Education Events
February 2007 — May 2007

Ask the Contractor Teleconference (ACT) — Provider Enrollment

When: February 15, 2007

Time 11:30am.—1:.00p.m.

Typeof Event:  Teleconference

Medifest

When: March 13, 2007 —March 15, 2007
Where; Jacksonville Marriott

Jacksonville, Florida
Hot Topics Teleconference — Topics to be determined

When: March 22, 2007
Time: 11:30am.—12:30p.m.
Typeof Event:  Teleconference

Hot Topics Teleconference — Topics to be determined

When: April 12,2007

Time 11:30am.—21:00 p.m.

Typeof Event:  Teleconference

Medifest

When: May 15, 2007 —May 17, 2007

Where: Marriott Tampa Westshore
Tampa, Florida

More events will be planned soon for this quarter. Keep checking our website, www.floridamedicare.com or listening to
information on the FCSO Provider Education Registration Hotline, 1-904-791-8103, for detailsand newly scheduled events!

Please Note:

e Preregistration isrequired for all teleconferences, webcasts and in-person educational seminars.

e Dates and times are subject to change prior to event advertisement.

e For event and registration details, check our website (www.floridamedicare.com) or call our registration hotline at (904)
791-8103 afew weeks prior to the event.

Registrant’sName:

Registrant’sTitle:

Provider’ sName:

Telephone Number: Fax Number:

Email Address:

Provider Address:

City, State, Zip Code:




Medifest Class Schedule
March 13-15, 2007

Regi strant’ s Name:

A-PatA Class
B — Part B Class
(A/B) —Both PartsA&B

Mar ch 13 —15, 2007
Jackonville M arriott
4670 Salisbury Road

Jacksonville, FL 32256
Please contact hotel for directionsand/or reservations (904) 296-2222

PLEASE MARK ONLY ONE CLASSPERTIME SLOT.
Cost $205.00

Dav 1
General Session 8:00 am to 8:30 am

8:45 AM - 10:15 AM SESSION 1
LAbpeds (A)
LAbpeds (B)
LCPT Coding (A/B)
L Blrect Daa Entry (A)
[ Global Surgery (B)
L Mledicare Self Service Techniaues (A/B)
10:30 AM — 12:00 PM SESSION 2
Lellearning (A/B)
[ EM Coding (B)
LFhud & Abuse (A/B)
[Mledicare Easy Remit (B)
CMbodifiers (A)
[Nktioral Correct Coding Initiative (NCCI) Modifiers (B)
1:15 PM - 3:15 PM SESSION 3
CANS 101 (A/B)
LEAM Documentation (B)
L Life of aPat A Clam (A)
L Mledicare Secondary Payer (A)
[ Mledicare Secondary Payer (B)
Lpdovider Errollment/NPI (A/B)
3:30 PM - 5:30 PM SESSION 4
CANS 102 (A/B)
[Cla ms Resol ution (B)
L1dD-9-CM Coding (A/B)
i dent to/Locum Tenens/Reciprocd Billing (B)
LMledica Review/Data Aralysis (A/B)

Day 2

8:00 AM - 10:00 AM SESSION 1
[CANS 101 (A/B)
LEM Documertation (B)
[ Iicident to/Locum Tenens/Reciprocd Billing (B)
L Mledi care Secondary Payer (B)
[ Provider Enrollment/NPI (A/B)
L R&Embursement Efficiencv (A)

10:15 AM — 12:15 PM SESSION 2

LANS 102 (A/B)
[ ClamsResolution (B)
L+dD-9-CM Coding (A/B)
[Mledicd Review/Data Andysis(A/B)
L Mledicare Outpatient PPS (A)
[Mledicare Part D (A/B)

1:30 PM — 3:00 PM SESSION 3
L Abpeals (B)
LcPT Coding (A/B)
[ Dlrect Data Entry (A)
LGlobal Surgery (B)
[ Mledicare Easy Remit (B)
LPAmarv Care(B)

3:15 PM — 4:45 PM SESSION 4
[ellearning (A/B)
CEM Coding (B)
LFdud & Abuse (A/B)
[Mledicare Self Service Techniques (A/B)
LNkiond Correct Coding Initiative (NCCI) Modifiers (B)

Day 3
Mar ch 15, 2007
Cost $126.00
9:00 AM - 12:00 PM

LCAlbulaory Surgery Center (B)
LCkdiology (B)

[ Iddependent Diagnostic Testing Fadility (B)
[ Réhabilitation Services (A/B)

L Shilled Nursing Facility (A/B)




MEDIFEST 2007, Jacksonville Registration Form

Jacksonville Marriott
4670 Salisbury Road Jacksonville, FL 32256
Please contact hotel for directions and/or reservations (904) 296-2222

Registrant’'s Name

Telephone Number

Email Address

Fax Number

Provider's Name

Street Address

City, State, ZIP Code

Cost for Medifest
Medifest (Day 1 & 2) $205.00
Medifest Specialty (Day 3) $126.00

FAXED REGISTRATION

Fax registration form to (904) 791-6035.

A confirmation will be faxed to you. The invoice will be sent under a separate cover.
Make checks payable to: FCSO Account #700390

Mail the forms (after you have faxed them) and payment to:

Medifest Registration

P.O. Box 45157

Jacksonville, FL 32231

Bring your Medifest confirmation notice to the event.

CANCELLATIONSAND REFUNDS
All cancellation requests must be received 7 days prior to the event. All refunds are subject to a $25.00 cancellation
fee per person. (Rain checks will not be issued for cancellations.)

SUBSTITUTIONS
If you are unable to attend, your company may send one substitute to take your place for the entire seminar.
Remember: You must inform the Registration Office of all changes.

Once you have signed in at the registration desk, substitutions will not be permitted during the remainder of the
event.

CONFIRMATION NOTICE
On-line registration: When registering on-line for an education event, you will automatically receive your confirmation
via e-mail notification.

Faxed registration: A confirmation notice will be faxed or e-mailed to you within 7 days of receiving your registration
form. If you do not receive a confirmation notice (not the confirmation form generated from your fax machine, but the
confirmation notice provided by Provider Outreach and Education), please contact us at (904) 791-8103.

HOTEL INFORMATION
Jacksonville Marriott
4670 Salisbury Road
Jacksonville, FL 32256
(904) 296-2222

Ask for FCSO’s Special Room Rate.




FLORIDA MEDICARE
PART B MAIL
DIRECTORY

CLAIMS SUBMISSIONS
Routine Paper Claims
Medicare Part B
P. O. Box 2525
Jacksonville, FL 32231-0019

Participating Providers

Medicare Part B Participating Providers
P. O. Box 44117

Jacksonville, FL 32231-4117

Chiropractic Claims

Medicare Part B Chiropractic Unit
P O. Box 44067

Jacksonville, FL 32231-4067

Ambulance Claims
Medicare Part B Ambulance Dept.
P O. Box 44099
Jacksonville, FL 32231-4099

Medicare Secondary Payer

Medicare Part B Secondary Payer Dept.
P O. Box 44078

Jacksonville, FL 32231-4078

ESRD Claims

Medicare Part B ESRD Claims
P O. Box 45236
Jacksonville, FL 32232-5236

COMMUNICATIONS
Redetermination Requests
Medicare Part B Claims Review
PO Box 2360

Jacksonville, FL 32231-2100

Fair Hearing Requests
Medicare Hearings

Post Office Box 45156
Jacksonville FL 32232-5156

Administrative Law Judge Hearing
Q2 Administrators, LLC

Part B QIC South Operations

P.O. Box 183092

Columbus, Ohio 43218-3092

Attn: Administration Manager

Status/General Inquiries
Medicare Part B Correspondence
P O. Box 2360
Jacksonville, FL 32231-0018

Overpayments

Medicare Part B Financial Services
P O. Box 44141

Jacksonville, FL 32231-4141

DURABLE MEDICAL EQUIPMENT
(DME)

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare

DMERC Operations

P O. Box 100141

Columbia, SC 29202-3141

ELECTRONIC MEDIA CLAIMS (EMC)
EMC Claims, Agreements and
Inquiries

Medicare EDI

P O. Box 44071

Jacksonville, FL 32231-4071

MEDICARE PART B ADDITIONAL
DEVELOPMENT

Within 40 days of initial request:
Medicare Part B Claims

P O. Box 2537

Jacksonville, FL 32231-0020

Over 40 days of initial request:
Submit the charge(s) in question,
including information requested, as
you would a new claim, to:

Medicare Part B Claims

P O.Box 2525

Jacksonville, FL 32231-0019

MISCELLANEOUS
Provider Participation and Group
Member ship Issues; Written Requests for
UPINS, Profiles & Fee Schedules:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

Provider Change of Address:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021
and
Provider Registration Department
Blue Cross Blue Shield of Florida
P. O. Box 41109
Jacksonville, FL 32203-1109

Provider Education:
For Educational Purposes and Review
of Customary/Prevailing Charges or
Fee Schedule:

Medicare Part B

Provider Outreach and Education

P O. Box 2078

Jacksonville, FL 32231-0048

For Education Event Registration:
Medicare Part B

Medicare Education and Outreach

P O. Box 45157

Jacksonville, FL 32232-5157

Limiting Charge Issues:
For Processing Errors:
Medicare Part B

R O. Box 2360

Jacksonville, FL 32231-0048

For Refund Verification:
Medicare Part B

Compliance Monitoring

P O. Box 2078

Jacksonville, FL 32231-0048

Medicare Claims for Railroad
Retirees:

MetraHealth RRB Medicare

P O. Box 10066

Augusta, GA 30999-0001

Fraud and Abuse

First Coast Service Options, Inc.
P O. Box 45087

Jacksonville, FL 32232-5087

FLORIDA
MEDICARE
PHONE NUMBERS

BENEFICIARY

Toll-Free:
1-800-MEDICARE

Hearing Impaired:
1-800-754-7820

Note: The toll-free customer service lines
are reserved for Medicare beneficiaries
only. Use of this line by providers is not
permitted and may be considered program
abuse.

PROVIDERS
Toll-Free
Customer Service:
1-866-454-9007
Interactive Voice Response (IVR):
1-877-847-4992

For Education Event Registration (not
toll-free):
1-904-791-8103

EMC

Format | ssues& Testing:
1-904-354-5977 option 4

Sart-Up & Front-End EditsRejects:
1-904-791-8767 option 1

Electronic Funds Transfer
1-904-791-8016

Electronic Remittance Advice, Electronic

Claim Status, & Electronic Eligibility:
1-904-791-6895

PC-ACE Support:
1-904-355-0313

Marketing:
1-904-791-8767 option 1

New | nstallations:
(new electronic senders; change of address
or phone number for senders):
1-904-791-8608

Help Desk:
(Confirmation/Transmission):
1-904-905-8880 option 1

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare
1-866-270-4909

MEDICARE PART A
Toll-Fr ee:
1-866-270-4909

Medicare Websites
PROVIDERS

Florida M edicar e Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid
Services
www.cms.hhs.gov

BENEFICIARIES

Centersfor Medicare & Medicaid
Services

www.medicare.gov




ORDER FORM — 2007 PART B MATERIALS

Thefollowing materialsare availablefor purchase. To order theseitems, please complete and submit thisform along with
your check/money order payableto FCSO with the account number listed by each item.

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are required for
purchases of items from different accounts.

QUANTITY ITEM ACCOUNT | COST PER
NUMBER ITEM

Medicare B Updatel Subscription — The Medicare B Update! is 700395 $85.00
available free of charge online at (Hardcopy)
http://www. connecticutmedicare.com and
http://www. floridamedicare.com. Hardcopy or CD-ROM $20.00
distributionis limitedto individud providers and professiond (CD-ROM)
association groups who billed at least one Part B dlam (to ether
Connecticut or Horida Medicare) for processing during the twelve
months prior to the re ease of eachissue.
Beginningwith publicationsissued after June 1, 2003, providers
who meet the above criteria must register to receive the Update! in
hardcopy or CD-ROM format. Qualifying providers will be
digible toreceive one hardcopy or CD-ROM of each issue, if a
vaid reason can be shown why the electronic publication available
free of charge on the Internet cannot be utilized. Nonprovider
entities or providers who need additional copies may purchase an
annud subscription. T his subscription includesall issues published
from October 2006 through September 2007 (back issueswill be
sent upon receipt of order).
2007 Fee Schedule — Therevised Medicare Part B Physcian and 700400 Hardcopy:
Nonphysician Practitioner Fee Schedule, effective for services $5.00
rendered January 1, 2007, through D ecember 31, 2007, is available (CT)
free of charge online at http://www. connecti cutmedi care.com and $10.00
http://www.floridamedicare.com, Providers having technical (FL)
barriers that are registered to receive hardcopy publications will
automatically receive one copy of the annual fee schedule. CD-ROM:
Additiond copies or aCD-ROM isavailable for purchase The Fee $6.00
Schedul e contains caendar year 2007 payment réates for all (Specify CT
localities. These itemsdo not include the payment rates for or FL)
injectable drugs, dinical lab services, mammography screening, or
DMEPOS items. Note: Revisions to feesmay occur; FCSO will
republish any revised fees in future editions of the Medicare B
Update! Nonprovider entities or providers who need additiona
copiesat other office locations may purchase additiond copies.

Please write legibly

Subtotal $ Mail this form with payment to:
Tax (add % for $ First Coast Service Options, Inc.
your area) Medicare Publications
P.O. Box 45280
Total $ Jacksonville, FL 32232-5280

Contact Name:

Provider/Office Name:

Phone: FAX Number:

Mailing Address:

City: State: ZIP:

Please make check/money order payable to: FCSO Account # (fill in from above)
(CHECKS MADE TO “PURCHASE ORDERS’ NOT ACCEPTED)
ALL ORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT




MEebpicare B UprDATE!

FirsTC 0AsT SERVICE OPTIONS, INC.
P.0.Box 2078 JacksonviLLE, FL 32231-0048 (FLoRIDA)
P.O.Box 44234 JacksonviLLE, FL 32231-4234

* ATTENTION BILLING MANAGER *






