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LORIDA ONLY FROM THE CONTRACTOR

From THE CONTRACTOR

2008 Medifest Symposium—Mark Your Calendars
May 6 -7, 2008 in Orlando

aveyou heard the news? Our popular 2008 Medifest Symposium is coming to Florida providerson May 6 —7 in Orlando,
FL. Thispopular educational seminar brings together M edicare experts, providers, billing staff, coders, and suppliers
throughout Floridato learn the latest on the Medicare program and to network with their peers.

Our Provider Outreach and Education team is working hard to make this the most rewarding and convenient Medifest
ever.

What's New This Year
We are excited to announce hew enhancements to this year’'s Medifest:

Two 1-Day Events

To better accommodate your busy schedule, we will offer Medifest as two 1-day sessions, conducting general classesin
the morning and specialty coursesin the afternoon. Come for one day or stay for two, there will still be adiversity of classes
for you to choose.

Panel Discussions
This new event isthe direct result of your feedback. During this 3-hour session, you will have the opportunity to discuss
the latest issues with apanel of representatives from FCSO leadership, aswell asto network with your peers.

MoreAdvanced Classes

Based on your recommendations, we will conduct all courses at amore advanced level thisyear. To ensure everyone
benefits from this new curriculum, participants must complete one Web-based Training (WBT) course prior to registering for
each class. These pre-requisite WBTswill be made availablein February 2008 through our Learning Management System.

Medifest Classes
Our classes are based on the latest hot topics and data analysis trends. In the morning session, we will offer amenu of
general Medicare courses on:

e Reimbursement Efficiency —Part A/B e FloridaHospital Association (FHA) — Part A
e Provider Self-Service Techniques—Part A/B e Fraud and Abuse—Part A /B
e Evaluation and Management Coding — Part B e Medica Review/DataAnalysis—Part A/B

The afternoon session focuses on specialty classes and panel discussions:
e Evaluation and Management Documentation — Part A/B e  Skilled Nursing Facility (SNF) —Part A

e Rehabilitation—Part A/B ¢ Independent Diagnostic Testing Facility — Part B
e Panel Discussion— Part A/B

Don’t Forget to Mark Your Calendars
Moreinformation on registration and how to complete pre-requisite WBT courseswill be coming soon in future communi-
cations. Stay tuned to our Web site at www.fcso.com, or through our event registration hotline at 904-791-8103.

This will be the only Medifest event for Florida providersin 2008, so don’t forget to mark your calendars:

What: 2008 Medifest Symposium

When: May 6 & 7, 2008

Wher e:Marriott Orlando Downtown
400 West Livingston Street, Orlando, FL 32801
(407) 843-6664 or (800) 574-3160
http://www.marriott.com/defaul t.mi
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THE FCSO Mebicare B UpPpATE!

About the Connecticut and Florida Medicare B Update!

he Medicare B Update! isacomprehensive publication

developed by First Coast Service Options, Inc. (FCSO)
for Part B providersin Connecticut and Florida.

The Provider Outreach & Education Publicationsteam
distributes the Medicare B Update! on a monthly basis.

Important notificationsthat require communicationin
between publications will be posted to the FCSO Medicare
provider education Web site, http://mwww.fcso.com. In some
cases, additional unscheduled special issues may be posted.

Who Receives the Update?

Anyone may view, print, or download the Update! from
our provider education Web site(s). Providers who cannot
obtain the Update! from the Internet are required to register
with usto receive acomplimentary hardcopy or CD-ROM.

Distribution of the Update! in hardcopy or CD-ROM
format islimited to individual providersand professional
association (PA) groups who have billed at |east one Part B
claimto either Connecticut or FloridaMedicarefor process-
ing during the twelve months prior to the release of each
issue. Providers meeting these criteriaare eligibleto receive
acomplimentary copy of that issue, if a technical barrier
exists that prevents them from obtaining it from the Internet
and they have returned a completed registration formto us.
Registration forms must be submitted annually or when you
experienceachangein circumstances that impacts your
electronic access.

For additional copies, providers may purchase a
separate annual subscription in hardcopy or CD-ROM
format (see order formin the back of thisissue). All issues
published since 1997 may be downloaded from the Internet,
free of charge.

We use the same mailing address for all correspon-
dence, and cannot designate that the Update! be sent to a
specific person/department within aprovider’s office. To
ensure continued receipt of all Medicare correspondence,
providers must keep their addresses current with the
Medicare Provider Enrollment department. Please remember
that address changes must be done using the appropriate
CMS-855.

Clear Identification of State-Specific Content

Articles common to both states appear at the beginning
of the publication. Within common articles, referencesto
phone numbers, addresses, reimbursement amounts, past
publications, etc., are state-specific as appropriate. Content
specific to Connecticut is next, followed by content specific
to Florida. Connecticut and Floridalocal coverage determina
tion (LCD) summaries are combined into one section.
Articlesin this section applies to both Connecticut and
Florida unless otherwise noted.

Publication Format
The Update! is arranged into distinct sections.

Following the table of contents, aletter from the carrier
medical director (asneeded), and an administrativeinforma
tion section, the Update! provides content applicable to
both states, as noted previously. Within this section,
information iscategorized asfollows.

e Theclaims section provides claim submission require-
ments and tips, plus correspondence (appeals and
hearings) information.

e Thecoverage/r eimbur sement section discusses specific
CPT and HCPCS procedure codes. It is arranged by
specialty categories (not speciaties). For example,
“Mental Health” would present coverage information of
interest to psychiatrists, clinical psychologists and
clinical socia workers, rather than listing articles sepa-
rately under individual provider specialties. Also pre-
sented in this section are changes to the Medicare
physician fee schedule, and other pricing issues.

e Thesection pertaining to electronic datainter change
(EDI) submission a so includesinformation pertaining to
the Health Insurance Portability and Accountability Act
(HIPAA).

e Thegeneral information section includesfraud and abuse,
and Medicare Secondary Payer topics, plus additional
topics not included elsawhere.

Educational resour ces. Important addr esses, phone
number s, and Web siteswill always bein state-specific
sections.

Quarterly Provider Update

he Centersfor Medicare & Medicaid Services (CMS) publishesthe Quarterly Provider Update (QPU) at the beginning of

each quarter to inform the public about:

e Regulationsand major policies currently under development during this quarter.

e Regulationsand major policies completed or cancel ed.
¢ New/revised manual instructions.

CM S regulations establish or modify theway CM S administers the Medicare program. These regulationsimpact provid-

ers and suppliers providing services to Medicare beneficiaries.

Providers may access the Quarterly Provider Update by going to the CMS Web site at

http: //mmw.cms.hhs.gov/QuarterlyProvider Updates/.

Providers may jointhe CMS-QPU listserv to ensuretimely notification of al additionsto the QPU.

February 2008
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CONNECTICUT aAnp FLORIDA ABOUT THE UPDATE!

Advance Beneficiary Notices

edicare Part B allows coverage for servicesand items

deemed medically reasonable and necessary for
treatment and diagnosis of the patient. For some services, to
ensure that payment is made only for medically necessary
services or items, coverage may be limited based on one or
more of thefollowing factors (thislist isnot inclusive):

e Coveragefor aserviceor item may beallowed only for
specific diagnoses/conditions. Always code to the
highest level of specificity.

o Coveragefor aserviceor item may beallowed only
when documentation supports the medical need for the
serviceor item.

o Coveragefor aserviceor item may be allowed only
when its frequency is within the accepted standards of
medical practice (i.e., aspecified number of servicesina
specified timeframefor which the service may be
covered).

If the provider believes that the service or item may not
be covered as medically reasonable and necessary, the
patient must be given an acceptable advance notice of
Medicare's possible denial of payment if the provider does
not want to accept financial responsibility for the service or
item. Advance beneficiary notices (ABNSs) advise beneficia-
ries, beforeitems or services actually are furnished, when
Medicareislikely to deny payment.

Patient Liability Notice

The Centersfor Medicare & Medicaid Services (CMYS)
has devel oped the CM S-R131form aspart of the Beneficiary
NoticesInitiative (BNI) TheABNsare designed to be
beneficiary-friendly, readable and understandabl e, with
patient options clearly defined.

Therearetwo ABN forms- the Generd Useform (CMS-R-
131G) andthe L aboratory Testsform (CMS-R-131L). Bothare
standard forms that may not be modified; however, both
contain customi zable boxesfor theindividua requirements of
users. Reproducible copiesof Form CMS-R-131ABNs(in
English and Spanish) and other BNI information may befound
on CMS'sBNI Web site at
http: //mww.cms.hhs.gov/BNI/01_overview.asp#TopOfPage.

ABN Modifiers

When apatient is notified in advance that a service or
item may be denied as not medically necessary, the provider
must annotate this information on the claim (for both paper
and electronic claims) by reporting modifier GA (waiver of
liability statement onfile) or GZ (item or service expected to
be denied as not reasonable and necessary) with the service
oritem.

Failureto report modifier GA in caseswhere an appropri-
ate advance notice was given to the patient may result in the
provider having to assume financial responsibility for the
denied serviceor item.

Modifier GZ may be used in caseswhereasigned ABN
isnot obtained from the patient; however, when modifier GZ
ishilled, the provider assumes financial responsibility if the
serviceor itemisdenied.

“GA” Modifier and Appeals

hen a patient is notified in advance that a service or

item may be denied as not medically necessary, the
provider must annotate thisinformation on the claim (for
both paper and electronic claims) by reporting the modifier
GA (wavier of liability statement onfil€).

Failureto report modifier GA in caseswhere an appropri-
ate advance notice was given to the patient may result in the
provider having to assume financial responsibility for the
denied serviceor item.

Nonassigned claimscontaining the modifier GA inwhich
the patient has been found liable must have the patient’s
written consent for an appeal. Written appeals requests
should be sent to:

Connecticut

Medicare Part B RedeterminationsAppeals
POB0ox 45010

Jacksonville, FL 32232-5010

OR

Florida

Medicare Part B RedeterminationsAppeals
POBox 2360

Jacksonville, FL 32231-0018

/Sign up to our eNews electronic mailing list N
Join our eNews mailing list and receive urgent and other critical information issued by First
Coast Service Options, Inc. (FCSO), your Medicare carrier. By signing up, you will receive
automatic e-mail notification when new or updated information is posted to the provider
education Web site. It's very easy to do. Simply go to our Web site http://mww.fcso.com,
select Medicare Providers, Connecticut or Florida, click on the “eNews’ link located on the

\_ upper-right-hand corner of the page and follow the prompts. )
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2008 Annual Update for the Health Professional Shortage Area Bonus

Payment
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the November 2007 Medicare B Update! page 8.

Note: Thisarticlewasrevised on December 31, 2007, to reflect that change request (CR) 5698 wasrevised. The CR rel ease date,
transmittal number and Web addressfor accessing CR 5698 were changed. All other information remains the same.

Provider Types Affected
Physicians and providers submitting claims to Medicare administrative contractors (A/B MACS), carriers, and fiscal
intermediaries (FIs) for services provided in health professional shortage area (HPSAS).

Impact on Providers

Thisarticleis based on CR 5698, which a erts affected physicians, carriers, A/B MACs and Flsthat the new HPSA bonus
payment information for 2008 will be available soon. Thisarticleisinformational only for aphysician that the 2008 automated
bonus payments appliesto claimswith dates of service on or after January 1, 2008, through December 31, 2008.

Background

The Medicare Prescription Drug Improvement and M odernization Act of 2003 (section 413[b]) mandated an annual update
to the automated HPSA bonus payment files, and the Centersfor Medicare & Medicaid Services (CMS) creates these new
automated HPSA bonus payment files annually. The 2008 HPSA bonus payment file will be used for the automated bonus
payment for claimswith dates of service on or after January 1, 2008, through December 31, 2008. Physiciansand providers
should review the CM S Web site to determine whether aHPSA bonuswill automatically be paid for services provided in their
ZIP code area or whether amodifier must be submitted.

In addition, physicianswill find annual HPSA bonus payment files, asthey become available, and other important HPSA
information at http:// mww.cms.hhs.gov/hpsapsaphysi cianbonuses/ on the CM S Web site.

Additional Information

Theofficial instruction (CR 5698) issued to your Medicare A/B MAC, carrier, or Fl isavailable at
http://mmw.cms.hhs.gov/ Transmittal s/downl oads/R1404CP.pdf on the CM S Web site.

For the CM Sinformation about HPSA/PSA (Physician Bonuses), you may visit:
http: //mww.cms.hhs.gov/HPSAPSAPhysi cianBonuses/ on the CM S Web site.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5698 Revised

Related Change Request (CR) #: 5698

Related CR Release Date: December 28, 2007

Effective Date: January 1, 2008

Related CR Transmitta # R1404CP

Implementation Date: January 7, 2008

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.

/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 Medicare carrier. By signing up, you will receive
automatic e-mail notification when new or updated information is posted to the provider
education Web site. It's very easy to do. Simply go to our Web site http://wwwfcso.com,
select Medicare Providers, Connecticut or Florida, click on the “eNews'’ link located on the
\_ upper-right-hand corner of the page and follow the prompts. Y,

February 2008 The FCSO Medicare B Update! 7


http://www.cms.hhs.gov/hpsapsaphysicianbonuses
http://www.cms.hhs.gov/Transmittals/downloads/R1404CP.pdf
http://www.cms.hhs.gov/HPSAPSAPhysicianBonuses
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
http://www.fcso.com

Revised Guidance for Completing Form CMS-1500

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

Provider Types Affected
All physicians, providers, and supplierswho submit claims using CM S-1500 to Medicare contractors (carriers, Medicare
administrative contractors[A/B MACsg], and durable medical equipment Medicare administrative contractors[ DME/MACS]).

Provider Action Needed
STOP — Impact to You

The Centersfor Medicare & Medicaid Services (CMS) issued change request (CR) 5749 that notifies physicians and
supplierswho use the CM S-1500 (those providerswho qualify for awaiver from theAdministrative Simplification Compliance
Act [ASCA]) that changes are being made to submission instructions for completing boxes 32a and 32b of the CM S-1500.

CAUTION —What You Need to Know
The Key Points section of this CR outlines the changes required in the CM S-1500.

GO —What You Need to Do
Make certain your office staffs are aware of these changes in the content requirements of the CM S-1500.

Background

The CM S-1500 claim completion instructions are being revised in order to provide guidancer elated to the submission of
servicefacility identifiers.

The CM S-1500 answers the needs of many health insurers. It isthe basic form prescribed by CM Sfor the Medicare
program and is only accepted from physicians and suppliersthat are excluded from the mandatory electronic claims submis-
sion requirements set forth in the Administrative Simplification ComplianceAct (ASCA) and theimplementing regul ation at 42
CFR424.32.

Key Points
Providers note the changes in chapter 26 of the Medicare Claims Processing Manual that impact the CM S-1500, boxes

32aand 32b.

e Box 32a: If required by Medicare claims processing policy, enter the national provider identifier (NPI) of the service
fecility.

e Box 32b: If required by Medicare claims processing policy, enter thelegacy provider identification number (PIN) of the
service facility preceded by the I D qualifier 1C. There should be one blank space between the qualifier and the PIN.

Additional Information
To seetheofficial instruction (CR 5749) issued to your carrier, DME/MAC, or A/B MAC, refer to
http: //www.cms.hhs.gov/Transmittal s/downl oads/R1393CP.pdf on the CM S Web site.
If you have questions, please contact your Medicare carrier, DME/MAC, or A/B MAC at their toll-free number, which may
be found at http://mww.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zipon the CMS Web site.
Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5749

Related Change Request (CR) #: 5749

Related CR Release Date: December 14, 2007

Effective Date: January 1, 2008

Related CR Tranamittal # R1393CP

Implementation Date: January 7, 2008

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.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

AMBULANCE

2008 Ambulance Fee Schedule

tion 1834(1) (3) (B) of the Social Security Act (theAct) providesthe basisfor updating payment limitsthat carriers, fiscal
ntermediaries, and Part A/B Medicare administrative contractors use to determine how much to pay you for the claimsthat
you submit for ambulance services.
Specifically, this section of the Act provides for a 2008 payment update that is equal to the percentage increase in the urban
consumer priceindex (CPI-U), for the 12-month period ending with June of the previous year. Theresulting percentageis
referred to asthe ambulanceinflation factor (AIF). CR 5801 furnished the calendar year 2008 AlF, whichis2.7 percent. The
revised fees are effective for dates of service January 1, 2008 and after.

Connecticut Fees Florida Fees

Code Fee Code Loc99 Loc03 Loc04
A0425 642 A0425 642 642 642
A0426 28536 A0426 229004 240.27 24950
A0427 451.82 A0427 36264 38044 3504
A0428 237.80 A0428 190.86 200.23 20792
A0429 38048 A0429 305.38 32037 332,67
A0430 205217 A0430 2,624.31 2,715.08 2,7189.59
A0430 4428.26* A0430 3,936.46 4,072.62 4,184.39*
A431 3432.33 A431 305113 3,156.67 3,243.31
A431 5148.49* A431 4576.70 4,735.01 4,864.96*
A432 41615 A0432 33401 35040 36385
AM433 653.95 A0433 524.88 550.63 57177
AMA 772.84 A4HA 620.31 650.74 675.73
*=Rura Rate * = Rural Rate

Source: Publication 100-20, Change Request 5944

Revision to Certification for Hospital Services Covered by the Supplementary

Medical Insurance Program as it Pertains to Ambulance Services
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Physicians, providers, and suppliers submitting claimsto Medicare contractors (carriers, fiscal intermediaries[Fls], and/or
Part A/B Medicare administrative contractors[A/B MACs]) for ambulance services provided to Medicare beneficiaries.

Provider Action Needed

Changerequest (CR) 5833 rescinds and fully replaces CR 5684. Thisarticleisbased on CR 5833, which updatesthe
section 20 of chapter 4 of the Medicare General Information, Eligibility, and Entitlement Manual as it pertains to physician
certification statement (PCS) requirementsfor all ambulance providers. CR 5833 deletesfrom that manual section the paragraph
that requires a physician certification of ambulance services provided by a hospital to transport a patient during an emergency
situation, such as transport from the scene of an accident.

Background

The Centersfor Medicare & Medicaid Services (CMS) discovered there was a problem with a paragraph in the Medicare
General Information, Eligibility, and Entitlement Manual, chapter 4, section 20 regarding language not allowing the current
exception under PCS, i.e., that the PCSis not required during an emergency situation (such as the scene of an accident).

Therefore, CR 5833 del eted the following paragraph in chapter 4 (section 20) of the Medicare General Information,
Eligibility, and Entitlement Manual (Pub 100-01) that pertained to Physician Certification and Recertification of Servicesand
Ambulance Servicesbecauseit conflicted with title 42 of the Code of Federal Regulations (CFR), sections 410.40(d) (2) and (3):

Certification by a physician in connection with ambulance services furnished by a participating hospital is required.
In cases in which the hospital provides ambulance service to transport the patient from the scene of an accident and no
physician is involved until the patient reaches the hospital, any physician in the hospital who examines the patient or has
knowledge of the case may certify as to the medical need for the ambulance service.

Deletion of thisparagraph bringsthe manual into alignment with current regul ations, which eliminate the PCS requirement
in these emergency situations.
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Revision to Certification for Hospital Services Covered by the SMI Program asit Pertainsto Ambulance Services, continued

Additional Information

Theofficial instruction, CR 5833, issued to your Medicare carrier, FI, and A/B MAC regarding this change may be viewed
at http://mww.cms.hhs.gov/Transmittal s/downl oads/R50GI .pdf on the CMS Web site.

If you have any questions, please contact your Medicare carrier, FI, 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 CMS Web site.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5833 Related Change Request (CR) #: 5833
Related CR Release Date: December 21, 2007 Effective Date: September 17, 2007
Related CR Tranamittal # R50GI9 Implementation Date: January 7, 2008

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.

AMBULATORY SURGICAL CENTER

Core-Based Statistical Area Crosswalk

ior to 2008, geographic payment differencesfor ambulatory surgical centers (ASC) were based on metropolitan statistical
areas (MSA). Beginning January 1, 2008, M SAs are replaced by core-based statistical area(CBSA). ASC providersneed to
know their CBSA before they can determine the correct fees utilizing the 2008 A SC Fee Schedule Lookup located at:

Connecticut: http://mwww.connecticutmedicare.com/Part_B/Fee Schedules/118499.asp.
Florida: http://mww.floridamedicare.com/Part_B/Fee Schedules/118499.asp.

You can determine the CBSA in which your facility islocated by using the applicable county/CBSA crosswalk:
Connecticut

County Name | vsA | MSA Name CBSA | CBSA Name
New Haven-Bridgeport-Stamford- Bridgeport-Stamford-Norwalk,
Fairfield 5483 | Waterbury-Danb 14860 | Ct
Hartford-West Hartford-East
Hartford 3283 | Hartford, Ct 25540 | Hartford, Ct
Litchfield 3283 | Hartford, Ct 07 | Rural Ct
Hartford-West Hartford-East
Middlesex 3283 | Hartford, Ct 25540 | Hartford, Ct
New Haven-Bridgeport-Stamford-
New Haven 5483 | Waterbury-Danb 35300 | New Haven-Milford, Ct
New London 5523 | New London-Norwich, Ct 35980 | Norwich-New London, Ct
Hartford-West Hartford-East
Tolland 3283 | Hartford, Ct 25540 | Hartford, Ct
Windham 07 | Connecticut - Rest Of State 07 | Rural Ct
07 | Connecticut - Rest Of State 07 | Rural Ct
Florida
County
Name MSA [ MSA Name CBSA | CBSA Name
Alachua 2900 | Gainesville, Fl 23540 | Gainesville, FI
Baker 10 | Florida 27260 | Jacksonville, Fl
Bay 6015 | Panama City, Fl 37460 | Panama City-Lynn Haven, Fl
Bradford 10 | Florida - Rest Of State 10 | Rura Fl
Brevard 4900 | Melbourne-Titusville-Palm Bay, Fl 37340 | Palm Bay-Melbourne-Titusville, FI
Ft Lauderdal e-Pompano Beach-
Broward 2680 | Fort Lauderdale, FI 22744 | Deerfield
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Core-Based Statistical Area Crosswalk, continued

County
Name MSA | MSA Name CBSA | CBSA Name
Calhoun 10 | Florida - Rest Of State 10 | Rura Fl
Charlotte 6580 | Punta Gorda, Fl 39460 | Punta Gorda, Fl
Citrus 10 | Florida - Rest Of State 10 | Rural FI
Clay 3600 | Jacksonville, Fl 27260 | Jacksonville, FI
Collier 5345 | Naples, FI 34940 | Naples-Marco Island, FI
Columbia 10 | Florida - Rest Of State 10 | Rura Fl
De Soto 10 | Florida - Rest Of State 10 | Rura Fl
Dixie 10 | Florida - Rest Of State 10 | Rural FI
Duval 3600 | Jacksonville, FI 27260 | Jacksonville, Fl
Escambia 6080 | Pensacola, FI 37860 | Pensacola-Ferry Pass-Brent, Fl
Flagler 2020 | Daytona Beach, Fl 37380 | Palm Coadt, FI
Franklin 10 | Florida - Rest Of State 10 | Rura Fl
Gadsden 8240 | Tallahassee, F 45220 | Tallahassee, Fl
Gilchrist 10 | Florida 23540 | Gainesville, FI
Glades 10 | Florida - Rest Of State 10 | Rural FI
Gulf 10 | Florida - Rest Of State 10 | Rura Fl
Hamilton 10 | Florida- Rest Of State 10 | Rura Fl
Hardee 10 | Florida - Rest Of State 10 | Rural Fl
Hendry 10 | Florida - Rest Of State 10 | Rura Fl

Tampa-St. Petersburg-Clearwater, Tampa-St. Petersburg-Clearwater,
Hernando 8280 | Fl 45300 | F
Highlands 10 | Florida- Rest Of State 10 | Rura Fl

Tampa-St. Petersburg-Clearwater, Tampa-St. Petersburg-Clearwater,
Hillsborough 8280 | H 45300 | Fl
Holmes 10 | Florida - Rest Of State 10 | Rura Fl
Indian River 10 | Florida - Rest Of State 42680 | Sebastian-Vero Beach, Fl
Jackson 10 | Florida - Rest Of State 10 | Rural FI
Jefferson 10 | Florida 45220 | Tallahassee, Fl
L afayette 10 | Florida- Rest Of State 10 | Rura Fl
Lake 5960 | Orlando, Fl 36740 | Orlando-Kissimmee, Fl
Lee 2700 | Fort Myers-Cape Coral, Fl 15980 | Cape Coral-Fort Myers, Fl
Leon 8240 | Tallahassee, FI 45220 | Tallahassee, Fl
Levy 10 | Florida - Rest Of State 10 | Rura Fl
Liberty 10 | Florida - Rest Of State 10 | Rura Fl
Madison 10 | Florida - Rest Of State 10 | Rura Fl
Manatee 7510 | Sarasota-Bradenton, Fl 42260 | Sarasota-Bradenton-Venice, Fl
Marion 5790 | Ocala, FI 36100 | Ocala, Fl
Martin 2710 | Fort Pierce-Port St. Lucie, FI 38940 | Port St. Lucie, FI
Miami-Dade 5000 | Miami, FI 33124 | Miami-Miami Beach-Kendall, FI
Monroe 10 | Florida - Rest Of State 10 | Rura Fl
Nassau 3600 | Jacksonville, Fl 27260 | Jacksonville, FI

Fort Walton Beach-Crestview-
Okaloosa 2750 | Fort Walton Beach, FI 23020 | Destin, FI
Okeechobee 10 | Florida - Rest Of State 10 | Rural FI
Orange 5960 | Orlando, FI 36740 | Orlando-Kissimmee, Fl
Osceola 5960 | Orlando, Fl 36740 | Orlando-Kissimmee, Fl
West Palm Beach-Boca Raton-

Palm Beach 8960 | West Palm Beach-Boca Raton, Fl 48424 | Boynton Fl

Tampa-St. Petersburg-Clearwater, Tampa-St. Petersburg-Clearwater,
Pasco 8280 | Fl 45300 | F
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Core-Based Statistical Area Crosswalk, continued

County
Name M SA M SA Name CBSA | CBSA Name

Tampa-St. Petersburg-Clearwater, Tampa-St. Petersburg-Clearwater,
Pinellas 8280 | H 45300 | H
Polk 3980 | Lakeland-Winter Haven, F 29460 | Lakeland, FI
Putnam 10 | Florida - Rest Of State 10 | Rura Fl
Santa Rosa 6080 | Pensacola, FI 37860 | Pensacola-Ferry Pass-Brent, Fl
Sarasota 7510 | Sarasota-Bradenton, Fl 42260 | Sarasota-Bradenton-Venice, Fl
Seminole 5960 | Orlando, Fl 36740 | Orlando-Kissimmee, Fl
St. Johns 3600 | Jacksonville, Fl 27260 | Jacksonville, FI
St. Lucie 2710 | Fort Pierce-Port St. Lucie, F 38940 | Port St. Lucie, F
Statewide 10 | Florida - Rest Of State 10 | Rura Fl
Sumter 10 | Florida - Rest Of State 10 | Rura Fl
Suwannee 10 | Florida - Rest Of State 10 | Rura Fl
Taylor 10 | Florida - Rest Of State 10 | Rura FI
Union 10 | Florida- Rest Of State 10 | Rura Fl

Deltona-Daytona Beach-Ormond

Volusia 2020 | Daytona Beach, FI 19660 | Beach, FI
Wakulla 10 | Florida- Rest Of State 45220 | Tallahassee, Fl
Walton 10 | Florida- Rest Of State 10 | Rura Fl
Washington 10 | Florida - Rest Of State 10 | Rural FI

DruGs AND BloLOGICALS

January 2008 Quarterly Average Sales Price Medicare Part B Drug

Pricing Files and Revisions to Prior Quarterly Pricing Files
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Physicians, providers, and suppliers submitting claimsto Medicare contractors (carriers, durable medical equipment
Medicare administrative contractors[ DME MACd], fiscal intermediaries[Flg], Part A/B Medicare administrative contractors
[A/B MACs], and/or regional home health intermediaries[RHHI 5]) for services provided to Medicare beneficiaries.

What You Need to Know

CR 5852, fromwhich thisarticleistaken, instructs M edicare contractorsto download and implement the January 2008
average salesprice (ASP) drug pricing filefor Medicare Part B drugs; and if released by CM S, also the revised January 2007,
April 2007, July 2007, October 2007, April 2006, July 2006, and October 2006 files.

Background

Section 303(c) of the Medicare Modernization Act of 2003 revised the payment methodol ogy for Part B covered drugs and
biologicals that are not paid on a cost or prospective payment basis. Beginning January 1, 2005, the vast magjority of drugs and
biologicals not paid on a cost or prospective payment basis are paid based on the average sales price (ASP) methodol ogy, and
pricing for compounded drugs has been performed by the local contractor.

Additionally, beginning in 2006, all end-stage renal disease (ESRD) drugs (that both independent and hospital -based
ESRD facilities furnish), as well as specified covered outpatient drugs, and drugs and biologicals with pass-through status
under the outpatient prospective payment system (OPPS), are paid based on the ASP methodol ogy.

The ASP methodology is based on quarterly data that drug manufacturers submit to the Centers for Medicare & Medicaid
Services (CMS), which CM Sthen provides (quarterly) to Medicare contractors (carriers, DME MACs, FlIs, A/B MACs, and/or
RHHI s) through the ASP drug pricing filesfor Medicare Part B drugs.

Asannounced in late 2006, CM S has been working further to ensure that accurate and separate payment is made for
single source drugs and biologicals as required by Section 1847A of the Social Security Act. As part of the effort to ensure
compliance with thisrequirement, CM S has also reviewed how the terms“ single source drug,” “multiple source drug,” and
“biological product” have been operationalized in the context of payment under section 1847A.

For the purpose of identifying “single source drugs’ and “biological products’ subject to payment under section 1847A,
CMS (anditscontractors) will generally utilize amulti-step processthat will consider:
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

January 2008 Quarterly ASP Drug Pricing Files and Revisionsto Prior Quarterly Pricing Files, continued

L
2
3

The Food and Drug Administration (FDA) approval
Therapeutic equivalents as determined by the FDA
The date of first salein the United States.

The payment limit for thefollowing will be based on the

pricing information for products marketed or sold under the
appl icable FDA approval:

A biol og|ca| product (as evidenced by anew FDA
Biologic LicenseApplication or other relevant FDA
approval), first sold in the United States after October 1,
2003

A single source drug (a drug for which there are not two
or more drug products that are rated as therapeutically
equivalent inthe most recent FDA Orange Book), first
sold in the United States after October 1, 2003.

As appropriate, aunique HCPCS code will be assigned

to facilitate separate payment. Separate payment may be
operationalized through use of “not otherwise classified,
(NOC)” HCPCScodes.

ASP Methodology

In general, beginning January 1, 2005, the payment

allowancelimitsfor Medicare Part B drugsand biologicals
that are not paid on a cost or prospective payment basis are
106 percent of the ASP. Beginning January 1, 2006, payment
allowance limits are paid based on the ASP methodol ogy for
thefollowing:

ESRD drugs (when separately billed by freestanding
and hospital-based ESRD facilities)

Specified covered outpatient drugs, and drugs and
biologicals with pass-through status under the OPPS.

Summary of ExceptionstothisGeneral Rule

1

Except for blood clotting factors, the payment allowance
limits for blood and blood products (that are not paid on
a prospective payment basis) are determined in the same
manner they were determined on October 1, 2003.
Specifically, the payment allowancelimitsfor blood and
blood products are 95 percent of the average wholesale
price (AWP) as reflected in the published compendia;
and will be updated on a quarterly basis. Blood and
blood products furnished in the hospital outpatient
department are paid under OPPS at the amount specified
for the APC to which the product is assigned.

Note: For 2006, the blood clotting furnishing factor of $0.146

2

per 1.U. is added to the payment amount for the
blood-clotting factor when the blood-clotting factor is
not included on the ASPfile. For 2007, the blood
clotting furnishing factor of $0.152 per |.U. isadded to
the payment amount for a new blood clotting factor
when a new blood-clotting factor is not included on
the A SPfile. For 2008, aseparatefee of $0.158 per I.U.
of blood-clotting factor furnished is payable when
separate payment for the blood-clotting factor is
made. Thefurnishing feewill beincluded inthe
payment amounts on the quarterly ASP pricing files.

Payment allowance limitsfor infusion drugs furnished
through acovered item of durable medical equipment
(DME) onor after January 1, 2005, will continueto be 95
percent of the AWP reflected in the published
compendiaas of October 1, 2003, unlessthedrug is

compounded or incident to a professional service. The
payment allowancelimitswill not be updated in 2008.
Similarly, payment allowance limitsfor infusion drugs
furnished through a covered item of DME that were not
listed in the published compendia as of October 1, 2003,
(i.e., new drugs) are 95 percent of thefirst published
AWP unless the drug is compounded or furnished
incident to a professional service.

The payment allowance limitsfor influenza,
pneumococcal and hepatitis B vaccines are 95 percent
of the AWP as reflected in the published compendia
except, when administered in a hospital outpatient
department, the vaccines are paid at reasonable cost.

Except for new drugs and biologicalsthat are produced, or
distributed, under anew drug application (or other
application) approved by the FDA, the payment allowance
limitsfor drugs and biologicalsthat are not included in the
ASPMedicarePart B Drug pricing fileor not otherwise
classified (NOC) pricing file, are based on the published
wholesale acquisition cost (WAC) or invoicepricing
(except under OPPSinwhichthe payment alowancelimit
is 95 percent of the published AWP).

In determining the payment limit based on WAC,
contractorswill follow the methodol ogy specified inthe
Medicare Claims Processing Manual, chapter 17,
Drugsand Biologicals, for calculating the AWP but will
substitute WAC for AWP. The payment limitis 100
percent of the lesser of the lowest-priced brand or
median generic WAC.

The payment allowance limitsfor new drugsand
biologicals that werefirst sold on or after January 1,
2005; and are: 1) Produced or distributed under anew
drug application (or other new application) approved by
the FDA, and 2) Not included in the ASP Medicare Part
B Drug pricing fileor NOC pricing file; are based on 106
percent of the WAC (or invoice pricing if the WAC is
not published) except under OPPS in which the payment
allowancelimit is 95 percent of the published AWP.

The payment allowance limitsfor radiopharmaceuticals
are not subject to the ASP payment methodol ogy.
Contractors should determine payment limitsfor
radiopharmaceutical s based on the methodology in
place as of November 2003 in the case of
radiopharmaceuticals furnished in other than the
hospital outpatient department. Radiopharmaceuticals
furnished in the hospital outpatient department are paid
charges reduced to cost by the hospital’s overall cost to
chargeratio.

The payment methodology for drugs furnished incident
tothefilling or refilling of an implantable pump or
reservoir is determined under the ASP methodology (as
described above) unless the drug furnished incident to
thefilling or refilling of an implantable pump or reservoir
isacompounded drug, then pricing is performed by the
local contractor.

Physicians (or a practitioner described in section
1842[b] [18] [C]) may bepaidfor filling or refilling an
implantable pump or reservoir whenitismedically
necessary that they perform the service. Contractors
must find the use of the implantable pump or reservoir
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January 2008 Quarterly ASP Drug Pricing Files and Revisionsto Prior Quarterly Pricing Files, continued

medically reasonable and necessary in order to allow payment for the professional servicetofill or refill theimplantable
pump or reservoir and to allow payment for drugs furnished incident to the professional service.

If aphysician (or other practitioner) is prescribing medication for a patient with an implantable pump, anurse may refill the
pump if the medication administeredis:

o Accepted as a safe and effective treatment of the patient’sillness or injury;
e Thereisamedical reason that the medication cannot be taken orally; and
e Theskills of the nurse are needed to infuse the medication safely and effectively.

Onor after December 18, 2007, the January 2008 ASPfileand ASPNOC fileswill beavailablefor retrieval fromthe CMS
ASPWeb page. If CM Sdeterminesthat revisionsto the January 2007, April 2007, July 2007, October 2007, April 2006, July 2006
and October 2006 A SP payment files are necessary, the revised fileswill also be availablefor retrieval from the CMSWeb page
on or after December 18, 2007. The revised payment fileswill be applied to claims processed or reprocessed on or after this
CR's(5852) effective date.

Table 1 below displaysthe payment allowance limit revision dates, and the applicable dates of service.

Tablel
Payment Allowance Limit Revision Date Applicable Dates of Service
January 2008 January 1, 2008 through March 31, 2008
Revised January 2007* January 1, 2007 through March 31, 2007
Revised April 2007* April 1, 2007 through June 30, 2007;
Revised July 2007* July 1, 2007 through September 30, 2007
Revised October 2007* October 1, 2007 through December 31, 2007
Revised April 2006* April 1, 2006 through June 30, 2006;
Revised July 2006* July 1, 2006 through September 30, 2006
Revised October 2006* October 1, 2006 through December 31, 2006

*|f made availableby CMS

Note: The payment limitsincluded in revised ASP and NOC payment files supersede the payment limits for these codes in any
publication published prior to this document.

Final Notes

The absence or presence of aHCPCS code and its associated payment limit does not indicate Medicare coverage of the
drug or biological. Similarly, theinclusion of apayment limit within a specific column does not indicate M edicare coverage of
the drug in that specific category. Thelocal Medicare contractor processing the claim will make these determinations.

Contractors (at their discretion) may contact CM Sto obtain payment limits for drugs and biologicals not included in the
quarterly ASPor NOC files, or that CM S has not otherwise made avail able on its Web site. If the payment limit isavailablefrom
CMS, contractorswill substitute CM S-provided payment limitsfor pricing based on WAC or invoice pricing.

Contractors will not search for, and adjust, a claim that has already been processed unless you bring it to their attention.

Implementation
Theimplementation dateis January 7, 2008.

Additional Information

For complete details, please seethe official instruction (CR 5852) issued to your carriers, DME MACSs, FIs,A/B MACs,
and/or RHHIs regarding this change, by visiting http://mww.cms.hhs.gov/Transmittal downl oads/R1406CP.pdf on the CM S
Web site.

If you have any questions, please contact your contractor at their toll-free number, which may be found at
http: //Amww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CMS Web site.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5852 Related Change Request (CR) #: 5852
Related CR Release Date: January 8, 2008 Effective Date: January 1, 2008
Related CR Transmittal #: R1406CP Implementation Date: January 7, 2008

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.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Medicare Payment for Pre-Administration-Related Services Associated
with Intravenous Immune Globulin Administration—Payment Extended

through CY 2008

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

Provider Types Affected

Physiciansor hospital outpatient facilitiesbilling Medicare
contractors(carriers, fiscal intermediaries[FIg], and/or A/B
Medicare administrative contractors[A/B MACS]) for services
related to the preadministration of intravenousimmune
globulin (IVIG) for Medicare beneficiaries.

Provider Action Needed
STOP — I mpact to You

In 2006 and 2007, M edicare made a separate payment to
physicians and hospital outpatient departments for pre-
administration-related services associated with administra-
tion of 1V1G, Healthcare Common Procedure Coding System
(HCPCS) code G0332.

CAUTION —What You Need to Know

CR 5713, fromwhich thisarticlewastaken, statesthat the
Centersfor Medicare & Medicaid Services(CMS) isextending
thetemporary 1V1G pre-administration-rel ated services
payment to hospital outpatient departments and physicians
that administer IVIG through calendar year (CY) 2008. This
IVIG pre-administration servicemay only be billed by the
physician or outpatient hospital providing the IVIG infusion
once per patient per day of 1V1G administration. For services
on or after January 1, 2008, the service must be billed onthe
sameclamformasthelVIG product (J1566, J1568, J1569, J1561
and/or J1572) and have the same date of serviceasthe IVIG
product and adrug administration service.

GO —What You Need to Do
Make certain that your billing staff is aware of these
billing requirements.

Background

Under section 1861(s)(1) and 1861(s)(2), Medicare Part B
covers1VIG administered by physiciansin physician offices
and by hospital outpatient departments. More specificaly,
when you administer IVIG to aMedicare beneficiary inthe
physician office or hospital outpatient department, Medicare
makes separate payments to the physician or hospital for
both the IVIG product itself and for itsadministration via
intravenous infusion.

Thispayment isfor the additional pre-administration-
related services required to locate and acquire adequate IVIG
product during this current period where there may be
potential market issues.

Asareminder, here are someimportant detailsthat you
should know:

e Thepolicy and billing requirements concerning the IVIG
pre-administration-rel ated services payment arethe
samein 2008 asthey werein 2007 and 2006.

e ThislVIG pre-administration servicepaymentisin
addition to Medicare's payments to the physician or
hospital for the IVIG product itself and for its
administration by intravenous infusion.

e Medicarecarriers, FIs, or A/B MACswill pay for these
services, that are provided in a physician office, under
the physician fee schedule; and Fisor A/B MACs will
pay for them under the outpatient prospective payment

system (OPPS), for hospital s subject to OPPS (bill types:
12x, 13x) or under current payment methodol ogiesfor all
non-OPPS hospitals (bill types: 12x, 13x, 85x).

e Youneedtouse HCPCS code G0332, Pre-administration-
Related Servicesfor IVIG, to bill for thisservice.

e Youcanhill for only onelVIG pre-administration per
patient per day of 1VIG administration.

e For serviceson or after January 1, 2008, the service must
bebilled on the same claim form asthe I VIG product
(HCPCScodes J1566, J1568, J1569, J1561, and/or J1572)
and have the same date of service asthe IVIG product
and adrug administration service. Physicians' claims
will be rejected as unprocessable and hospital claims
will bereturned by your Fl, carrier, or A/IB MAC if one of
the IVIG product HCPCS codesis not included with
G0332 for that date of service. In doing so, the
contractor will use one or both of the following codes:

M67—“Missing other procedure codes’
16— Claim/servicelacksinformation which is needed for
adjudication.”

e Physicians' claimswill berejected as unprocessable and
hospital claimswill bereturned for pre-administration-
related servicesby your Fl, carrier, or A/B MAC if more
than 1 unit of service of G0332 isindicated on the same
claim for the same date of service. They will usethe
appropriate reason/remark code such as:

M80-"*Not covered when performed during the same
session/date as a previously processed service for the
patient”

B5—*Payment adjusted because coverage/program
guidelineswere not met or were exceeded.”

Note: Thedefinition for J1566 ischanged effective January 1,
2008. Thenew definitionis* Injection, immune
globulin, intravenous, lyophilized (e.g., powder), NOS,
500MG”

Additional Information

For complete detail s regarding this issue, please see the
official instruction (CR 5713) issued to your Medicare Fl,
carrier or A/B MAC. That instruction may be viewed by
going to http://mww.cms.hhs.gov/Transmittal S’downl oads/
R1338CP.pdf on the CMS Web site.

If you have questions, please contact your Medicare Fl,
carrier or A/B MAC at their toll-free number which may be
found at: http://mmw.cms.hhs.gov/MLNProducts/downloads/
CallCenter TolINumDirectory.zip on the CM S Web site.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

You may also want to view CR 5635, which implemented
HCPCS Caoding Changesfor Immune Globulin, effectivefor
serviceson or after July 1, 2007. For the articlerelated to this
CR, please visit http://mww.cms.hhs.gov/

MLNMatter sArticles/downloadsyMM5635.pdf on the CMS
Web site,
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Payment for Pre-Administration-Related Services Associated with 1VI G Administration—Payment Extended through CY
2008, continued

MLN Matters Number: MM5713

Related Change Request (CR) #: 5713
Related CR Release Date: September 21, 2007
Effective Date: January 1, 2008

Related CR Transmittal #: R1338CP
Implementation Date: January 7, 2008

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. CPT only copyright 2007 American Medical Association.

EVALUATION AND MANAGEMENT SERVICES

Incorrect Denial of Procedure Codes 99143-99145

Fi rst Coast Service Options, Inc. (FCSO) identified aprocessing issue with procedure codes 99143-99145 that were
processed from January 1, 2006 through January 6, 2008. During thistime, these procedures were denied incorrectly with
the following message: “Denied-Medicare does not pay separately. Do not bill patient.”

No Action is Required by Providers at This Time

Theissue was corrected and services processed on or after January 7, 2008, processed correctly. FCSO will adjust
impacted claims systematically; therefore no action is required by the provider at this time. We respectfully request that
providers not submit appeal or reopenings, and to refrain from calling the customer servicelinein regard to this error. Request-
ing appeals, reopenings and or telephone inquiries will not expedite payments.

We apol ogize for any inconvenience this may have caused.

Incorrect Payment for Downcoded New Patient Office Visits

irst Coast Service Options, Inc. (FCSO) identified a processing issue with claims processed from October 1, 2005 through

August 31, 2007. Thisissueimpacts claimsfor multiple new patient office visitsbilled by the same provider, same group
practice or providers of the same specialty within three years. When this situation occurs, FCSO downcodes the second new
patient office visit to the corresponding subsequent office visit. Services processed on or after September 1, 2007, processed
correctly. The correct corresponding subsequent office visits are:

If the new patient codeiis.... | Then the correct subsequent codeiis....
99201 99212
99202 99213
99203 99214
99204 99215
99205 99215

No Action is Required by Providers at This Time

FCSO will adjust impacted claims systematically; therefore no action isrequired by the provider at thistime. We respect-
fully request that providers not submit appeals or reopenings and to refrain from calling the customer service linein regard to
this coding issue. Requesting appeals, reopenings and/or telephone inquiries will not expedite payments.

We apol ogize for any inconvenience this may have caused.
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INDEPENDENT DiAGNOSTIC TESTING FACILITY

New 2008 IDTF Approved Procedure Codes
ith the annual 2008 HCPCS update, effective January 1, 2008, the following new codes have been approved as allowable

by an independent diagnostic testing facility (IDTF):

75561
75563

79557
79559

The CM S-855B with Attachment 2 will need to be submitted and the IDTF will need to be approved by First Coast Service
Options, Inc. to bill for the new procedure codes prior to reimbursement.

CMS-855B Reminder

Medicare may reimburse IDTFs only for procedure codes for which they are approved, based on equipment and personnel
requirements. IDTFsare required to submit to Medicare Provider Enroliment alist of all procedure codes performed by the
facility. The codes and equipment should be listed on Attachment 2, Section A and B of Enrollment Application Form CMS-
855B. It isthe responsibility of the IDTF to provide any changesto itslist of procedures on an updated CM S-855B (with
Attachment 2) to each Medicare contractor with which it does business.

Source: CMSPub 100-04, Transmittal 1358, CR 5774

L ABORATORY/PATHOLOGY

Reporting of Hematocrit or Hemoglobin Levels for the Administration of

Erythropoiesis Stimulating Agents

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

Provider Types Affected

Physicians, providers, and supplierswho bill Medicare
contractors (carriers, including durable medical equipment
M edicare administrative contractors [ DME MACH], fiscal
intermediaries[Fls], CompetitiveAcquisition Plan[CAP]
designated carriers, and A/B Medicare administrative
contractors [A/B MACs]) for providing Erythropoiesis
Stimulating Agents (ESAS) and related anti-anemiaadministra-
tion servicesto Medicare beneficiaries.

Impact on Providers

Effectivefor serviceson or after January 1, 2008, you
must report the most recent hemoglobin or hematocrit levels
onany claim for aMedicare patient receiving: (1) ESA
administrations, or (2) Part B anti-anemiadrugs other than
ESAsused in the treatment of cancer that are not self-
administered. In addition, non-end stage renal disease
(ESRD) claimsfor the administration of ESAsmust also
contain one of three new Healthcare Common Procedure
Coding System (HCPCS) modifierseffective January 1, 2008.

Failureto report thisinformation will resultinyour claim
being returned as unprocessed. (Note that renal dialysis
facilitiesare already reporting thisinformation on claim types
72x, so change request (CR) 5699 appliesto providershilling
with other types of hills.) See therest of thisarticlefor
reporting details.

Background

Medicare Part B provides payment for certain drugs
used to treat anemia caused by the cancer itself or by
various anti-cancer treatments, including chemotherapy,
radiation, and surgical therapy. The treatment of anemiain

cancer patients commonly includes the use of drugs,
specifically ESAs such as recombinant erythropoietin and
darbepoetin. Emerging data and recent research has raised
the possibility that ESAs administered for a number of
clinical indications may be associated with significant
adverse effects, including ahigher risk of mortality in some
populations.

Most recently, section 110 of Division B of the Tax
Relief and Health CareAct (TRHCA) of 2006 directsthe
Secretary to amend Section 1842 of the Social Security Act
by adding at the end the following new subsection: “Each
request for payment, or bill submitted, for a drug furnished
to an individual for the treatment of anemia in connection
with the treatment of cancer shall include (in a form and
manner specified by the Secretary) information on the
hemoglobin or hematocrit levels for the individual.”

In light of the health and safety factors and the TRHCA
legidation, effective January 1, 2008, the Centersfor
Medicare & Medicaid Services(CMS) isimplementing an
expanded reporting requirement for al claimshilling for
administrations of an ESA. Hematocrit and /or hemoglobin
readingsare aready required for ESRD claimsfor administra-
tionsof an ESA. Effective with theimplementation of change
request (CR) 5699, al other claimsfor ESA administrations
will also requirethe reporting of the most recent hematocrit
or hemoglobin reading, along with one of three new HCPCS
modifierseffective January 1, 2008.

In addition, CR 5699 requiresthe reporting of the most
recent hematocrit or hemoglobin readingson all claimsfor
the administration of Part B anti-anemiadrugsOTHER
THAN ESAs used in the treatment of cancer that are not
self-administered.

February 2008
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Reporting of Hematocrit or Hemoglobin Levels for the Administration of ESA, continued

What you Need to Know
CR 5699, fromwhich thisarticleistaken, instructsall
providers and suppliers that:

1 EffectiveJanuary 1, 2008, dl claimshilling for the
administration of an ESA with HCPCS codes J0881,
J0882, J0885, J0886 and Q4081 must report the most
recent hematocrit or hemoglobin reading.

e Foringtitutional claims, the hemoglobinreadingis
reported with avalue code 48 and a hematocrit
reading is reported with the value code 49. Such
claimsfor ESAsnot reporting avalue code 48 or 49
will bereturned to the provider.

e Effectivefor serviceson or after January 1, 2008, for
professional paper claims, test results are reported
initem 19 of the CM S-1500. For professional
electronic claims (837P) billed to carriersor A/B
MACs, providers report the hemoglobin or
hematocrit readingsin Loop 2400 MEA segment.
The specificsare MEAO1=TR (for test results),
MEA02=R1 (for hemoglobin) or R2 (for hematocrit),
and MEAO3=the test results. The test results
should be entered as follows: TR= test results,
R1=hemoglobin or R2=hematocrit (a2-position
alpha-numeric element), and the most recent
numeric test result (a 3-position numeric element,
decima implied [xx.X]). Resultsexceeding 3-position
numeric elements (10.50) arereported as 10.5.

Examples: If the most recent hemoglobin test results
are 10.50, providers should enter: TR/R1/10.5, or, if
the most recent hematocrit resultsare 32.3,
providerswould enter: TR/R2/32.3.

o Effectivefor dates of service on and after January 1,
2008, contractorswill return to provider paper and
electronic professional claims, or return as
unprocessable paper and electronic ingtitutional
claimsfor ESAswhen the most recent hemoglobin
or hematocrit test results are not reported.

e  When Medicare returns a claim as unprocessable
for ESAswith HCPCS codes J0881, J0882, J0885,
J0886, or Q4081 for failureto report the most recent
hemoglobin or hematocrit test results, it will include
claim adjustment reason code 16 (Claim/service
lacksinformation which isneeded for adjudication.)
and remittance advice code MA 130 (Your claim
containsincomplete and/or invalid information, and
no appeal rights are afforded because the claimis
unprocessabl e. Please submit anew claim with
complete/correct information.)

2 Effective January 1, 2008, al non-ESRD ESA claims
billing HCPCS J0881 and J0885 must begin reporting
one (and only one) of thefollowing threemodifiers
onthe samelineasthe ESA HCPCS:

e EA:ESA, anemia, chemo-induced
EB: ESA, anemia, radio-induced
EC: ESA, anemia, non-chemo/radio

e Non-ESRD ESA institutional claimsthat do not
report one of the above three modifiers along
withHCPCS J0881 or J0885 will bereturned to
the provider.

e Non-ESRD ESA professional claimsthat are
billed without one of the three required
modifiersaslineitemsalong with HCPCS J0881
or J0885 will be returned as unprocessable with
reason code 4 and remark code MA 130. If more
than onemodifier isreported, the claimwill be
returned with reason code 125 and remark code
N63.

3. EffectiveJanuary 1, 2008, all non-ESRD, non-ESA
claimshilling for the administration of Part B anti-
anemia drugs used in the treatment of cancer that
are not self-administered must report the most
recent hematocrit or hemoglobin reading.

e Institutional claimsthat do not report the most
recent hematocrit or hemoglobin reading will be
returned to the provider.

e Professional claimsthat do not report the most
recent hematocrit or hemoglobin reading will be
returned as unprocessable using reason code
16, and remarks codesMA 130 and N395

e Your Medicare contractor will not search for
claimswith dates of service on or after January
1, 2008, processed prior toimplementation of
this CR, but will adjust such claimswhen you
bring them to the attention of your contractor.

Additional Information

For compl ete detail s regarding this CR please see the
official instruction (CR 5699) issued to your Medicare carrier,
FI, DMEMAC, CAPdesignated carrier, and A/B MAC. That
instruction may be viewed by going to http://
www.cms.hhs.gov/ Transmittal downl oads/R1412CP.pdf on
the CMS Web site.

If you have questions, please contact your Medicare
carrier, FI, DMEMAC, CAPdesignated carrier, or A/B MAC
at their toll-free number which may befound at http://
www.cms.hhs.gov/MLNProducts/downl oads/
CallCenterTolINumDirectory.zip on the CMS Web site.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM5699

Related Change Request (CR) #: 5699
Related CR Release Date: January 11, 2008
Effective Date: January 1, 2008

Related CR Transmittal #: R1412CP
Implementation Date: April 7, 2008

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. CPT only copyright 2007 American
Medical Association.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

MEebDICARE PHYsIcIAN FEE ScHEDULE DATABASE

New 2008 Payment Rates for Services Paid Under Medicare Physician

Fee Schedule

he Medicare, Medicaid, and SCHIP Extension Act of 2007 made several changes affecting paymentsto physicians. One

such change provides for a 0.5 percent increase to the physician fee schedule conversion factor for January 1 through
June 30, 2008, instead of the -10.1 percent that was scheduled to take place. As of July 1, 2008, the -10.1 percent update to the
physician fee schedule will go into effect.

Sincethereisachange to the 2008 M edicare physician fee schedul e rates, CM Sis extending the participation enrolIment
period an additional 45 days. The participation decision period now runs through February 15, 2008, instead of ending on
December 31, 2007. All participating status changeswill be effective January 1, 2008.

To become a participating physician, complete the CM S-460, which may be found on the CD that was mailed to physi-
ciansin November. The form isalso available on the CMSWeb site at
http: //mww.cms.hhs.gov/cmsfor ms/downl oads/cms460. pdf.

The CM S-460 must be post-marked by February 15, 2008, and sent to the following address:

Connecticut Florida

Medicare Part B CT Correspondence Provider Enrollment
Attention Provider Enrollment POBox 44021

POBox 45010 Jacksonville, FL 32231-4021

Jacksonville, FL 32232-5010

Also, if changing your participation status to nonparticipating, please send your request in aletter to the above address,
post-marked by February 15, 2008.

Source: Publication 100-20, Transmittal 312, Change Request 5944

Information Regarding the New 2008 Medicare Physician Fee Schedule

Amounts

n previous messages, the Centersfor Medicare & Medicaid Services (CMS) indicated that the Medicare, Medicaid and

SCHIP Extension Act of 2007 replaced the scheduled 10.1 percent reduction in the Medicare physician fee schedule (MPFS)
conversion factor with a 0.5 percent increase for dates of service beginning January 1, 2008, through June 30, 2008. CM S has
received a number of inquiries asking whether physicians need to take any special action to get paid at the rates required by
the statute.

Physicians do not need to take any additional action in order for their MPFS claimsto be paid at the new rate that reflects
the 0.5 percent increase in the conversion factor. Medicare contractors are able to process claims for services paid under the
MPFSthat contain dates of service January 1, 2008, and after with the new 2008 rates. No adjustments should be necessary.
Your Medicare contractor has been instructed to process, beginning January 7, 2008, all claims with dates of service January 1,
2008, and after, that contain MPFS services.

We are also taking this opportunity to reiterate two points made in earlier messages:

1 Thenew feeswere posted on your local contractor’s Web site by January 11, 2008. The “Medicare Physician Fee Schedule
Look-Up” link on the CM S Web site, which allows you to customize your search, was updated with the new 2008 fees
during the week of January 21, 2008. However, the carrier specific public usefiles are available now onthe CMSWeb site
for the new 2008 MPFSrates at thefollowing link:
http: //mmw.cms.hhs.gov/Physi cianFeeSched/PFSCSH/list.asp#TopOfPage.

2. CM S extended the participation decision period an additional 45 days. The participation decision period now runs through
February 15, 2008, instead of ending on December 31, 2007. All participating status changeswill be effective January 1,
2008. Contractorswill accept and process any participation el ections or withdrawals, made during the extended enrollment
period that are received or post-marked on or before February 15, 2008.

Contractors will not automatically make adjustments for providers who change their participation status after January 1,
2008 (you should begin billing claims according to the parti cipation decision that you have made). However, they will adjust
claims based on participation status changes that you bring to their attention.

Anofficial CM S change request and an MLN Mattersarticlewill be forthcoming.

Source: Provider Education Resources Listserv, Message 200801-11

February 2008 The FCSO Medicare B Update! 19


http://www.cms.hhs.gov/cmsforms/downloads/cms460.pdf
http://www.cms.hhs.gov/PhysicianFeeSched/PFSCSF/list.asp#TopOfPage

CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

2008 Carrier-Priced Fee Schedule Services

eimbursement for most procedures paid on the basis of the Medicare physician fee schedul e database (MPFSDB) is
calculated by CMS and provided to carriers annually. These are listed on the MPFSDB with a code status of “A” (Active
code). Each carrier calculates reimbursement for other procedures, known as status“ C” status or carrier-priced codes. Per
CMS, status“C” indicates carriers price the code. Carrierswill establish RV Us and payment amounts for these services,
generaly on an individual case basis, following review of documentation, such as an operative report.
In many instances, however, enough historical data has been collected to allow the carrier to develop a consistent allowance
for some C status codes. These codes and allowances below are effective for services rendered on or after January 1, 2008.

Connecticut Fees

Proc Md Par Nonpar LmtChg Note Proc Md Par Nonpar LmtChg Note
G0186 64243 61031 70186 7419 TC 60.84 57.80 6647
G0186 62218 591.07 679.73 # 74300 5104 4849 55.76
R0O070 16825 15984 18382 74300 TC 3062 2909 3345
RO075 16825 15984 18382 74301 2962 2814 3236
01451 643.90 61171 70347 74301 TC 1777 1688 1941
0145T TC 3A7.07 329.72 379.18 C 74305 5837 5545 63.77
0145T 26 9866 9373 107.79 74305 TC 3650 3468 3988
0146T 643.90 61171 70347 74328 182.98 17383 19990
0146T TC 3A7.07 39.72 37918 Cc 74328 TC 146.79 13945 160.37
0146T 26 9866 9373 107.79 74330 19311 18345 21097
0147T 643.90 61171 70347 74330 TC 146.79 13945 160.37
0147T TC 3A7.07 39.72 379.18 Cc 74340 15005 14255 16393
0147T 26 9866 9373 107.79 74340 TC 12212 116.01 13341
0148T 643.90 61171 70347 74355 161.33 15326 176.25
0148T TC 3A7.07 329.72 37918 C 7435 TC 12212 116.01 13341
0148T 26 9866 9373 107.79 74360 17516 16640 191.36
0149T 643.90 61171 70347 74360 TC 146.79 13945 160.37
0149T TC 3A7.07 329.72 379.18 C 74420 140.96 13391 154.00
0149T 26 9866 9373 107.79 74420 TC 12212 116.01 13341
0150T 643.90 61171 70347 74425 7968 75.70 87.06
0150T TC 3A7.07 329.72 37918 C 74425 TC 60.84 5780 6647
0150T 26 9866 9373 107.79 74445 11191 10631 12226
0151T 150.75 14321 164.69 74445 TC 5246 4084 5732
0151T TC 10050 9548 109.80 74450 8519 8093 9307
0151T 26 5025 4774 54.90 74450 TC 67.87 6448 7415
70170 5991 5691 6545 74470 86.08 8L78 A05
70170 TC 4443 221 4854 74470 TC 58.16 5525 6354
70557 40491 384.66 442.36 74775 10032 95.30 10960
70557 TC 24295 23080 26542 74775 TC 67.87 6448 7415
70558 447.69 42531 48011 75801 20574 28095 323.09
70558 TC 26862 25519 29347 75801 TC 25217 23056 27549
70559 44948 427.01 491.06 75803 31244 296.82 3ALA
70559 TC 269.69 25621 20464 758083 TC 25217 23056 27549
71090 10797 10257 117.96 75806 326.88 31054 35712
7100 TC 7870 7477 8599 75806 TC 284.32 270.10 31062
72291 20827 197.86 2754 75810 644.92 612.67 70457
72291 TC 124.96 11871 13652 75810 TC 586.16 556.85 640.38
72292 24155 22947 26389 7584 119160 113202 130182
72292 TC 14493 13768 15833 784 TC 112310 106695 122699
73530 39.00 3705 4261 7589 104513 99287 114180
7330 TC 2389 270 2611 78% TC 976.75 92791 106710
74190 85.74 8145 9367 75898 13452 127.79 146.96

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.
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2008 Carrier-Priced Fee Schedule Services, continued

Proc Ma Par Nonpar LmtChg Note Proc Ma Par Nonpar LmtChg Note
75898 TC 4889 46.45 5342 78314 134012 127311  1464.08 C
75940 614.76 584.02 671.62 78314 TC 122584 116455 133923 C
75940 TC 586.16 556.85 640.38 78315 135247 128485 147758 C
75945 19831 18339 216.65 C 78315 TC 122584 116455 133923 C
7545 TC 176.76 167.92 19311 C 78316 135534 128757 148071 C
75952 705.07 669.82 770.29 78316 TC 122584 116455 133023 C
7952 TC 42304 401.89 462.17 79300 23135 219.78 252.75
75953 256.86 244.02 280.62 79300 TC 13881 13187 15165
75953 TC 15412 14641 16837 86485 2111 2005 2306
75954 628.42 597.00 686.55 1132 7567 7189 8267
%4 TC 377.05 35320 41193 a1R TC 4541 4314 4961
75970 580.09 551.09 633.75 91133 95.15 90.39 10395
7970 TC 536.71 500.87 586.35 9133 TC 57.09 54.24 62.38
75980 32641 31009 356.60 92978 309.86 20437 33853
7980 TC 25217 239056 27549 9978 TC 21210 20150 23173
75992 76155 72347 8319 92979 18531 176.04 20245
7092 TC 73285 696.21 800.64 9979 TC 107.05 10170 116.96
76001 15747 14960 17204 93235 14595 13865 15945
76001 TC 12212 116,01 13341 93236 12212 116.01 13341
76125 5047 4795 5514 93315 40051 38048 43755
76125 TC 3650 34.68 39838 93315 TC 24031 22829 26253
76350 18.76 17.82 2049 93317 264.44 25122 28390
76932 106.90 10156 116.79 93317 TC 15866 150.73 17334
76932 TC 2 67.66 7781 93318 27940 26543 30524
76940 18328 17887 205.70 93318 TC 167.64 159.26 18315
76940 TC 7764 7376 84.82 93511 198583 183654 216952
76941 14202 13492 15516 93k11 TC 168413 159992 183091
7641 TC 7099 6744 7756 93524 261330 248264 285504
76945 10567 100.39 11545 93k24  TC 20176 209167 240542
76945 TC 7099 6744 7756 93527 263331 250164 287689
76975 11390 10821 124.44 93s27 TC 20176 209167 240542
76975 TC 2z 67.66 7781 93528 272055 250307 298203
78282 5523 5247 60.34 9328 TC 20176 209167 240542
78282 TC 3314 3148 36.20 93529 248864 236421 271884
78414 6445 61.23 7041 93529 TC 20076 209167 240542
8414 TC 3867 36.74 4225 93530 1037.04 98519 113297
78459 170461 161938 186229 C 93530 TC 79132 75175 86451
459 TC 162416 154295  1774.39 C 93531 274045 260343  2993H4
78491 1019.77 96878 111410 93s31 TC 26234 214922 247160
78091 TC 9314 83534 101814 93561 50.83 4829 5553
78492 166393 158073  1817.84 936l TC 523 2397 27157
78492 TC 155439 147667  1698.17 93562 2373 254 2592
78603 130261 123748 142310 C 9362 TC 1563 1485 1708
78608 TC 122584 116455 133023 C 93571 31187 296.28 34072
78311 130731 124194 142823 C 93b71 TC 211.87 201.28 23147
7811 TC 122584 116455 133923 C 93602 169.68 16120 18538
78312 132659 126026 144930 C 93602 TC 5191 4931 56.71
78312 TC 122584 116455 133923 C 93603 196.37 18655 21453
78313 133031 126379 145336 C 93603 TC 78.70 7AT7 8599
78313 TC 122584 116455 133923 C 93609 40445 38423 44186

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.
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2008 Carrier-Priced Fee Schedule Services, continued

Proc Ma Par Nonpar LmtChg Note Proc Ma Par Nonpar LmtChg Note
936me TC 12759 12121 139.39 93640 TC 33%.12 31836 366.11
93610 23097 21942 252.33 93641 663.15 629.99 724.49
93610 TC 6364 60.46 69.53 w4l TC 33b.12 318.36 366.11
93612 24325 231.09 265.75 93662 4364 41471 476.92
93612 TC 7558 7180 8257 9662 TC 261.92 24882 286.14
93615 6324 60.08 69.09 A642 3156 2098 3448
93615 TC 14.95 1420 16.33 95824 11382 10813 124.35
93618 421.20 40014 460.16 B4 TC 6829 64.83 74.61
93618 TC 185.31 176.04 20245 95951 906.66 861.33 99053
93619 780.16 741.15 852.32 %B%B1 TC 544.00 516.80 5A.32
93619 TC 36046 34244 39381 95965 117064 111221 127893
93620 172245 163633 1838178 %Bw5 TC 702.39 667.27 767.36
93620 TC 103347 93180 112907 95966 534.32 555.10 638.37
93621 316.20 300.39 34545 %6 TC 35059 33306 33302
93621 TC 180.72 180.23 207.26 95%67 51158 486.00 55890
93622 5064 48159 55383 B%7 TC 306.95 20160 33634
9362 TC 304.17 28896 33230 99143 59.49 56.52 65.00
93623 42311 401.95 462.24 9144 59.49 56.52 65.00
93623 TC 25386 241.17 277135 99145 26.95 2560 244
93624 37335 354.68 407.88 99148 59.49 56.52 65.00
3624 TC 9321 8355 101.83 99149 59.49 56.52 65.00
93640 52881 502.37 577.73 99150 26.95 2560 244
Florida Fees

Localities1 & 2 Locality 3 Locality 4
Proc Mol Par  Nonpar LmtChg Par  Nonpar LmtChg Par  Nonpar LmtChg Note
G01%6 581.01 551.96 634.75 606.51 576.18 662.61 629.37 597.90 687.59
(0186 564.45 536.23 616.66 58868 559.25 64314 6104 580.39 66745 #
R0070 108.06 102.66 11806 108.06 102.66 11806 108.06 102.66 11806
R0075 108.06 102.66 11806 108.06 102.66 11806 108.06 102.66 11806
01451 53544 508.67 584.97 56897 54052 621.60 606.85 57651 662.99
0145T TC 293.75 279.06 32092 32362 30744 35356 35647 33865 38945 C
0145T 26 9193 87.33 10043 94.63 89.90 103.39 97.90 93,01 106.96
01461 53544 508.67 584.97 56897 54052 621.60 606.85 57651 662.9
0146T TC 29375 27906 32092 32362 30744 35356 35647 33865 38945 C
0146T 26 9193 87.33 10043 .63 89.90 103.39 97.90 9301 106.96
01471 53544 508.67 584.97 56897 54052 621.60 606.85 57651 662.9
01471 TC 29375 27906 32092 32362 30744 35356 35647 33865 38945 C
0147T 26 9193 87.33 10043 .63 89.90 103.39 97.90 9301 106.96
0148T 53544 508.67 584.97 56897 54052 621.60 606.85 57651 662.9
0148T TC 293.75 279.06 32092 32362 30744 35356 35647 33865 38945 C
0148T 26 9193 87.33 10043 94.63 89.90 103.39 97.90 93,01 106.96
01491 53544 508.67 584.97 56897 54052 621.60 606.85 57651 662.9
0149T TC 293.75 279.06 32092 32362 30744 35356 35647 33865 38945 C
0149T 26 9193 87.33 10043 94.63 89.90 103.39 97.90 93,01 106.96
0150T 53544 508.67 584.97 56897 54052 621.60 606.85 57651 662.9
0150T TC 29375 27906 32092 32362 30744 35356 35647 33865 38945 C
0150T 26 9193 87.33 10043 .63 89.90 103.39 97.90 9301 106.96
0151T 150.75 14321 164.69 150.75 14321 164.69 150.75 14321 164.69
0151T TC 9899 A4 108.15 10050 9548 109.80 10050 9548 109.80

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

2008 Carrier-Priced Fee Schedule Services, continued

Localities1& 2 Locality 3 Locality 4

Proc Md Par Nonpar LmtChg Par Nonpar LmtChg Par Nonpar Lmt Chg Note
0151T 26 50.25 4774 5.9 50.25 4774 5.9 50.25 4774 5.90
21083 6,391.87 607228 698312 | 639187 607228 698312 | 639187 607228 698312
21083 409080 383626 446920 | 409080 388626 446920 | 409080 388626 446920 #
70170 51.06 4850 55.78 54.34 51.62 59.36 5815 55.24 6353
70170 TC 36.72 34.88 4011 3965 3767 4332 4302 40.87 47.00
706557 374.06 355.36 40866 334.75 36551 42034 39%.70 376.87 43340
70657 TC 22444 21322 24520 230.85 21931 25221 238,02 226.12 260.04
70558 414.05 393.35 45235 42642 40510 46587 44029 41828 481.02
70658 TC 24843 236.01 27141 255.85 243,06 27952 264.17 250.96 288.60
70659 41647 395.65 45500 42084 40835 46960 44485 42261 486,00
706559 TC 249.88 237.39 27300 257.90 245,01 28176 266.91 25356 29159
71090 9208 8748 100.60 98,07 93.17 107.15 105.00 909.75 114.71
71000 TC 65.13 6187 7115 70.36 66.84 76.87 7641 7259 8348
72291 196.15 186.34 214.29 21574 204.95 235.69 23404 22234 255.69
72291 TC 117.70 111.82 12859 129.44 12297 141.42 14042 13340 15341
72292 23547 22370 257.26 269.98 256.48 294.95 308399 288.79 33211
72292 TC 141.29 134.23 154.36 161.99 153.89 176.97 182.40 17328 199.27
73530 3348 3181 3658 3524 3348 3850 3724 3538 40.69
73530 TC 1951 1853 2131 20.88 1984 282 245 21.33 2453
74190 73.14 69.48 79.90 7763 73.75 8481 82.78 78.64 044
74190 TC 5004 4754 54.67 5386 5117 5885 5824 55.33 63.63
74300 4754 4516 51.93 50.32 47.80 54.97 5263 50.00 5750
74300 TC 2852 2709 3115 30.19 28,68 3298 3159 3001 3451
74301 2702 2567 2052 2849 2707 3113 29.73 2824 3248
74301 TC 1621 1540 1771 17.10 16.25 1869 1783 1694 1948
74305 5053 48,00 55.20 5356 50.88 5851 57.07 54.22 62.35
74305 TC 30.19 28,68 3298 3260 3097 3562 3539 3362 3866
74328 154.38 146.66 168.66 164.58 156.35 179.80 176.32 167.50 19263
74328 TC 120.75 11471 131.92 130.00 12350 142.03 14059 13356 15359
74330 163.85 155.66 179.01 17434 165.62 190.46 186.42 17710 208.67
74330 TC 120.75 11471 131.92 130.00 12350 142.03 14059 13356 15359
74340 126.31 11999 137.99 134.67 12794 14713 144.28 137.07 157.63
74340 TC 10043 9541 100.72 108.10 102.70 11811 116.88 111.04 127.70
74355 136.82 129098 14948 145.49 13822 15895 155.46 147.69 169.84
74355 TC 10043 9541 100.72 108.10 102.70 11811 116.88 111.04 127.70
74360 146.99 13964 16059 156.95 14910 17147 168.39 159.97 18397
74360 TC 120.75 114.71 131.92 130.00 12350 142.03 14059 13356 15359
74420 118.00 11210 12892 126.24 11993 137.92 13572 12893 148.27
74420 TC 10043 9541 109.72 108.10 102.70 11811 116.88 111.04 127.70
74425 67.61 64.23 73.86 7200 68.40 78.66 77107 7322 84.20
74425 TC 5004 4754 54.67 53.86 51.17 5885 5824 5533 63.63
74445 93.74 93.80 107.87 10393 93.73 11354 110.01 10451 120.19
74445 TC 4314 4098 4713 4643 4411 50.73 50.21 47.70 54.86
74450 7205 68.45 78.72 76.89 73.05 84.01 8248 78.36 90.11
74450 TC 55.86 5307 61.03 60.16 57.15 65.72 65.08 61.83 7110
74470 73.78 70.09 80.60 78.17 74.26 8540 8324 79.08 NDHA
74470 TC 4790 4551 5234 51.60 4902 56.37 55.85 53.06 61.02
T4775 86.03 81.73 939 91.24 86.68 99.68 97.26 9240 106.26
74775 TC 55.86 5307 61.03 60.16 57.15 65.72 65.08 61.83 7110

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.
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2008 Carrier-Priced Fee Schedule Services, continued

Localities1 & 2 Locality 3 Locality 4

Proc Ma Par  Nonpar LmtChg Par  Nonpar LmtChg Par  Nonpar LmtChg Note
75301 24860 236.17 27160 266.29 25298 29093 286.75 27241 31327
75801 TC 207.39 197.02 22657 22324 212.08 243.89 24140 229.33 26373
75303 26343 250.26 287.80 280.87 266.83 306.85 30093 285.88 328.76
75803 TC 207.39 197.02 22657 22324 212.08 243.89 24140 229.33 26373
75305 27367 25099 29899 29295 27830 32005 315.14 299.38 34429
75805 TC 23389 22220 25553 25181 23022 275.10 21234 258.72 29753
75310 536.23 50042 585.83 574.29 54558 627.42 617.90 587.01 675.06
75810 TC 48158 45750 526.13 518.08 492.18 566.01 550.81 531.82 611.59
7584 987.27 93791 107860 |105973 100674 115775 |114283 108569 124854
™84 TC 92322 87706 100862 99351 M383 108540 | 107396 102026 117330
758% 866.16 822.85 946.28 92895 88250 1,01488 | 1,000.89 95085 1,09348
758% TC 802.83 762.69 877.09 863.89 820.70 381 933.77 88708 102014
75898 119.80 11381 13088 12518 11892 136.76 13148 12491 14365
75898 TC 40.29 3828 2402 4342 4125 4744 47,01 44.66 5136
75940 50841 482.99 555.44 54593 51863 596.42 583891 559.46 643.38
7540 TC 48158 45750 526.13 518.08 492.18 566.01 550.81 531.82 611.59
75945 167.05 15870 18251 18156 17248 198.35 196.77 186.93 21497 C
7545 TC 146.45 13913 160.00 159.83 151.89 174.67 17368 165.00 1875 C
75952 661.80 628.71 72302 72278 686.64 78064 778.88 73094 850.93
75952 TC 397.08 37723 43381 43367 41199 47379 467.34 44397 51057
75953 256.81 24397 28057 302.86 287.72 330.88 349.22 33176 38152
75953 TC 154.09 146.39 168.35 18171 172.62 19851 20953 199.05 22891
75954 628.48 597.06 686.62 74257 705.44 811.26 858.02 815.12 937.39
954 TC 377.08 35823 41196 44554 42326 486.75 514.81 48907 56243
75970 48140 457.33 52593 516.10 490.30 563.85 555.88 528.09 607.30
7970 TC 44105 41900 48185 47454 45081 51843 512.85 487121 560.29
75980 276.36 26254 30192 294.15 2719.44 321.36 31463 29890 A374
75980 TC 207.39 197.02 22657 22324 212.08 243.89 24140 2209.33 26373
75992 629.16 597.70 687.36 675.92 642.12 73844 72950 693.03 796.98
7992 TC 602.45 57233 658.18 648.33 61591 708.30 700.85 665.81 765.68
76001 13362 126.94 14593 14255 13542 15573 152.83 14524 167.03
76001 TC 10043 9541 109.72 10810 102.70 11811 116.83 111.04 127.70
76125 4312 40.9% 4710 45.89 4360 5014 49,08 46.63 53.62
76125 TC 3019 2868 3298 3260 3097 35.62 3539 3362 3866
76350 1501 14.26 16.40 1654 1571 18.07 1755 16.67 19.17
76932 9179 87.20 100.28 97.36 Q49 106.36 10383 98.64 11344
76932 TC 5895 56.00 64.40 63.70 60.52 69.60 69.17 65.71 7557
76940 17451 165.78 190.65 183.66 179.23 206.11 20621 19590 22529
7640 TC 6801 64.61 74.30 75.82 7203 8283 8533 8L06 B2
76941 124.38 11816 135838 13091 124.36 14301 13852 13159 151.33
7641 TC 5836 5544 63.76 62.79 59.65 63860 67.88 6449 74.16
76945 9059 86.06 9897 95.97 9117 104.85 10217 97.06 111.62
76945 TC 58.36 5544 63.76 62.79 59.65 63860 67.88 6449 74.16
76975 93.60 9367 107.72 104.57 NHA 114.24 11151 10593 12182
76975 TC 5895 56.00 6440 63.70 60.52 69.60 69.17 65.71 7557
77522 936.93 89008 102359 936.93 89008 102359 936.93 89008 102359
77523 97314 92448 106315 97314 92448 106315 97314 92448 106315

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

2008 Carrier-Priced Fee Schedule Services, continued

Localities1 & 2 Locality 3 Locality 4
Proc Ma Par  Nonpar LmtChg Par  Nonpar LmtChg Par  Nonpar LmtChg Note
77525 108630 103199 118679 | 108630 10319 118679 | 108630 103199 118679
78282 2041 4694 5398 5222 4961 57.05 54.55 5182 5959
8282 TC 2065 2817 3240 3L33 20.76 A2 R72 3L.08 3B.74
78414 58.60 55.67 6402 61.76 5867 6747 64.34 61.12 7029
844 TC 35.16 3340 3B41 37.05 3520 4048 3860 36.67 4217
78459 144856 137613 158255 | 159063 151110 173777 | 1,74680 165946 190838 C
7459 TC 137440 130568 150153 | 151405 143835 165410 | 166758 158420 182183 C
78491 856.36 81354 93557 924.64 87841 101017 985.66 93638 107684
78491 TC 77520 736.44 846.91 841.07 79.02 918.87 89931 8434 98249
78492 139423 132452 152320 | 150718 143182 164659 | 160785 152746 175653
7492 TC 129312 122846 141273 | 140315 13329 153294 | 150044 142542 163923
78608 110888 105344 121146 | 121666 115583 132920 | 133530 126854 145882 C
78608 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
78311 111431 105859 121738 | 1,22308 116193 133622 | 134318 127602 146742 C
78311 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
78312 113190 107531 123661 | 1,24100 117895 135579 | 136137 129330 148730 C
78312 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
78313 113525 107849 124026 | 124443 118221 135954 | 136487 129663 149112 C
78313 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
78314 114425 108704 125010 | 125358 119090 136954 | 137414 130543 150124 C
78314 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
78315 115546 109769 126234 | 1265602 120177 138204 | 138577 131648 15139 C
78315 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
78316 115808 110018 126521 | 126769 120431 138496 | 138848 131906 151692 C
78316 TC 1,037.36 98549 113331 | 114278 108564 124849 | 125868 119575 137511 C
79300 21822 20731 23841 23015 21864 25144 23960 22762 261.76
79300 TC 13094 124.39 143.05 13310 13120 150.88 14376 13657 157.06
86485 16.34 1552 17.85 1801 71 1968 1904 1809 2080
1132 67.57 64.19 7382 7161 6303 7823 7492 7117 8185
9132 TC 4054 3851 4429 42.9%6 4081 4693 4502 277 4919
01133 84.27 80.06 9207 8390 84.46 97.13 9261 87.93 10118
91133 TC 5055 4802 5522 5334 50.67 5827 5558 52.80 60.72
92978 264.22 25101 288.66 27993 26593 305.82 29797 28307 32553
92978 TC 174.36 165.64 19049 187.62 17824 20498 20282 192.68 22158
92979 160.37 152.35 17520 169.32 160.85 184.98 17967 170.69 196.29
92979 TC 8319 8378 9%6.35 9501 90.26 10380 102.86 97.72 11238
93235 12251 116.38 13334 13083 124.29 14293 14040 13338 15339
93236 10043 9541 109.72 10810 102.70 11811 11683 1104 127.70
93315 36291 34476 396.47 381.36 36229 41663 395.93 376.13 43255
93315 TC 217.73 206.84 237.87 22882 217.38 24999 23755 22567 25052
93317 23928 2732 26142 25116 233860 27439 26043 24741 28452
93317 TC 14356 136.33 156.84 150.70 14317 164.65 156.26 14845 170.72
93318 290.75 276.21 31764 304.68 28045 33287 31523 29947 34439
93318 TC 174.46 165.74 190.60 182381 17367 199.72 18913 17967 206.62
93611 166921 15875 182361 | 1,79097 170142 195663 | 193190 183531 211061
911 TC 130164 132206 152037 | 150261 142748 164160 | 163057 154904 178140
93524 219909 208914 240251 | 235907 224112 257729 | 254436 241714 277971
9324 TC 181984 172885 198818 | 196522 186696 214700 | 213295 202630 233025

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.

February 2008 The FCSO Medicare B Update! 25




CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

2008 Carrier-Priced Fee Schedule Services, continued

Localities1 & 2 Locality 3 Locality 4
Proc Ma Par  Nonpar LmtChg Par  Nonpar LmtChg Par  Nonpar LmtChg Note
93527 221765 210677 242279 | 237843 225951 259844 | 256472 243648 280195
93c27 TC 181984 172885 198818 | 196522 186696 214700 | 213295 202630 233025
93528 2306838 219154 252027 | 247088 234734 269944 | 266105 252800 290720
93628 TC 181984 172885 198818 | 196522 186696 214700 | 213295 202630 233025
93529 208386 197967 227662 | 223941 212744 244656 | 241938 229841 264317
9%29 TC 181984 172885 193818 | 196522 186696 214700 | 21329 202630 233025
93530 880.83 836.79 962.31 HA155 89447 102864 | 101205 %6145 110567
9630 TC 653.83 621.14 71431 70593 670.63 77122 766.01 727171 836.87
93631 231279 219715 252672 | 247912 235516 270843 | 267199 253839 291915
9631 TC 187009 177659 204308 | 201960 191862 220641 | 219212 208251 239489
93561 4520 4294 4933 4791 4551 52.34 5112 4856 5584
936l TC 214 2034 2339 2346 229 2563 2590 2461 2830
93562 291 19.86 284 2249 2137 2458 2438 2316 2663
9362 TC 1333 1266 1456 1463 1390 1599 16.20 15.39 17.70
93571 265.85 25256 29044 28172 267.63 307.77 299.95 28495 327.69
93%71 TC 17420 16549 19031 18753 17815 204.87 20281 19267 22157
93602 15291 145.26 167.05 160.75 15271 17562 17012 16161 18585
93602 TC 4290 40.76 46.87 46.32 44.00 50.60 50.26 47.75 5491
93603 17525 16649 191.46 185.06 17581 20218 196.72 186.83 21491
93603 TC 65.13 61.87 7115 7036 66.34 7687 7641 7259 8348
93609 363.02 344.87 396.60 38107 362.02 41632 40247 38235 439.70
93609 TC 10542 10015 11517 11379 10810 124.32 12342 11725 134.84
93610 20920 198.74 22855 219.85 208.86 240.19 23263 221.00 25415
93610 TC 52.89 50.25 57.79 57.29 5443 6259 62.39 59.27 68.16
93612 21942 20845 230.72 23093 219.38 25229 22471 23247 26734
93612 TC 6264 5951 6844 67.73 64.34 7399 7362 69.H 8043
93615 57.36 54.49 62.66 59.38 5641 64.87 61.74 58.65 67.45
93615 TC 12.36 1174 1350 1335 1268 1458 1447 1375 1581
93618 37247 35385 40693 39279 37315 42912 416.73 395.89 45527
93618 TC 152.96 14531 16711 165.00 156.75 180.26 17887 169.93 19542
93619 686.20 651.89 749.67 724.46 6838.24 791.48 769.40 73093 84057
93%19 TC 29761 28273 325.14 321.08 305.03 350.78 34812 33071 380.32
93620 156439 148617 170910 | 165423 157152 180725 | 172731 164094 188703
93620 TC 93864 89171 102547 99254 291 108435 | 103639 98457 113226
93621 29228 27167 319.32 311.26 295.70 340.06 12 310.86 35749
93621 TC 17537 166.60 19159 186.77 17743 20404 196.33 18651 21449
93622 48561 461.33 53053 539.76 512.77 580.69 591.09 561.54 645.77
9362 TC 291.36 276.79 31831 32385 307.66 35381 354.66 33693 38747
93623 389.85 370.36 42591 41244 391.82 45059 430.74 40920 47058
93623 TC 23391 2221 25554 24747 23510 270.37 25845 24553 282.36
93624 336.82 319.03 366.88 351.87 33428 38442 37091 352.36 40521
93624 TC 7713 7327 84.26 8332 7915 9102 9049 8597 9387
93640 456.56 43373 498.79 48481 46057 529.66 517.73 40134 565.62
93640 TC 276.33 26251 301.89 297.90 28301 32546 3271 30657 35256
93641 581.50 55243 635.29 614.47 583.75 67131 653.11 620.45 71352
93641 TC 276.33 26251 301.89 297.90 28301 32546 3271 30657 35256
93662 41021 389.70 44816 44738 42501 488.76 48150 45743 526.04
93662 TC 246.13 23382 268.89 26843 255,01 293.26 28391 27446 31563

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.
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2008 Carrier-Priced Fee Schedule Services, continued

Localities1 & 2 Locality 3 Locality 4
Proc Ma Par  Nonpar LmtChg Par  Nonpar LmtChg Par  Nonpar LmtChg Note
A642 2764 26.26 3020 3012 2861 3290 3158 30.00 3450
95824 92.06 87.46 10058 10324 98.08 11279 10840 102.98 11843
96824 TC 5523 5247 60.34 61H 5884 67.67 65.04 61.79 7106
95951 817.13 776.27 89271 858.72 815.78 938.15 890.45 84593 972.82
BBl TC 49027 465.76 535.62 51523 48947 562.89 534.28 50757 583.71
95965 105412 100141 115162 |110365 104847 120574 | 114086 108382 124639
9065 TC 63248 600.86 690.9 662.19 629.08 72344 684.52 650.29 747.83
95966 537.15 510.29 586.83 566.61 53828 619.02 590.19 560.68 644.78
9966 TC 32229 306.18 3»21 33097 32297 37142 3410 33640 386.86
95967 47152 44794 515.13 49802 47312 544.09 51943 49346 567.48
9967 TC 28292 268.77 309.09 29881 283.87 32645 311.66 296.08 34049
99082 200 190 219 200 190 219 200 190 219
99143 4910 46.65 5365 5282 5018 5771 56.31 5349 6151
99144 4910 46.65 5365 5282 5018 5771 56.31 5349 6151
99145 2192 2082 23 2374 255 2593 2545 2418 2781
99148 4910 46.65 5365 5282 5018 5771 56.31 5349 6151
99149 4910 46.65 5365 5282 5018 5771 56.31 5349 6151
99150 2192 2082 239 2374 255 2593 2545 2418 2781

# - These amounts apply when serviceis performed in afacility setting.
C - The payment for the technical component is capped at the OPPS amount.
All current procedural terminology (CPT) codes and descriptors are copyright 2007 by the American Medical Association.

Source: Publication 100-04, Transmittal 312, Change Request 5944

Medicare Physician Fee Schedule Database Indicators

hefollowing information provides definitions of the indicate that a surgical or diagnostic procedure was started
national policy indicators for each procedure code (and but discontinued.
modifier, where applicable) on the Medicare physician fee
schedule database (MPFSDB). Use thisin conjunction with Co dper S.Ejatl':ﬁ E‘STAIéJdﬁ) status of each cod
the Medicare Physician Fee Schedule - National Searchable ovidesthe fee schedule Stalus ot each code.
Database located at http://www.cms.hhs.gov/PFSookup/ on A= Active code. These codes are separately paid under the
the CMS Web site. physician fee scheduleif covered. Therewill berelative
value units (RVUs) and payment amounts for codes with this
Pro_?_ﬁ dgFr,_? C|_O| ggc(sPROe%) d status. The presence of an “A” indicator does not mean that
e or procedure code. Medicare has made a national coverage determination
Modifier (MOD) regarding the service; carriersremain responsible for
For diagnostic tests, a blank in this field denotes the global coverage decisions in the absence of anational Medicare
service and the following modifiersidentify the components: policy.
26 = Professional component B= Payment for covered services are always bundled into
T C =Technical component payment for other services not specified. Therewill be no

RV Us or payment amounts for these codes and no separate
payment is ever made. When these services are covered,
payment for them is subsumed by the payment for the
servicesto which they areincident (an exampleisa
telephone call from a hospital nurse regarding care of a

For services other than those with a professional and/or
technical component, ablank will appear inthisfield with
one exception: the presence of CPT modifier 53, which
indicatesthat separate Relative Value Units (RVUs) and afee
schedule amount have been established for procedures

which the physician terminated before completion. This patient).

modifier is used only with colonoscopy code 45378 and C=Carrierspricethecode. Carrierswill establish RvUsand
screening colonoscopy codes G0105 and G0121. Any other payment amounts for these services, generaly on an
codes hilled with modifier 53 are subject to carrier medical individual case basisfollowing review of documentation
review and priced by individual consideration. such as an operative report.

53 = Discontinued Procedure - Under certain circumstances, D*= Deleted/discontinued codes.
the physician may elect to terminate asurgical or diagnostic
procedure. Due to extenuating circumstances, or those that

threaten the well being of the patient, it may be necessary to
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Medicare Physician Fee Schedule Database | ndicators, continued

E =Excluded from physician fee schedul e by regulation.
These codes are for items and/or services that the Centers
for Medicare & Medicaid Services (CMS) choseto exclude
from the fee schedul e payment by regulation. No RVUsor
payment amounts are shown and no payment may be made
under the fee schedule for these codes. Payment for them,
when covered, continues under reasonable charge
procedures.

F =Del eted/di scontinued codes. (Code not subject to a 90
day grace period.) These codes are deleted effective with the
beginning of the year and are never subject to a grace
period. Thisindicator isno longer effective beginning with
the 2005 fee schedul e as of January 1, 2005.

G =Not valid for Medicare purposes. M edicare uses another

code for reporting of, and payment for, these services. (Code
subject to a90 day grace period.) Thisindicator isno longer

effective beginning with the 2005 fee schedul e as of January
1,2005.

H* =Deleted modifier. For 2000 and | ater years, either the TC
or PC component shown for the code has been deleted and
the deleted component is shown in the data base with the H
status.

| =Not valid for Medicare purposes. Medicare uses another
code for reporting of, and payment for, these services. (Code
not subject to a 90-day grace period.)

J =Anesthesia services (no relative value units or payment
amounts for anesthesia codes on the database, only used to
facilitate the identification of anesthesia services.)

L =L ocal codes. Carrierswill apply thisstatusto all local
codesin effect on January 1, 1998, or subsequently
approved by central officefor use. Carrierswill completethe
RV Us and payment amounts for these codes.

M =Measurement codes, used for reporting purposes only.

N =Noncovered service. These codes are carried on HCPCS
as noncovered services.

P =Bundled/excluded codes. There are no RvUsand no
payment amounts for these services. No separate payment is
made for them under the fee schedule.

If theitem or serviceis covered asincident to a physician
service and is provided on the same day as a physician
service, payment for it is bundled into the payment for the
physician serviceto which it isincident (an exampleisan
elastic bandage furnished by a physician incident to a
physician service).

If theitem or serviceis covered as other than incident to a
physician service, it is excluded from the fee schedule (for
example, colostomy supplies) and is paid under the other
payment provision of the Act.

R =Restricted coverage. Special coverage instructions apply.

T =There are RV Us and payment amounts for these services,
but they are only paid if there are no other services payable
under the physician fee schedule billed on the same date by
the same provider. If any other services payable under the
physician fee schedule are billed on the same date by the
same provider, these services are bundled into the physician
services for which payment is made.

*Codes with these indicators had a 90-day grace period
before January 1, 2005.

X =Statutory exclusion. These codes represent an item or
service that is not in the statutory definition of “physician
services’ for fee schedule payment purposes. No RvVUs or
payment amounts are shown for these codes and no
payment may be made under the physician fee schedule.
(Examplesare ambulance servicesand clinical diagnostic
|aboratory services.)

Facility Pricing

Codes that have reduced fees when performed in a
facility setting. Facility feesare calculated at anational level
with areduced practice expense, because of reduced
physician overhead associated with services provided in a
facility.

Place of service codesto be used to identify facilities:
21 inpatient hospital
22 outpatient hospital
23 emergency room
24 ambulatory surgical center - ASCisonly treated asa
facility setting when an ASC list procedureis performedin
anASC
26 military treatment facility
31 skilled nursing facility
34 hospice
41 ambulance - land
42 ambulanceair or water
51 inpatient psychiatric facility
52 psychiatric facility partial hospitalization
53 community mental health center
56 psychiatric residential treatment facility
61 comprehensiveinpatient rehabilitation facility

Professional Component/Technical
Component Indicator (PC/TC)

0=Physician service codes: Thisindicator identifies codes
that describe physician services. Examplesinclude visits,
consultations, and surgical procedures. The concept of PC/
TC does not apply since physician services cannot be split
into professional and technical components. Modifiers 26
and TC cannot be used with these codes. The total RVUs
include values for physician work, practice expense and
mal practice expense. There are some codes with no work
RvUs

1=Diagnostictestsor radiology services: Thisindicator
identifies codes that describe diagnostic tests (e.g.,
pulmonary function tests), or therapeutic radiology
procedures (e.g., radiation therapy). These codes generally
have both a professional and technical component.
Modifiers 26 and TC can be used with these codes.
Thetotal RV Usfor codesreported with modifier 26 include
valuesfor physician work, practice expense, and mal practice
expense.

Thetotal RVUsfor codesreported with modifier TC include
valuesfor practice expense and mal practice expense only.
Thetotal RVUsfor codes reported without amodifier equals
the sum of RVUs for both the professional and technical
component.

2 =Professional component only codes: Thisindicator
identifies stand alone codes that describe the physician
work portion of selected diagnostic tests for which there is
an associated code that describes the technical component
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of the diagnostic test only and another associated code that
describes the global test.
An example of aprofessional component only codeis
93010, Electrocardiogram; interpretation and report.
Modifiers 26 and TC cannot be used with these codes.
Thetotal RvVUsfor professional component only codes
include valuesfor physician work, practice expense, and
mal practice expense.
3 =Technical component only codes: Thisindicator identifies
stand-alone codes that describe the technical component
(i.e., staff and equipment costs) of selected diagnostic tests
for which there is an associated code that describes the
professional component of the diagnostic tests only.
An example of atechnical component code is 93005,
Electrocardiogram, tracing only, without
interpretation and report. It also identifies codes that
are covered only as diagnostic tests and therefore do
not have arelated professional code. Modifiers 26 and
TC cannot be used with these codes.
Thetotal RVUsfor technical component only codes
include valuesfor practice expense and malpractice
expense only.

4=Glaobal test only codes: Thisindicator identifiesstand
alone codes for which there are associated codes that
describe: a) the professional component of the test only and
b) the technical component of the test only. Modifiers 26
and TC cannot be used with these codes. The total RVUs for
global procedure only codes include values for physician
work, practice expense, and mal practice expense. Thetotal
RVUsfor global procedure only codes equals the sum of the
total RvUsfor the professional and technical components
only codes combined.
5=Incident to codes: Thisindicator identifies codesthat
describe services covered incident to a physicians service
when they are provided by auxiliary personnel employed by
the physician and working under his or her direct
supervision.
Payment may not be made by carriers for these services
when they are provided to hospital inpatients or
patients in a hospital outpatient department. Modifiers
26 and TC cannot be used with these codes.

6=L aboratory physician inter pretation codes: Thisindicator
identifiesclinical laboratory codes for which separate
payment for interpretations by laboratory physicians may be
made. Actual performance of the testsis paid for under the
lab fee schedule. Modifier TC cannot be used with these
codes. Thetotal RVUsfor laboratory physician
interpretation codes include values for physician work,
practice expense and mal practice expense.
7 =Physical therapy service: Payment may not be madeif
the service is provided to either a hospital outpatient or
inpatient by an independently practicing physical or
occupational therapist.
8=Physician inter pretation codes: Thisindicator identifies
the professional component of clinical laboratory codes for
which separate payment may be made only if the physician
interprets an abnormal smear for hospital inpatient. This
appliesonly to code 85060. No TC billing isrecognized
because payment for the underlying clinical laboratory test
is made to the hospital, generally through the PPSrate.

No payment is recognized for code 85060 furnished to

hospital outpatients or non- hospital patients. The
physician interpretation is paid through the clinical
|aboratory fee schedule payment for theclinical
laboratory test.

9 =Concept of a professional/technical component does not
apply.

Global Surgery (GLOBAL)

Provides the postoperative time frames that apply to
payment for each surgical procedure or another indicator
that describes the applicability of the global concept to the
service,

000 =Endoscopic or minor procedure with related
preoperative and postoperative relative values on the day of
the procedure only included in the fee schedule payment
amount; evaluation and management services on the day of
the procedure generally not payable.

010 =Minor procedure with preoperative relative values on
the day of the procedure and postoperative relative values
during a 10-day postoperative period included in the fee
schedule amount; evaluation and management services on
the day of the procedure and during this 10-day
postoperative period generally not payable.

090 =Major surgery with a1-day preoperative period and 90-
day postoperative period included in the fee schedule
payment amount.

MMM =Maternity codes; usual global period does not
apply.

XXX =Global concept does not apply

YYY =Carrier determineswhether global concept appliesand
establishes postoperative period, if appropriate, at time of
pricing.

277 =Coderelated to another service and is alwaysincluded
in the global period of the other service. (Note: Physician
work isassociated with intra-service time and in some
instances the post service time.)

Preoperative, Intraoperative, and

Postoperative Percentages

e Preoperative percentage (PRE OP) - modifier 56

e Provides the percentage for the preoperative portion of
the global package.

e Intraoperative percentage (INTRA OP) - modifier 54

e Provides the percentage for the intraoperative portion of
the global package including postoperative work in the
hospital.

e Postoperative percentage (POST OP) - modifier 55
Provides the percentage for the postoperative portion of
the global packagethat is provided in the office after
discharge from the hospital.

Thetotal of preoperative, intraoperative, and
postoperative percentages will usually equal one. Any
variance is slight and results from rounding.

Multiple Procedure (M/S) - Modifier 51
I ndicates which payment adjustment rulefor multiple
procedures applies to the service.

0=No payment adjustment rules for multiple procedures
apply. If procedure is reported on the same day as another
procedure, base payment on the lower of: (a) the actual
charge or (b) the fee schedule amount for the procedure.

1 =Standard payment adjustment rulesin effect before
January 1, 1996, for multiple procedures apply. In the 1996
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MPFSDB, thisindicator only appliesto codeswith
procedure status of “D.” If a procedureis reported on the
same day as another procedure with an indicator of 1, 2, or 3,
rank the procedures by fee schedule amount and apply the
appropriate reduction to this code (100 percent, 50 percent,
25 percent, 25 percent, 25 percent, and by report). Base
payment on the lower of: (a) the actual charge or (b) the fee
schedule amount reduced by the appropriate percentage.

2 =Standard payment adjustment rulesfor multiple
procedures apply. If procedure is reported on the same day
as another procedure with an indicator of 1, 2, or 3, rank the
procedures by fee schedule amount and apply the
appropriate reduction to this code (100 percent, 50 percent,
50 percent, 50 percent, 50 percent, and by report). Base
payment on the lower of: (a) the actual charge or (b) the fee
schedule amount reduced by the appropriate percentage.

3 =Specid rulesfor multiple endoscopic procedures apply if
procedure is billed with another endoscopy in the same
family (i.e., another endoscopy that has the same base
procedure).

Multiple endoscopy rules are applied to afamily before
ranking the family with other procedures performed on the
sameday (for example, if multiple endoscopiesinthe same
family are reported on the same day as endoscopiesin
another family or on the same day as a non-endoscopic
procedure).

If an endoscopic procedure is reported with only its base
procedure, carriers do not pay separately for the base
procedure. Payment for the base procedure isincluded in the
payment for the other endoscopy.

(See Endoscopic Base Codes, below)

4 =Subject to 25 percent reduction of the TC diagnostic
imaging (effectivefor servicesJanuary 1, 2006, and after)

9 =Concept does not apply.

Bilateral Surgery (B/S) - Modifier 50
Provides an indicator for services subject to a payment
adjustment.
0 =150 percent payment adjustment for bilateral procedures
does not apply. If procedureis reported with modifier 50 or
with modifiers RT and LT, base payment for the two sideson
the lower of: (a) thetotal actual charge for both sides or (b)
100 percent of the fee schedule amount for a single code.
Example: Thefee schedule amount for code XX XXX is
$125. The physician reportscode X XXX X-LT with an
actual charge of $100 and XXX XX-RT with an actual
charge of $100. Payment would be based on the fee
schedule amount ($125) sinceit islower than the total
actual chargesfor theleft and right sides ($200).
The bilateral adjustment isinappropriate for codesin
this category because of (a) physiology or anatomy or
(b) because the code descriptor specifically states that it
isaunilateral procedure and thereis an existing code for
thebilateral procedure.

1 =150 percent payment adjustment for bilateral procedures
applies. If codeisbilled withthebilateral modifier or is
reported twice on the same day by any other means (e.g.,
with modifiers RT and LT or with a2 inthe unitsfield), base
payment for these codes when reported as bilateral

procedures on the lower of: (a) the total actual charge for
both sides or (b) 150 percent of the fee schedule amount for
asingle code.

If code isreported as abilateral procedure and is
reported with other procedure codes on the same day,
apply the bilateral adjustment before applying any
applicable multiple procedurerules.

2 =150 percent payment adjustment for bilateral procedure
does not apply. RV Us are already based on the procedure
being performed asabilateral procedure. If procedureis
reported with modifier 50 or isreported twice on the same
day by any other means (e.g., with modifiers RT and LT with
a2 inthe unitsfield), base payment for both sides on the
lower of (a) the total actual charges by the physician for
both sides or (b) 100 percent of the fee schedule amount for
asingle code.

Example: Thefee scheduleamount forcodeYYYYY is
$125. ThephysicianreportscodeYY Y'Y Y-LT withan
actual chargeof $100and Y Y Y'Y Y-RT with an actual
charge of $100. Payment would be based on the fee
schedule amount ($125) sinceit islower than the total
actual chargesfor theleft and right sides ($200).

The RVUsare based on abilateral procedure because:
(@) the code descriptor specifically states that the
procedure is bilateral; (b) the code descriptor states that
the procedure may be performed either unilaterally or
bilaterally; or (c) the procedureis usually performed asa
bilateral procedure.

3 =The usual payment adjustment for bilateral procedures
does not apply. If procedureis reported with modifier 50 or is
reported for both sides on the same day by any other means
(e.g., withmodifiersRT and LT or withaZ2 inthe unitsfield),
base payment for each side or organ or site of a paired organ
onthelower of: (a) the actual charge for each side or (b) 100
percent of the fee schedule amount for each side. If
procedure is reported as a bilateral procedure and with other
procedure codes on the same day, determine the fee
schedule amount for a bilateral procedure before applying
any applicable multiple procedurerules.

Servicesin this category are generally radiology procedures
or other diagnostic tests which are not subject to the special
payment rulesfor other bilateral procedures.

9 =Concept does not apply.

Assistant at Surgery (A/S)

Provides an indicator for services where an assistant at
surgery isnever paid for per IOM (CM S nternet-Only
Manual).

0 =Payment restriction for assistants at surgery appliesto
this procedure unless supporting documentation is
submitted to establish medical necessity.

1 =Statutory payment restriction for assistants at surgery
applies to this procedure. Assistant at surgery may not be
paid.

2 =Payment restriction for assistants at surgery does not
apply to this procedure. Assistant at surgery may be paid.

9 =Concept does not apply.
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Co-Surgeons (CO) - Modifier 62

Provides an indicator for servicesfor which two
surgeons, each in a different specialty, may be paid.
0 =Co-surgeons not permitted for this procedure.

1 =Co-surgeons could be paid; supporting documentation
required to establish medical necessity of two surgeons for
the procedure.

2 =Co-surgeons permitted; no documentation required if two
specialty requirementsare met.

9 =Concept does not apply.

Team Surgeons (TEAM) - Modifier 66
Provides an indicator for services for which team surgeons
may be paid.

0 =Team surgeons not permitted for this procedure.

1 =Team surgeons could be paid; supporting documentation
required to establish medical necessity of ateam; pay by
report.

2 =Team surgeons permitted; pay by report.
9 =Concept does not apply.

Physician Supervision of Diaghostic
Procedures (SUPV DX)

Provides levels of physician supervision required for
diagnostic tests payable under the physician fee schedule.

General supervision meansthe procedureisfurnished
under the physician’s overall direction and control, but the
physician’s presence is not required during the performance
of the procedure. Under general supervision, the training of
the nonphysician personnel who actually performs the
diagnostic procedure and the maintenance of the necessary
equipment and supplies are the continuing responsibility of
the physician. Direct supervision in the office setting means
the physician must be present in the office suite and
immediately available to furnish assistance and direction
throughout the performance of the procedure. It does not
mean that the physician must be present in the room when
the procedureis performed.

Per sonal supervision meansaphysician must bein
attendance in the room during the performance of the
procedure.

01 =Procedure must be performed under the general
supervision of a physician.

02 =Procedure must be performed under the direct
supervision of a physician.

03 =Procedure must be performed under the personal
supervision of a physician.

04 =Physician supervision policy does not apply when
procedure is furnished by a qualified, independent
psychologist or aclinical psychologist; otherwise must be
performed under the general supervision of a physician.

05 =Physician supervision policy does not apply when
procedure is furnished by a qualified audiologist; otherwise
must be performed under the general supervision of a
physician.

06 =Procedure must be performed by aphysician or a
physical therapist (PT) whois certified by the American
Board of Physical Therapy Specialties(ABPTS) asa
qualified electrophysiologic clinical specialistandis
permitted to provide the procedure under state law.

21 =Procedure may be performed by atechnician with
certification under general supervision of aphysician;
otherwise must be performed under direct supervision of a
physician.

22 =May be performed by atechnician with on-linereal-time
contact with physician.

66 =May be performed by a physician or by a physical
therapist with ABPTS certification and certificationin this
specific procedure.

6A =Supervision standardsfor level 66 apply; in addition,
the PT with ABPTS certification may supervise another PT,
but only the PT with ABPT S certification may bill.

77 =Procedure must be performed by aPT withABPTS
certification or by aPT without certification under direct
supervision of aphysician, or by atechnician with
certification under general supervision of aphysician.

7A =Supervision standardsfor level 77 apply; in addition,
the PT with ABPTS certification may supervise another PT,
but only the PT with ABPTS certification may bill.

09 =Concept does not apply.

Endoscopic Base Codes
I dentifies an endoscopic base code for each code with a
multiple surgery indicator of 3.

Diagnostic Imaging Family Indicator
01 =Family 1 Ultrasound (Chest/Abdomen/Pelvis—Non
Obstetrical

02 =Family 2 CT and CTA (Chest/Thorax/Abd/Pelvis)

03 =Family 3CT and CTA (Head/Brain/Orbit/Maxillof acial/
Neck)

04 =Family 4 MRI and MRA (Chest/Abd/Pelvis)

05 =Family 5 MRI and MRA (Head/Brain/Neck)

06 =Family 6 MRI and MRA (spine)

07 =Family 7 CT (spine)

08 =Family 8 MRI and MRA (lower extremeties)

09 =Family 9 CT and CTA (lower extremeties)

10 =Family 10 Mr and MRI (upper extremeties and joints)
11 =Family 11 CT and CTA (upper extremeties)

Imaging Cap Indicator
1 =subject to OPPS payment cap

9 =not subject OPPS payment cap
Source: CM SPub 100-04, CR 5774, Transmittal 1358
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Nebulized Beta Adrenergic Agonist Therapy for Lung Diseases
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Providers and suppliers who bill Medicare contractors
(fiscal intermediaries[Fl], regiona home healthintermediar-
ies[RHHI], carriers, Medicare administrative contractors[A/
B MAC], and durable medical equipment administrative
contractors[DME MAC] for nebulized betaadrenergic
agonist therapy services for lung diseases.

What You Need to Know

Changerequest (CR) 5820, fromwhichthisarticleis
taken, providesthat (effective September 10, 2007) no
national coverage determination (NCD) for nebulized beta
adrenergic agonist therapy for lung diseases is appropriate.
Therefore, you should make sure that your billing staffs are
awarethat local contractorswill continue to make section
1862(a)(1)(A) reasonable and necessary decisions through a
local coverage determination process or case-by-case
adjudication.

Note: No changesto process or policy are being made with
CR5820.

Background

Lung diseases such as chronic obstructive pulmonary
disease (COPD) and asthmaare characterized by airflow
limitation that may be partially or completely reversible.
Pharmacol ogic treatment with bronchodilators (intended to
improve the movement of air into and from the lungs by
relaxing and dilating the bronchial passageways) is used to
prevent and/or control daily symptoms that may cause
disability for persons with these diseases.

Beta adrenergic agonists (which can be administered via
nebulizer, metered doseinhaler, orally, or dry powdered
inhaler) are acommonly prescribed class of bronchodilator
drug. For example, nebulized beta adrenergic agonist with
racemic albuterol has been used for many years, and more
recently, levalbuterol, the (R) enantiomer of racemic
albuterol, has been used in some patient populations.

Because of concerns regarding the appropriate use of
nebulized beta adrenergic agonist therapy for lung disease,
the Centersfor Medicare & Medicaid Services(CMYS)
internally generated aformal request for anational coverage
determination (NCD) to determine when treatment with a
nebulized beta adrenergic agonist is reasonable and neces-
sary for Medicare beneficiarieswith COPD.

The examination of the published medical evidencedid
not provide sufficient information that would enable CMSto

define, at thistime, specific populations of patients who
would benefit from aparticular treatment with particular
medications. Moreover, because an NCD isdefined, in part,
asincluding “whether or not a particular item or serviceis
covered nationally” under title X V111, sections 1862(1),
1869(f)(1)(B); CM Sdoesnot believe anational policy is
possible or prudent at thistime.

Therefore, effective with dates of service on and after
September 10, 2007, Medicare contractorswill continueto
make 1862(a)(1)(A) reasonabl e and necessary decisionsand
process claims for nebulized beta adrenergic agonist therapy
for lung disease through their local coverage determination
process or case-by-case adjudication.

Note: No changesto process or policy are being made with
CR5820.

Additional Information

You may find the official instruction, CR 5820, issued to
your FI, RHHI, carrier, A/IB MAC, or DME MAC by visiting
http://mamww.cms.hhs.gov/Transmittal S’downl cads/
R79NCD.pdf on the CM S Web site. You will find the
Medicare National Coverage Determinations Manual,
Chapter 1, Part 4 (Sections200—310.1) Coverage Determina-
tions, Section 200.2 - Nebulized BetaAdrenergic Agonist
Therapy for Lung Diseases— (Effective September 10, 2007)
as an attachment to that CR.

If you have any questions, please contact your Medi-
care contractor at their toll-free number, which may be found
at http://www.cms.hhs.gov/MLNProducts/downl oads/
CallCenterTolINumDirectory.zip on the CMS Web site.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-888-760-6950(CT).

MLN MattersNumber: MM5820

Related Change Request (CR) #: 5820
Related CR Release Date: December 21, 2007
Effective Date: September 10, 2007

Related CR Transmitta # R79NCD
Implementation Date: January 22, 2008

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.
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Mammography: Change Certification-Based Action from Return to

Provider/Return as Unprocessable to Denial

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the January 2008 Medicare B Update! pages 39-41.

Note: Thisarticlewasrevised on January 15, 2008, to correct the RA reason code for carriers’'B MACsfor claimsthat contain a
film mammaography HCPCS code and thefacility iscertified for digital mammography only. The correct RA codeis171
and not B6 as previously stated. All other information remains unchanged.

Provider Types Affected

Providerswho bill Medicarefiscal intermediaries,
carriers, and Part A/B Medicare administrative contractors
(MACs) for mammography services

What You Need to Know

Changerequest (CR) 5577, fromwhichthisarticleis
taken, instructs Fls, carriersand A/B MACsto deny claims
for mammography services (rather than returning them as
unprocessablefRUC]) if the appropriate Food and Drug
Administration (FDA) certification statusis not listed on the
FDA-created, CM S-supplied, Mammography Quality
Standard Act (MQSA) datafile.

You should make sure that your billing staffslist the
FDA certification status as required.

Background

Depending on which contractor you bill, Flsand A/B
MACsreturnto provider (RTP), and carriersor A/B MACs
RUC, claimsfor mammography serviceswhen:

e A filmmammography Heathcare Common Procedure
Coding System (HCPCS) codeis submitted onaclaim,
and the facility isFood and Drug Administration (FDA)-
certified for only digital mammography

e Adigital mammography HCPCS codeis submitted ona
claim, andthefacility isSFDA certified for only film
mammography

e Eitherafilmor digital mammography HCPCScodeis
submitted (carriers/B MACs only) on aclaim and there
isno FDA certification number ontheclaim’s
Mammography Quality Standard Act (MQSA) datafile.

In order to ensure that the facility has aright to appeal
an inappropriate denia based on the status of its FDA
certification, CR 5577, fromwhich thisarticleistaken,
instructs Medicare Fls, carriersand A/B MACsto deny al
claimsfor screening or diagnostic mammography services
(rather than return them to the provider, or RUC to the
supplier), if the appropriate FDA certification statusis not
listed on the claim. Please note, however, that carriers/B
MACswill continueto RUC the claimif thefacility’s FDA-
assigned certification number ismissing from theclaim.

The MQSA requiresthat all facilities providing mam-
mography services meet national quality standards, and
provides the specific standards for those qualified to
perform screening and diagnostic mammograms and how
they should be certified.

The FDA Center for Devicesand Radiological Healthis

responsible for collecting certificate fees and surveying
mammography facilities; and effective October 1, 1994, all
facilitiesthat provide screening and mammography services
(except those in the Veterans Administration) must have an
FDA-issued certificate to continue to operate.

Inaddition, Section 104 of the Benefits Improvement
and Protection Act (BIPA) of 2000 provided new payment
methodologies for both diagnostic and screening
mammograms that use digital technology. Medicare paysfor
film mammography and digital mammography at different
rates, and moreover, paysfor aservice only if the provider or
supplier is certified by the Food and Drug Administration
(FDA) to perform those types of mammogramsfor which
payment is sought.

M edicare determines whether the mammaography facility
iscertified to perform the mammography serviceshilled by
using data that the FDA sendsto CM S on aweekly basis.
Thisinformation indicateswhether amammography facility
iscertified to perform digital mammography.

To verify that thefacility is certified by the FDA to
perform mammography services, carriers’'B MACsmatch the
supplier’s(i.e., independent facility) mammography certifica-
tion number submitted on the claim to the 6-digit FDA-
assigned certification number appearing on the file for the
billing facility (initem 32 of the Form CM S-1500 for paper
claims, or inthe 2400 |oop (REF02 segment, where 01=EW
segment) of theASC X12 837 professional claim format,
version4010A 1, for electronic claims). If thefacility’sFDA-
assigned 6-digit number isnot on the claim, the carrier/B
MAC will RUC the claim using remittance reason code 16
(Claim/servicelacksinformation whichisneeded for
adjudication.) and remark code MA 128 (Missing/incompl ete/
invalid FDA approva number.).

IntermediariesA MACsidentify thefacility using the
provider number submitted on the claim and use the
certification data contained on the MQSA file. In addition,
both intermediaries A MACsand carriers/B MACslook for
thefilmindicator (designated by “1") or the digital indicator
(designated by “2") on the MQSA fileto verify the type of
mammography (film and/or digital) that thefacility iscertified
toperform.

Therefore, effective April 1, 2008:

e FISA MACswill verify that the provider number on the
claim correspondswith a certified mammography facility
onthe MQSA file, and if it does not, they will deny the
claim. In denying these claims submitted by providers
not listed as certified facilitieson the MQSA file, the
Medicare contractor will use:
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e Medicare summary notice (MSN) message 16.2
(This service cannot be paid when provided in this
location/facility)

e Remittanceadvice (RA) reason codeB7 (This
provider was not certified/eligibleto be paid for this
procedure/service on this date of service) and

o RAremark codeN110 (Thisfacility isnot certified
for film mammography).

e Carriers/B MACswill verify that the FDA-assigned, 6-
digit mammography certification number ontheclaim
correspondsto the FDA mammography certification
number appearing on thebilling facility’ sfile. They will
deny theclaimif:

o Thefacility’s certification number submitted on the
claim does not match the certification number on
theMQSA file

o Thefacility certification number ontheclaim
matchesthefacility certification number on the
MQSA file, but the facility name reported on the
claim does not match the facility name on the
MQSA file

o Thefacility certification number reported on the
claim matchesthefacility certification number on
the MQSA file, but the facility address reported on
the claim does not match the facility address on the
MQSA file

¢ Indenyingthe claim because of aninvalid facility
certification number, they will use M SN message 9.4
(Thisitem or service was denied because information
required to make payment ismissing); and RA reason
code 125 (Payment adjusted due to a submission/billing
error(s).) and remark code MA 128 (Missing/incompl ete/
invalid FDA-approval number).

Further, Medicare contractorswill usethe FDA certifica-
tion datato verify that the billing facility iseligibleto bill for
the type of mammography service submitted on the claim.

They will deny theclaim if thefacility isnot certified by
the FDA to perform such service (if the HCPCS code on the
claim, for either film or digital mammogram, does not match
thetype of certification indicated on the MQSA file).

In denying these claims because the facility is not certified
by the FDA to perform either ascreening or diagnostic
mammography service, Medicare contractorswill use:

e MSN 16.2 (This service cannot be paid when provided
inthislocation/facility)

e RA reason code B7 (This provider was not certified/
eligible to be paid for this procedure/service on this date
of service)

e Remark codeN110 (Thisfacility isnot certified for film
mammography).

They will deny theclaimif it containsafilm mammogra-
phy HCPCS code and thefacility iscertified for digital
mammography only. In denying these claims because the
facility isnot certified to perform film mammaography, they

will use M SN message MSN 16.2. Inthisinstance, carriers/B
MACswill use RA reason code 171 (Payment is denied when
performed/billed by thistype of provider in thistype of
facility) and remark code N110 and FISA MACswill use
reason code B7.

Similarly, Medicare contractorswill deny theclaimif it
containsadigital mammography HCPCS code and the
facility iscertified for film mammography only. In denying
these claims because the facility is not certified to perform
digital mammography, they will again use M SN message
16.2. Inthisinstance:

e Cariers'B MACswill use:

¢ RA reason code 171 (Payment is denied when
performed/billed by thistype of provider in this
typeof facility)

e Remark codeN92 (Thisfacility isnot certified for
digital mammography).

e FISA MACswill usereason code B7

e Carriers/B MACswill continueto usethe MQSA fileto
verify thefacility’sFDA-assigned 6-digit certification
number submitted ontheclaim, and will RUCtheclaim
to the supplier if it does not contain the facility’s
certification number.

Additional Information

You may find theofficial instruction, CR 5577, issued to
your carrier, Fl, or A/B MAC by visiting http://
www.cms.hhs.gov/ Transmittal ydownl oads/R1387CP.pdf on
the CMS Web site. Additionally, you can find the revised
sections of the Medicare Claims Processing Manual,
Chapter 18 (Preventive and Screening Services), Section 20.2
(HCPCSand Diagnosis Codesfor Mammaography Services)
asan attachment to CR 5577.

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

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM5577 Revised
Related Change Request (CR) #: 5577
Related CR Release Date: December 7, 2007
EffectiveDate: April 1, 2008

Related CR Transmittal #: R1387CP
Implementation Date: April 7, 2008

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.
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2008 Portable X-ray Transportation Allowances

arriers are required to update the rates for portable X-ray transportation allowances on an annual basis using

independently determined measures of the cost of providing this service. A number of readily measured indicators (e.g.,
ambulanceinflation factor, the M edicare economic index) that are used by the Medicare program to adjust payment rates for
other types of services may be appropriate to use to update the rate for years that the carrier does not re-evaluate the
payment. Each carrier hastheflexibility to identify theindex it will useto update thisrate. In addition, the carrier can consider
locally identified factors that are measured independently of the Centersfor Medicare & Medicaid Services (CMS) asan
adjunct to the annual adjustment. First Coast Service Options, Inc. utilized the ambulance inflation factor of 2.7 percent as
outlined inthe CM S change request 5801, transmittal 1375 dated November 9, 2007, in determining the payment limit on claims
for portable X-ray transportation services with dates of service on or after January 1, 2008.

HCPCSCode Allowance
R0O070 $168.25
R0O075 $168.25

Source: Pub 100-04, Transmittal 1375, Change Request 5801

2008 Radiopharmaceutical Pricing

he Medicare Modernization Act (MMA), Section 303(h), statesthat for dates of service on or after January 1, 2005,

radiopharmaceutical payment allowance limits are not subject to average sale price (ASP). The pricesFirst Coast Service
Options, Inc. (FCSO) will use, effectivefor claimswith dates of serviceon or after January 1, 2008, arelisted below. Whenever
possible FCSO uses 92 percent of the lowest average wholesale price (AWP) for the most current year’s Redbook.

A validinvoicewill berequired for radiopharmaceutical s that have no established pricing and/or no specific HCPCS code.
A valid invoice must be patient specific, containing the patient’s name in printed fashion. Patient’s names written on the
invoice are not acceptable. In instances where thisis not possible, the invoice will be considered valid if accompanied by a
patients specific medical note or written order for the radiopharmaceutical. (Note: Electronic claim submissionswill be
developed to request thisinformation.) The invoice date should be within 30 days of, but no more than 45 days after the date
of service. Theinvoice must be maintained in the patients’ medical record and the invoice and/or medical record must contain
all of the, followinginformation:

e Name of theradiopharmaceutical
e Dosage being administered
e Unit price per dose
e Tota cost of radiopharmaceutical
e Dateradiopharmaceutical wasadministered
HCPCS Description 2008 Allowance
Code
A4642 Indium In-111 satumomab pendetide, diagnostic, per study dose up to 6 Invoice
millicuries
A9500* Technetium TC-99m sestamibi, diagnostic, per study dose up to 40 $117.85
millicuries
A9501 Technetium TC-99m Teboroxime, diagnostic, per study dose Invoice
A9502* Technetium TC-99m Tetrofosmin, diagnostic, per study dose up to 40 $117.23
millicuries
A9503* Technetium TC-99m medronate, diagnostic, per study dose up to 30 $36.59
millicuries
A9504* Technetium TC-99m apcitide, diagnostic, per study dose up to 20 Invoice
millicuries
A9505* Thallium Ti-201 thallous chloride, diagnostic per millicuries $32.18
A9507* Indium In-111 capromab pendetide, diagnostic, per study dose, up to 10 $3,456.08
millicuries
A9508* lodine I-31 iobenguane sulfate, diagnostic per 0.5 millicuries $1,283.40
A9509 lodine I-123 Sodium lodide, diagnostic, per millicurie Invoice
A9510* Technetium TC-99m disofenin, diagnostic, per study dose up to 15 $42.32
millicuries
A9512 Technetium TC-99m pertechnetate, diagnostic, per millicuries Invoice
A9516 lodine 1-123 sodium iodide capsule(s), diagnostic per 100 microcuriesup | $100.20
to 999 microcuries
A9517 lodine 1-131 sodium iodide capsule(s), therapeutic per millicuries $195.50
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2008 Radiopharmaceutical Pricing, continued

HCPCS Description 2008 Allowance

Code

A9521 Technetium TC-99m exametazine, diagnostic, per study dose, up to 25 $549.68
millicuries

A9524 lodine -131 iodinated serum albumin, diagnostic, per 5 microcuries $57.22

A9526 Nitrogen N-13 ammonia, diagnostic, per study dose, up to 40 millicuries | Invoice

A9527 lodine I-125, sodium iodide solution, therapeutic, per millicuries Invoice

A9528 lodine I-131 sodium iodide capsules(s), diagnostic, per millicuries Invoice

A9529 lodine I-131 sodium iodide solution, diagnostic, per millicuries Invoice

A9530 lodine -131 sodium iodide solution, therapeutic, per millicuries Invoice

A9531 lodine -131 sodium iodide diagnostic per microcuries, up to 100 Invoice
microcuries

A9532 lodine I-125 serum albumin, diagnostic per 5 microcuries Invoice

A9535 Injection, methylene blue, 1ml $4.36

A9536 Technetium TC-99m depreotide, diagnostic, per study dose up to 35 $736.00
millicuries

A9537 Technetium TC-99m mebrofenin, diagnostic, per study dose up to 15 $61.05
millicuries

A9538 Technetium TC-99m pyrophosphate, diagnostic, per study dose up to 25 $39.52
millicuries

A9539 Technetium TC-99m pentetate, diagnostic, per study dose up to 25 $15.73
millicuries

A9540 Technetium TC-99m macroaggregated albumin, diagnostic, per study $21.16

dose up to 10 millicuries
A9541 Technetium TC-99m sulfur colloid, diagnostic, per study dose up to 20 $42.32

millicuries

A9542 Indium In-111 ibritumomab tiuxetan, diagnostic, per study dose, upto 5 $2,682.17
millicuries

A9543 Yttrium Y -90 ibritumomab tiuxetan, therapeutic, per treatment dose, up to | $23,219.74
40 millicuries

A9544 lodine | —131 tositumomab, diagnostic, per study dose $2,558.52

A9545 lodine | —131 tositumomab, therapeutic, per treatment dose $22,173.84

A9546 Cobalt Co-57/58 cyanocobalamin, diagnostic, per study dose, up to 1 Invoice
microcuries

A9547 Indium In- 111 oxyquinoline, diagnostic, per 0.5 millicuries $564.80

A9548 Indium In- 111 pentetate, diagnostic, per 0.5 millicuries $790.85

A9550 Technetium TC-99m sodium gluceptate, diagnostic, per study doseupto | Invoice
25 millicuries

A9551 Technetium TC-99m succimer diagnostic, per study dose up to 10 $122.63
millicuries

A9552 Fluorodeoxyglucose F-18 FDG, diagnostic per study dose, up to 45 $220.80
millicuries

A9553 Chromium Cr-51 sodium chromate, diagnostic, per study dose, upto 250 | $50.84
microcuries

A9554 lodine 1-125 sodium iothalamate, diagnostic, per study dose, up to 10 Invoice
microcuries

A9555 Rubidium Rb-82, diagnostic, per study dose, up to 60 millicuries $400.00

A9556 Gallium Ga-67 citrate, diagnostic, per millicuries Invoice

A9557 Technetium TC-99m bicisate, diagnostic, per study dose up to 25 $410.79
millicuries

A9558 Xenon Xe- 133 gas, diagnostic per 10 millicuries Invoice

A9559 Cobalt Co-57 cyanocobalamin, oral, diagnostic, per study dose, up to 1 $80.88
microcuries

A9560 Technetium TC-99m labeled red blood cells, diagnostic, per study dose $103.11

*Nonpar reduction will apply
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THERAPY SERVICES

Outpatient Therapy Caps with Exceptions Start January 1, 2008

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

Provider Types Affected
Therapistsand other providerswho bill Medicare contractors (carriers, fiscal intermediaries[Flg], or Medicare administra-
tive contractors[A/B MAC]) for therapy servicesfor Medicare beneficiaries.

Provider Action Needed

Change reguest (CR) 5871, from which this article is taken announces the dollar amount of outpatient therapy capsfor
2008, and clarifies the Medicare Claims Processing Manual regarding exceptions to outpatient therapy services.

On January 1, 2008, thefinancial limitson outpatient therapy serviceswill be $1,810 for combined physical therapy and
speech-language pathology services; and $1,810 for occupational therapy services.

You should make sure that your billing staffs are aware of these new outpatient therapy caps. You might also want to refer
to the updated Medicare Claims Processing Manual, Chapter 5 (Part B Outpatient Rehabilitation and CORF/OPT Services),
section 10.2 (The Financial Limitation), for the compl ete documentation of the outpatient therapy services exceptionsclarifica-
tions (which are summarized below). The compl eterevised manual sectionsare attached to CR 5871, whichisavailableat
http: /mmw.cms.hhs.gov/ Transmittal downl oads/R1414CP.pdf on the Centers for Medicare & Medicaid Services (CMS) Web site.

Background

The Balanced Budget Act of 1997 enacted financial limitations on outpatient physical therapy, occupational therapy, and
speech-language pathology servicesin all settings except outpatient hospital services. The 2006 Deficit Reduction Act
enacted exceptionsto the limits, and the Medicare, Medicaid, and SCHIP Extension Act of 2007 extended the cap exceptions
process through June 30, 2008. The dollar amount of the cap is updated annually in accordance with the Medicare Economic
Index.

CR 5871, fromwhich thisarticleistaken announcesthe dollar amount of outpatient therapy capsfor 2008. Effective
January 1, 2008, thefinancial limits on outpatient therapy serviceswill be $1,810 for combined physical therapy and speech-
language pathology services; and $1,810 for occupational therapy services. Exceptions are allowed for medically necessary
outpatient therapy services.

Thefinancial limits on outpatient therapy services over the last three years are displayed in Table 1.

Tablel
Financial Limitson Outpatient Therapy Services*

Y ear Physical Therapy and Speech Language | Occupational
Pathology Combined Therapy

2008 $1,810 $1,810

2007 $1,780 $1,780

2006 $1,740 $1,740

Note: Medicare pays up to 80 percent of the limits after the deductible has been met.

The Medicare summary notice (M SN) message 38.18 has been updated to read: ALERT: Coverageby Medicareislimited
to $1,780in 2007 and $1,810 in 2008 for outpatient physical therapy and speech-language pathology combined. Occupational
therapy services have the same limits. Medicare pays up to 80 percent of the limits after the deductible has been met. Excep-
tionsto these limits apply to therapy billed by hospital outpatient departments and may also apply to medically necessary
services.

CR 5871 aso clarifiesthe Medicare Claims Processing Manual, Chapter 5 (Part B Outpatient Rehabilitation and CORF/
OPT Services), section 10.2 (The Financial Limitation), regarding exceptionsto outpatient therapy services (except when billed
by outpatient hospitals). A summary of the major manual clarificationsfollows:

1. Section 10.2, Subsection B. Moratoriaand Exceptionsfor Therapy Claims
Future exceptions language added as follows:
The cap exception for therapy services billed by outpatient hospitals was part of the original legislation (Balanced Budget
Act of 1997), and applies aslong as caps arein effect. Exceptions to caps based on the medical necessity of the service are
in effect only when Congress |egidlates the exceptions, asthey did for 2007 and as they again extended through June 30,
2008, as part of the Medicare, Medicaid, and SCHIPExtension Act of 2007.
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Outpatient Therapy Caps With Exceptions Sart January 1, 2008, continued

2. Section 10.2, Subsection C-1 Exceptionsto Therapy Caps
—General
When the exceptions process (as directed by legidation)
isin effect the policiesin this section apply. Further, with
the exception of the use of the KX moadifier, the guidance
in this section applies to all therapy services addressed by
this section.
The beneficiary may qualify for use of the cap exceptions
at any time during the episode when documented
medically necessary services exceed caps. All covered and
medically necessary services qualify for exceptionsto caps.

3. Section 10.2, Subsection C-2 Automatic Process
Exceptions
Beginning January 1, 2007, all exceptionsare processed
automatically. You should be aware that theterm
“automatic process exceptions’ indicates that the claims
processing for the exception is automatic, and not that the
exception, itself, isautomatic.
In making a decision about whether to utilize the automatic
process for exception, clinicians should consider, (among
other considerations) whether services are appropriate to
the patient’s condition including the diagnosis,
complexities and severity You should be aware that the list
of the ICD-9 codes (for conditions and complexities that
might qualify abeneficiary for exception to caps) that is
found inthe table in subsection 10.2 C-3isonly a
guideline; and neither assures that services on the list will
be excepted, nor limits the provision of covered and
medically necessary services for conditions that are not
onthelist.
Not all patients who have a condition or complexity on the
ICD-9 codelist are* automatically” excepted from therapy
caps. You should see the Medicare Benefit Policy
Manual, Chapter 15 (Covered Medical and Other Health
Services), section 230.3 (Practice of Speech-Language
Pathology) for documenting the patient’s condition and
complexities. Notethat M edicare contractors may
scrutinize claims from providerswhose services exceed
caps more frequently than istypical. Further guidance on
billing therapy services are found in the local coverage
determinations (L CDs) of some contractors.

4. Subsection C-3.1CD-9CodesThat areLikely to Qualify
for theAutomatic ProcessTher apy Cap Exception Based
Upon Clinical Condition or Complexity
Some Medicare contractors LCDsdo not allow the use of
some of the codes on the list in this Subsection to bein
the primary diagnosis position on aclaim. If your
contractor has determined that these codes do not

characterize patients who require medically necessary
services, you may not use these codes. Rather, to describe
the patient’s condition, you must use a billable diagnosis
code that your contractor allows.

Medicare will apply therapy capsto services based on the
medical necessity of the service for the patient’s
condition, not on the condition itself. If a service would be
payable before the cap isreached and is still medically
necessary after the cap is reached, that service is
excepted.

You may use the automatic process for exception for
medically necessary services when the patient has a
billable condition that is not on the list in this subsection.
The diagnosis on this list may be put in a secondary
position on the claim and/or in the medical records, as
your contractor directs.

Additional Information

You may find moreinformation about the outpatient
therapy caps for 2008, and the Medicare Claims Processing
Manual clarifications regarding exceptions to outpatient
therapy services by going to CR 5871, located at http://
www.cms.hhs.gov/ Transmittal Sdownl oads/R1414CP.pdf on
the CMS Web site. The updated Medicare Claims Process-
ing Manual, Chapter 5 (Part B Outpatient Rehabilitation and
CORF/OPT Services), section 10.2 (TheFinancial Limitation)
is an attachment to that CR.

If you have any questions, please contact your carrier,
FI, or A/B MAC at their toll-free number, which may be
found at http://mwww.cms.hhs.gov/MLNProducts/downl oads/
CallCenterTolINumDirectory.zip on the CMS Web site.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-888-760-6950(CT).

MLN MattersNumber: MM5871

Related Change Request (CR) #: 5871
Related CR Release Date: January 10, 2008
Effective Date: January 1, 2008

Related CR Transmittal #: R1414CP
Implementation Date: January 25, 2008

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. CPT only copyright 2007 American
Medical Association.

Outpatient Therapy Cap Financial Limitation Revision

fective January 1, 2008, thefinancial limitson outpatient
herapy services has been revised. The new amounts are;

Combine physical therapy and speech-language pathology -
$1,810
Occupational therapy - $1,810

Notice of Exclusion from Medicare Benefits Form
It isthe provider’s responsibility to present each
beneficiary with accurate information about the therapy
limits, and that, where necessary, appropriate care above the
limits may be obtained at a hospital outpatient therapy
department. Although use of the Notice of Exclusion from
Medicare Benefits(NEMB) formisnot aMedicarerequire-

ment, it isencouraged. Providers may usethe NEMB (No.
CMS20007 & Formulario No. CM S 20007) form, or asimilar
form of their own design to inform beneficiaries of the
therapy financial limitation and the cap exclusion process.
The NEMB form may befound at: http://mww.cms.hhs.gov/
BNI/11_FFSNEMBGeneral .asp#TopOfPage on the CMS
Web site.

Additional Information

Additional information isavailableat http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM5871.pdf

Source: Publication 100-04, Chapter 5, Section 10.2
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GENERAL COVERAGE

The Importance of Billing the Correct Place of Service

P‘1ysi cians arerequired to report the place of service
(POS) on the health insurance claim formsthat they
submit to Medicare Part B carriers. The place of service code
is used to identify where the procedure is furnished.
Physicians are paid for services according to the Medicare
physician fee schedule. This schedule is based on a
payment system that includes three major categories that
drivethe reimbursement for physician services:

e  practice expense*
e physicianwork
e malpracticeinsurance

* |t'simportant for you toknow that thepracticeexpense
reflectstheover head costsinvolved when providinga
service.

In order to account for the increased practice expense
that physiciansincur by performing servicesin their offices,
Medicare reimburses physicians a higher amount for
services performed in their offices (POS code 11) rather than
in an outpatient hospital (POS 22-23) or an ASC (POS code
24).

Therefore, it’simportant for you toknow, that the POS
also playsafactor in thereimbursement.

The place of service codeisentered in Item 24B on the
CMS-1500form or the electronic equivalent. Thisisa
required field. Always ensure you are using the correct place
of service code, which identifiesthe servicelocation, for
each item used or service performed and billed on the claim.

Medicare claim forminstructions specifically state that
each provider or practitioner isresponsible for becoming
familiar with Medicare coverage and billing requirements.
Some physician offices submit their own claimsto Medicare
carriers; other officeshirebilling servicesto submit their
claims. Physiciansare responsiblefor all Medicare payments
generated regardless of your claim submission choice
(electronic or paper).

First Coast Service Options, Inc. is stressing to physi-
cians and their billing agents the importance of reporting the
correct place of service code. For example, billing physician’s
office (POS 11) for aminor surgical procedurethat isactually
performed in ahospital outpatient department (POS 22) and
collecting ahigher payment isinappropriate billing and
could be viewed as program abuse.

Therefore, it isimperativethat you haveinternal
control systemsto prevent Medicarebillingswith incorrect
placeof servicecodes.

Place of Service Codes for Professional
Claims

Listed below are place of service codes and descrip-
tions. These codes should be used on professional claims to
specify the entity where service(s) were rendered. Check
withindividual payers(e.g., Medicare, Medicaid, other
privateinsurance) for reimbursement policiesregarding
these codes. Check the CMS Web site for revisions to this
listing frequently and validate you are referring to the most
current version. Refer to“Helpful Links” below.

Place of Place of Service Place of Service Description

Service Name

Code(s)

01 Pharmacy A facility or location where drugs and other medically related items
and services are sold, dispensed, or otherwise provided directly to
patients.

02 Unassigned N/A

03 School A facility whose primary purpose is education.

04 Homeless Shelter A facility or location whose primary purpose isto provide
temporary housing to homeless individuals (e.g., emergency
shelters, individual or family shelters).

05 Indian Health A facility or location, owned and operated by the Indian Health
Service Free- Service, which provides diagnostic, therapeutic (surgical and non-
standing Facility surgical), and rehabilitation services to American Indians and

Alaska Natives who do not require hospitalization.

06 Indian Health A facility or location, owned and operated by the Indian Health
Service Provider- Service, which provides diagnostic, therapeutic (surgical and non-
based Facility surgical), and rehabilitation services rendered by, or under the

supervision of, physiciansto American Indians and Alaska Natives
admitted as inpatients or outpatients.

07 Tribal 638 Free- A facility or location owned and operated by afederally recognized
standing Facility American Indian or Alaska Native tribe or tribal organization under

a 638 agreement, which provides diagnostic, therapeutic (surgical
and non-surgical), and rehabilitation services to tribal members who
do not require hospitalization.
February 2008 The FCSO Medicare B Update! 39



CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

The Importance of Billing the Correct Place of Service, continued

Place of Place of Service Place of Service Description

Service Name

Code(s)

08 Tribal 638 Provider- | A facility or location owned and operated by a federally recognized

based Facility American Indian or Alaska Native tribe or tribal organization under
a 638 agreement, which provides diagnostic, therapeutic (surgical
and non-surgical), and rehabilitation services to tribal members
admitted as inpatients or outpatients.

09 Prison- Correctional | A prison, jail, reformatory, work farm, detention center, or any

Facility other similar facility maintained by either Federal, State or local
authorities for the purpose of confinement or rehabilitation of adult
or juvenile criminal offenders (effective 7/1/06).

10 Unassigned N/A

11 Office Location, other than a hospital, skilled nursing facility (SNF),
military treatment facility, community health center, State or local
public health clinic, or intermediate care facility (ICF), where the
health professiona routinely provides health examinations,
diagnosis, and treatment of illness or injury on an ambulatory basis.

12 Home Location, other than a hospital or other facility, where the patient
receives carein aprivate residence.

13 Assisted Living Congregate residential facility with self-contained living units

Facility providing assessment of each resident’s needs and on-site support
24 hours aday, 7 days a week, with the capacity to deliver or
arrange for services including some health care and other services.

14 Group Home A residence, with shared living areas, where clients receive
supervision and other services such as social and/or behavioral
services, custodial service, and minimal services (e.g., medication
administration).

15 Mobile Unit A facility/unit that moves from place-to-place equipped to provide
preventive, screening, diagnostic, and/or treatment services.

16 Temporary Lodging | A short term accommodation such as a hotel, camp ground, hostel,
cruise ship or resort where the patient receives care, and whichis
not identified by any other POS code (Effective 04/01/08.).

17-19 Unassigned N/A

20 Urgent Care Facility | Location, distinct from a hospital emergency room, an office, or a
clinic, whose purpose isto diagnose and treat illness or injury for
unscheduled, ambulatory patients seeking immediate medical
attention.

21 Inpatient Hospital A facility, other than psychiatric, which primarily provides
diagnostic, therapeutic (both surgical and non-surgical), and
rehabilitation services by, or under, the supervision of physiciansto
patients admitted for a variety of medical conditions.

22 Outpatient Hospital | A portion of a hospital which provides diagnostic, therapeutic (both
surgical and non-surgical), and rehabilitation servicesto sick or
injured persons who do not require hospitalization or
institutionalization.

23 Emergency Room— | A portion of a hospital where emergency diagnosis and treatment of

Hospital illness or injury is provided.
24 Ambulatory Surgical | A freestanding facility, other than a physician's office, where
Center surgical and diagnostic services are provided on an ambulatory
basis.
25 Birthing Center A facility, other than a hospital's maternity facilities or aphysician's

office, which provides a setting for labor, delivery, and immediate
post-partum care as well asimmediate care of new born infants.
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The Importance of Billing the Correct Place of Service, continued

Place of Place of Service | Place of Service Description

Service Code(s) | Name

26 Military A medical facility operated by one or more of the uniformed

Treatment services. military treatment facility (MTF) also refersto certain
Facility former U.S. Public Health Service (USPHS) facilities now
designated as uniformed service treatment facilities (USTF).

27-30 Unassigned N/A

31 Skilled Nursing | A facility, which primarily provides inpatient skilled nursing care

Facility and related services to patients who require medical, nursing, or
rehabilitative services but does not provide the level of care or
treatment available in a hospital.

32 Nursing Facility | A facility which primarily providesto residents skilled nursing care
and related services for the rehabilitation of injured, disabled, or
sick persons, or, on aregular basis, heath-related care services
above the level of custodial care to other than mentally retarded
individuals.

33 Custodial Care A facility which provides room, board and other personal assistance

Facility services, generally on along-term basis, and which does not include
amedical component.

34 Hospice A facility, other than a patient's home, in which palliative and
supportive care for terminaly ill patients and their families are
provided.

35-40 Unassigned N/A

41 Ambulance - A land vehicle specifically designed, equipped and staffed for

Land lifesaving and transporting the sick or injured.

42 Ambulance — Air | Anair or water vehicle specifically designed, equipped and staffed

or Water for lifesaving and transporting the sick or injured.

43-48 Unassigned N/A

49 Independent A location, not part of a hospital and not described by any other

Clinic Place of Service code, that is organized and operated to provide
preventive, diagnostic, therapeutic, rehabilitative, or palliative
services to outpatients only (effective 10/1/03).
50 Federally A facility located in a medically underserved areathat provides
Qualified Health | Medicare beneficiaries preventive primary medical care under the
Center genera direction of a physician.
51 Inpatient A facility that providesinpatient psychiatric services for the
Psychiatric diagnosis and treatment of mental illness on a 24-hour basis, by or
Facility under the supervision of a physician.
52 Psychiatric A facility for the diagnosis and treatment of mental illness that
Facility- Partial provides a planned therapeutic program for patients who do not
Hospitalization require full time hospitalization, but who need broader programs
than are possible from outpatient visits to a hospital-based or
hospital -affiliated facility.

53 Community A facility that provides the following services: outpatient services,

Mental Health including specialized outpatient services for children, the elderly,
Center individuals who are chronicaly ill, and residents of the CMHC's

mental health services area who have been discharged from
inpatient treatment at a mental health facility; 24 hour a day
emergency care services, day treatment, other partial hospitalization
services, or psychosocial rehabilitation services; screening for
patients being considered for admission to State mental health
facilities to determine the appropriateness of such admission; and
consultation and education services.
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The Importance of Billing the Correct Place of Service, continued

Place of Place of Service Place of Service Description

Service Name

Code(s)

54 Intermediate Care A facility which primarily provides health-related care and services

Facility/Mentally above the level of custodial care to mentally retarded individuals
Retarded but does not provide the level of care or treatment available in a
hospital or SNF.

55 Residentia A facility, which provides treatment for substance (alcohol and

Substance Abuse drug) abuse to live-in residents who do not require acute medical

Treatment Facility care. Servicesinclude individual and group therapy and counseling,
family counseling, laboratory tests, drugs and supplies,
psychological testing, and room and board.

56 Psychiatric A facility or distinct part of afacility for psychiatric care, which

Residential provides atotal 24-hour therapeutically, planned and professionally
Treatment Center staffed group living and learning environment.
57 Non-residential A location, which provides treatment for substance (al cohol and
Substance Abuse drug) abuse on an ambulatory basis. Services include individual and
Treatment Facility group therapy and counseling, family counseling, laboratory tests,
drugs and supplies, and psychological testing. (effective 10/1/03) .
58/59 Unassigned N/A
60 Mass Immunization | A location where providers administer pneumococca pneumonia
Center and influenza virus vaccinations and submit these services as
electronic media claims, paper claims, or using the roster billing
method. This generally takes place in a mass immunization setting,
such as, apublic health center, pharmacy, or mall but may include a
physician office setting.
61 Comprehensive A facility that provides comprehensive rehabilitation services under
I npatient the supervision of a physician to inpatients with physical
Rehabilitation disabilities. Services include physical therapy, occupational
Facility therapy, speech pathology, socia or psychological services, and
orthotics and prosthetics services.
62 Comprehensive A facility that provides comprehensive rehabilitation services under
Outpatient the supervision of a physician to outpatients with physical
Rehabilitation disabilities. Services include physical therapy, occupational
Facility therapy, and speech pathology services.

63/64 Unassigned N/A

65 End-Stage Renal A facility other than a hospital, which provides dialysis treatment,
Disease Treatment maintenance, and/or training to patients or caregivers on an
Facility ambulatory or home-care basis.

66-70 Unassigned N/A

71 Public Health Clinic | A facility maintained by either State or local health departments
that provide ambulatory primary medical care under the general
direction of a physician (effective 10/1/03).

72 Rural Health Clinic | A certified facility, which islocated in arural medically,
underserved area that provides ambulatory primary medical care
under the general direction of aphysician.

73-80 Unassigned N/A

81 I ndependent A laboratory certified to perform diagnostic and/or clinical tests

Laboratory independent of an institution or a physician's office.

82-98 Unassigned N/A

99 Other Place of Other place of service not identified above.

Service
Helpful Links

A complete set of the national POS code set and instructionsis provided viathe links bel ow:

http: //Mmamw.cms.hhs.gov/manual s’downl oads/clm104¢26.pdf on the CM S Web site. Additional information is also available at

http: //mmwv.cms.hhs.gov/PlaceofServiceCodes/03_POSDatabase.asp#TopOfPage on the CMS Web site.
Source: Publication 100-04, Chapter 26, Section 10.5
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New Healthcare Common Procedure Coding System Modifiers when

Billing for Patient Care in Clinical Research Studies
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Physicians, providers, and supplierswho bill Medicare contractors (carriers, fiscal intermediaries[Fls], including regional
home health intermediaries[RHHIs], Medicare administrative contractors[A/B MACs] and durable medical equipment
Medicare administrative contractors[ DME MACs]) for services provided to Medicare beneficiariesin clinical research
studies.

What Providers Need to Know

Thisarticleisbased on change request (CR) 5805. The Centersfor Medicare & Medicaid Services (CMS) isdiscontinuing
the Healthcare Common Procedure Coding System (HCPCS) modifiers QA (FDA Investigational Device Exemption), QR (Item
or Service Provided in aMedicare Specified Study), and QV (Item or Service Provided as Routine Carein aMedicare Qualify-
ing Clinical Trial) asof December 31, 2007, and creating two new modifiersthat will be used solely to differentiate between
routine and investigational clinical services.

These new modifierswill beincluded in the 2008 Annual HCPCS Update and are effective for dates of service on and after
January 1, 2008:

Q0 Investigational clinical service provided in aclinical research study that isin an approved clinical research study. Q0
replaces QA and QR.

Q1 Routineclinical service providedin aclinical research study that isin an approved clinical research study. Q1 replaces
Q.

Use these two new modifiersasfollows:

Investigational clinical services are defined as those items and services that are being investigated as an objective within
the study. Investigational clinical services may include items or services that are approved, unapproved, or otherwise covered
(or not covered) under Medicare.

Routine clinical services are defined as those items and services that are covered for Medicare beneficiaries outside of the
clinical research study; are used for the direct patient management within the study; and, do not meet the definition of
investigational clinical services. Routine clinical services may includeitemsor servicesrequired solely for the provision of the
investigational clinical services(e.g., administration of achemotherapeutic agent), clinically appropriate monitoring, whether
or not required by theinvestigational clinical service (e.g., blood tests to measure tumor markers), and items or services
required for the prevention, diagnosis, or treatment of research related adverse events (e.g., blood levels of various parameters
to measure kidney function).

Medicare contractors will not search their files to adjust affected claims processed prior to implementation of this change,
but they will adjust such claimsthat you bring to their attention.

Note: If aCategory A or B investigational deviceisused ontheclinica trial, providers should continue to include the investi-
gational device exemption (IDE) initem 23 of the CM S-1500 claim form or the el ectronic equivalent. Also, your Medicare
contractor will validate the IDE# number when it appears on the claim with the modifier Q0 and the IDE# does not mest
validation criteria, the claim will bereturned as unprocessable.

Additional Information

If you have questions, please contact your Medicare A/B MAC, FI, DMERC, DME/MAC, RHHI or carrier at their toll-free
number which may be found at http://www.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zip on the
CMSWeb site.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

You may seetheofficia instruction (CR 5805) issued to your Medicare A/B MAC, FI, DMERC, DME/MAC, RHHI or
carrier by going to http://mww.cms.hhs.gov/Transmittal s/’downl oads/R1418CP.pdf on the CM'S Web site.

MLN Matters Number: MM5805

Related Change Request (CR) #: 5805

Related CR Release Date: January 18, 2008

Effective Date: January 1, 2008

Related CR Transmittal #: R1418CP

Implementation Date: April 7, 2008

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.

February 2008 The FCSO Medicare B Update! 43


http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
http://www.cms.hhs.gov/Transmittals/downloads/R1418CP.pdf

ELECTRONIC DATA INTERCHANGE

ELEcTRONIC DATA INTERCHANGE

Medicare Part B January Release Prepass Edit Notification—Update
ueto the high volume of new informational edits being received a decision was made to turn off the new informational
edits previously posted. Those edits ranged from M393-M 406 and M417-M429. Medicare strongly encourages all

providersthat are successfully submitting national provider identifier (NPIs) to start removing their “legacy” Medicare

provider numbers and begin sending the national NPI only.

Thefollowing prepasseditsarestill active.

When aclaim isreceived and the Entity Type Qualifier (NM102) contains avalue of 2 indicating the entity typeisanon-
person entity (organization) and there are valuesin the First Name (NM 104), Middle Nameor Initial (NM105), and/or Suffix
(NM107) elements, theclaim will ber g ected.

Provider L oop Prepass Edits | Level Edit
Receiver Loop 1000A M407 file
Billing Provider Loop 2010AA | M408 batch
Pay-to Provider Loop 2010AB | M409 batch
Subscriber Loop 2010BA | M410 clam
Responsible Party Loop 2010BC | M411 clam
Claim Referring Provider 2310A M412 clam
Claim Rendering Provider 2310B M413 clam
Purchase Service Provider 2310C | M414 claim
Other Payer Subscriber Name | 2330A M415 clam
Detail Rendering Provider 2420A M416 clam

Additional Information
For additional information related to these prepass edits, please contact Medicare EDI Transaction Support at:

Connecticut: 1-203-639-3160, option 6
Florida: 1-904-354-5977, option 4.

/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 Medicare carrier. By signing up, you will receive
automatic e-mail notification when new or updated information is posted to the provider
education Web site. It's very easy to do. Simply go to our Web site http://mww.fcso.com,
select Medicare Providers, Connecticut or Florida, click on the “eNews’ link located on the
\_ upper-right-hand corner of the page and follow the prompts. Y,
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GENERAL INFORMATION

Reminder—Mandatory Reporting of the National Provider Identifier on All
Part B Claims

ffective March 1, 2008, your M edi care fee-for-service claims must include anational provider identifier (NPI) inthe primary

provider fieldsontheclaim (i.e., thebilling, pay-to provider, and rendering provider fields). You may continueto submit
NPI/legacy pairsinthesefields or submit only your NPI. The secondary provider fields (i.e., referring, ordering and
supervising) may continue to include only your legacy number, if you choose.

Failuretosubmit an NPI intheprimary provider fieldswill result in your claim beingr g ected, beginningMarch 1,
2008.

Inaddition, if you already bill using the NPI/legacy pair inthe primary provider fields and your claims are processing
correctly, now isagood time to submit to your contractor asmall number of claims containing only the NPI in the primary
provider fields. Thistest will serveto assure your claimswill successfully process when only the NPI is mandated on all
clams.

Contact Information for Electronic Claims

For additional information regarding el ectronic claims, please contact Medicare EDI at:

Connecticut - 1-203-639-3160, option 6.

Florida- 1-904-354-5977, option 4.

Source: CM S Joint Signature Memorandum 08048, November 14, 2007

Compliance Date Enforcement and Clarification of Key NPI

Implementation Dates
NPI Is Here. NPIIs Now. Are You Using It?

Industry-Wide Enforcement of the NPl Compliance Date

The compliance datefor the national provider identifier (NPI) for all HIPAA covered entitiesexcept small health planswas
May 23, 2007. (Small health planshave until May 23, 2008 to comply.) In guidance provided onApril 2, 2007, the Centersfor
Medicare & Medicaid Centers (CMS) announced that, through May 23, 2008, it would not impose penalties on covered
entities that deploy contingency plansto facilitate the compliance of their trading partners. On May 24, 2008, CM Swill lift
itsenforcement-leniency policy. Complaintswill beinvestigated asthey aretoday, but penaltieswill be alegitimate resolution
if the entity does not demonstrate compliance or corrective action. CMSwill continue to employ a complaint-driven approach
to enforcement. For example, if acomplaint isreceived alleging afailureto comply with the NPI requirements, CMSwill
contact the entity to secure evidence of compliance and the contingency plan that had been in place. If violations are
identified, enforcement actionswill take place.

This notice does not prohibit covered entities from lifting contingency plans prior to May 24, 2008.

Insum, no later than May 24, 2008, all covered entities are expected to be using the NPI in acompliant manner, and all
contingency plans should be lifted.

NPPES and the NPI Enumerator — Misconceptions and Facts

In conversations and correspondence with health care providers, health plans, and others within the health care industry,
itisvery clear that there are misconceptions concerning the National Plan and Provider Enumeration System (NPPES) and the
NPI Enumerator. Below we have listed some common misconceptions and the facts that correct those misconceptions.

Misconception
NPPES sends data directly to the Medicare provider enrollment system.

Fact
NPPES does not send datato the Medicare provider enrollment system or to the provider enrollment system of any health
plan. Asexplainedinthe NPI final rule, applying for enroliment in ahealth plan isacompletely separate processfrom the
process of applying for an NPI.

Misconception
NPPES sends data directly to the Medicare claim system.

Fact
NPPES does not send data to the Medicare claims system or to the claim system of any health plan. Medicare extracts
certain NPPES data and uses those datain its Medicare NPI crosswalk. That crosswalk is used in processing Medicare
Part A and Part B claims. Other health plans are also free to use NPPES datato help processtheir claims.
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Compliance Date Enforcement and Clarification of Key NPI | mplementation Dates, continued

Misconception
NPPESispart of the Medicare provider enrolIment
system.

Fact
Obtaining an NPl isrequired in order for ahealth care
provider to enroll in Medicare; however, the NPPES
does not function as a part of the Medicare provider
enrollment system. Medicare requires ahealth care
provider to have an NPI and to furnish that NPI on the
Medicare provider enrollment applicationform (CMS-
855). In addition, once a health care provider submitsa
CMS-855to Medicare, Medicare comparesthe NPl and
certain other information onthe CMS-855 to certain
information in that health care provider’srecordin
NPPES. If theinformation being compared does not
match, the health care provider must correct whichever
information (NPPES or CM S-855) isincorrect in order for
the enrollment process to continue.

Misconception
Obtaining an NPI guarantees payment to the health care
provider by ahealth plan.

Fact
AsexplainedintheNPI Final Rule, obtaining an NPI
does not guarantee payment to the health care provider
by Medicare or by any other health plan. NPI
assignment simply establishes the uniqueness of an
enumerated health care provider amongst all other
enumerated health care providers. Most health plans
will not pay a health care provider that is not enrolled in
that health plan.

Misconception

NPPES verifies licenses and credentialsthat are reported by

health care providers when applying for NPIs.

Fact
NPPES does not verify licensesor credentials. NPPES
verifies only two things:
(1) It verifiesahealth care provider’s social security
number if the health care provider isan individual who
furnished his’/her SSN when applying for the NPI; and
(2) Using special software, it verifiesthat the health care
provider’s business mailing and practice location
addresses are legitimate postal service addresses, but
not that the health care provider is actually associated
with or located at either of those addresses. Licensure
and credentials must be verified by health plans as part
of their enrollment processes. It ispossible, under
certain circumstancesthat the NPl Enumerator may
contact health care providers who have submitted
applications, updates, or deactivations to verify
information that was furnished in order to properly
process those actions. Health care providers are
reminded that the information they send to NPPES must
betrue, correct, and complete, in accordance with the
certification statement of the NPI Application/Update
Form (paper form and Web-based form).

Misconception
NPPESisaMedicare system.

Fact
NPPES is not a Medicare system; it belongs to no health
plan. Itismaintained by CMSfor the health care

industry in general, in accordance with the NPI final rule
and as part of CM S’ delegated HIPAA authority.

Health care providers who apply for NPIs are not
required to furnish any information about their
enrollment in any health plan. Inan optional field,
health care providers may report legacy identifiers that
health plans have assigned to them in the past. This
field, “ Other Provider |dentification Numbers,” can
capture the legacy identifiers and the issuers of those
identifiers (i.e., the names of the health plans that
assigned them). Theinformation in thisfield isused by
health plans to help them locate their enrolled providers
in NPPES in order to know of their NPI assignments. For
this reason, Medicare providers are urged to report their
Medicarelegacy identifiersinthisfield.

Misconception

The NPI Enumerator can update the Medicare claimsand

enrollment systems.

Fact
The NPI Enumerator cannot view, update, or interact
with the Medicare claims or the Medicare enrolIment
systems, nor can it do so with any health plan’s claims
or enrollment systems.

Misconception

The NPl Enumerator can view and update/change the

Medicare NPI crosswalk.

Fact
The NPl Enumerator cannot view or update/change the
Medicare NPl crosswalk. The NPI Enumerator can
assist providers with certain aspects of updating their
NPPES records, and some of that information in those
NPPES records could be used by Medicarein the
Medicare NPI crosswalk.

Misconception
The NPI Enumerator serves Medicare providers and
supports Medicare operations, not other providers or
health plans.

Fact
The NPl Enumerator operates under contract to CMSin
accordancewiththe NPI final ruleand aspart of CMS
delegated HIPAA authority. The NPI Enumerator serves
the entire health care provider community for NPI
purposes, not just Medicare providers. The functions
of the NPl Enumerator are not specific to any health
plan.

CMS has posted information that lists the specific
duties and responsibilities of the NPI Enumerator in arecent
MLN Matters article located on the CM S Web site at http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
SEO751.pdf.

An articlethat further clarifiesthe functions of NPPES
and the NPl Enumerator isin development; thisarticlewill be
announced once available.

Important Information for Medicare Providers
Medicar€ sKey Dates

Therearetwo key datesremaining for 2008in
Medicare’'sNPI implementation plan. Thereisalso some
confusion as to the difference between the implementation
steps for March 1st and May 23rd.
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Compliance Date Enforcement and Clarification of Key NPI | mplementation Dates, continued

The chart below indicates the implementation stepsfor each date; aswell anew column to help further clarify the differ-
ence between these two dates.

Date Implementation Steps Key Paint
March 1, e Maedicare FFS 837P and CM S-1500 claims must include an | Claimswith only
2008 NPI in the primary provider fields on the claim (i.e., the legacy identifiersin
billing, pay-to, and rendering provider fields). the primary provider
e You may continue to submit NPI/legacy pairsin these fields will bergjected.

fields or submit only your NPI on the claim. Y ou may not
submit claims containing only alegacy identifier in the
primary provider fields.

e Failureto submit an NPI in the primary provider fields will
result in your claim being rejected or returned as
unprocessable.

e Until further notice, you may continue to include legacy
identifiers only for the secondary provider fields.

May 23,2008 | e In keeping with the Contingency Guidance issued on April | If the claim containsa
2, 2007, CMSwill lift its NPI contingency plan, meaning legacy identifier in
that only the NPI will be accepted and sent on all HIPAA any field, it will be
electronic transactions (8371, 837P, NCPDP, 276/277, rejected.

270/271 and 835), paper claims and SPR remittance
advice.
(Note that this date is one day earlier than that mandated by
the National Enforcement Policy)

e Thisasoincludesall secondary provider fields on the
837P and 8371. The reporting of legacy identifiers will
result in the rejection of the transaction.

e CMSwill also stop sending legacy identifiers on COB
crossover claims at thistime.

Only Four Months Until May 23, 2008 — Test NPI-only Claims NOW

While Medicareisreceiving well over 90 percent of claims containing an NPl in primary provider fields, thereisavery
small percent of claims submitted with NP1 only. Until you submit claimswith an NPI-only, you will not havea preview of what
your experiencewill beon May 23. Thetimefor correcting problems, should there be any, is getting short. CM S urgesthat
all Medicare providerstest now so that problems can be resolved prior to May 23rd. For example, if thereisa problem that
requiresachangein your Medicare enrollment information, you will need to act immediately.

How to Test

After Medicare providers have submitted claims containing both NPIs and legacy identifiers and those claims have been
paid, Medicare urges these providersto send asmall batch of claimsnow with only the NPI in the primary provider fields. If
the results are positive, begin increasing the number of claimsin the batch.

Reminder:  Foringtitutional claims, the primary provider fieldsare the Billing and Pay-to Provider fields. For professional
claims, the primary provider fieldsarethe Billing, Pay-to, and Rendering Provider fields. If the Pay-to Provideris
the same as the Billing Provider, the Pay-to Provider does not need to be identified.

Remember, if you test and your claimsare processed successfully, you can approach theM ay 23rd datewith confidence.
If you donot, you may faceunanticipated cash flow problems.

Medicare DMEPOS Suppliers: If Your Claims Are Rejecting!

Medicare DMEPOS suppliers may be experiencing claimsrejectionsif they did not obtain their NPIs properly, if they are
not properly enrolledin Medicare, or both. For example, if aDMEPOS supplier who isasole proprietorship enrolled with the
national supplier clearinghouse (NSC) as an organization and furnished an employer identification number (EIN) instead of a
social security number (SSN), but obtained a national provider identifier (NPI) asan entity type 1 - Individual, the Medicare
NPI crosswalk will beunableto link that DM EPOS supplier’sMedicare legacy identifier (the NSC number) toitsNPI. Thisis
because the NSC number and the NPI identify different entity types—one identifies an organization and the other an indi-
vidual. When alinkage between aMedicare legacy identifier and an NPI used in aclaim does not exist in the Medicare NPI
crosswalk, the claim will reject. DMEPOS suppliers should contact the DME MAC if they do not understand the error
message they received.
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If the regjection was due to the inability of the Medicare
NPI crosswalk tolink the NPI to the NSC number, the
DMEPOS supplier should check the NPPES record to ensure
the appropriate entity type (1 = Individual; or 2 = Organiza-
tion) isreflected in that record. Individuals (including sole
proprietorships) obtain NPIs as entity type 1. Organizations
obtain NPIs as entity type 2. If the NPPES record shows the
appropriate entity type, the DMEPOS supplier should
contact the NSC to ensure the enrollment record is correct.

If the NPPES record does not show the appropriate Entity
type, the DMEPOS supplier needs to take action to ensure
the appropriate entity typeis selected. If assistanceis
necessary, the NPI Enumerator (1-800-465-3203) can explain
to the DMEPQOS supplier how thisis done.

Oncethe NPPESrecord is correct, the DMEPOS supplier
needsto ensure that it is properly enrolled in Medicare. The
NSC, once contacted, will ask appropriate questionsto
determineif the DMEPOS supplier is, infact, asole propri-
etorship, and if so, properly reflected as such in the enroll-
ment record.

TheNSC will assist the DMEPOS suppliersin correcting
their enrollment records.

DMEPOS suppliers who are sole proprietorships should
be aware of thefollowing:

e A DMEPOSsupplier whoisasole proprietorship
obtains an entity type 1 (Individual) NPI.

e  Whenenrollingin Medicare (form CMS-855S) with the
NSC, aDMEPOS supplier who isasole proprietorship
furnishes his’/her SSN as the taxpayer identification
number (TIN).

e Thelega name of the sole proprietorship businessis
the sole proprietor’s name.

e Itispossiblefor the sole proprietorship to have a
“doing business as’ (dba) name. The dba name can be
reported on the CM S-855S and in the NPI application (in
the " Other Name” field). A dbaname, however, isnot a
legal name.

e Itispossible that the sole proprietorship requested and
received an EIN fromthe Internal Revenue Service (IRS)
if the sole proprietorship hasemployees. ThisEIN will
protect the sole proprietor’s SSN from appearing in
claimsand on W-2s.

e Maedicarewill treat the EIN asthe TIN for purposes of
claims processing, but the SSN must still be reported on
the CM S-855S.

e  When Medicarereportstax information to the IRSfor
that EIN, the IRSwill link that EIN to the sole
proprietor’s SSN.

Additional Information on Reporting a National
Provider Identifier (NPI) for Ordering/
Referring and Attending/Operating/Other/
Service Facility for Medicare Claims

Visit http://mmw.cms.hhs.gov/MLNMatter sArticles/
downloads'MM5890.pdf for arecently released MLN
Matters article on the topic of reporting NPIsfor order/
referring and attending/operating/other/service facility for
Medicareclaims.

CMS to Host National NPl Roundtable on
February 6, 2008

CMSwill host anational NPI Roundtable on Wednes-
day, February 6, from 2:30—4:00 p.m. ET. Thiscall will focus
on the status of the Medicare implementation and arelated
guestion and answer session.

Registration details are available on the CM S Web site
at http://mww.cms.hhs.gov/National Provl dentSand/
Downloadg/listservwor ding2-6-08npicall.pdf.

WEDI To Host NPI Audio Cast

TheWorkgroup for Electronic DataInterchange (WEDI)
will host an audio cast to discuss NPl implementation from
an industry-wide standpoint. The audio cast will be held on
February 21, 2008.

Visit http://Amww.wedi.org/npioi/index.shtml for
registration details. Please notethereisachargeto partici-
pate in WEDI events.

Need More Information?

Not surewhat an NPI isand how you can get it, share it
and useit? Asalways, more information and education on
the NPl may be found at the CMS NPI Web page
http: //mww.cms.hhs.gov/National Provl dentSand.

Providers can apply for an NPI online at
https: //nppes.cms.hhs.gov or can call the NPl enumerator to
request apaper application at 1-800-465-3203

Having trouble viewing any of the URLsin thismes-

sage? If so, try to cut and paste any URL in this message
into your Web browser to view the intended information.

Note All current and past CMSNPI communicationsare
availableby clicking“CMS Communications’ inthe
left column of the CM'S Web page
http: //imww.cms.hhs.gov/National Provl dentSand.

Getting an NPI Is Free — Not Having
One May Be Costly

Source: CM S Provider Education Resource 200801-20

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.
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GENERAL INFORMATION

Attention: FFS Medicare Physicians, Nonphysician Practitioners & Other

Suppliers

TheNPI ishere. The NPI isnow. Areyou using it?

March 1st is a Critical Date!

Last week, CM Sissued the January national provider
identifier (NPI) messageto all providers. (You may view the
January NPI message online at http://mwww.cms.hhs.gov/
National ProvldentSand/02_WhatsNew.asp on the CMS
Web site.) Thisweek begins aweekly messaging campaign
for Medicare Fee-For-Service providersin order to raise the
level of urgency asthe March 1 implementation date
approaches.

Prior to March 1, 2008

e Claimswith both an NPl and aMedicarelegacy number
arerejected if the pair is not found on the Medicare NPI
crosswalk.

e  Claimssubmitted with just aMedicare legacy number
are being paid (unless of course, they have other errors
that cause them to be rejected).

As of March 1, 2008

e Claimswith both an NPl and aMedicarelegacy number
will continue to be rejected if the pair is not found on
the Medicare NPI crosswalk.

e Claimswithout an NPI inthe primary provider field will
berejected!

e Claimswith only aMedicarelegacy number inthe
primary provider field will berejected!

This means that you will not be able to get paid for any
Medicare services you provide until you begin using your
NPI. Also, if needed, you must correct any data, which may
be preventing an NPI/legacy match on the NPI crosswalk.
Thecorrection might requirethat you fileaCM S-855
Medicare Provider Enrollment form with your Medicare

carrier, A/IB MAC, or DME MAC aprocesswhich cantakea
number of monthsto accomplish.

Test NPI-Only Now

If you have been submitting claims with both an NPI
and a Medicare legacy number and those claims have been
paid, you need to test your ability to get paid using only
your NPI by submitting one or two claims today with just the
NPI (i.e.,, no Medicarelegacy number).

If the Medicare NPI crosswalk cannot match your NPI to
your Medicarelegacy number, the claim with an NPI-only
will rgject. You can and should do thistest now! If theclaim
is processed and you are paid, continue to increase the
volume of claimssent with only your NPI. If theclaimsreject,
call your Medicarecarrier or A/B MAC enrollment staff for
adviceright away. The enrollment number islikely to be
quite busy after the March 1 deadline, so don’t wait.

Need More Information?

Not sure what an NPI isand how you can get it, shareit,
and use it? More information and education on the NPI can
be found through the CM S NPI page www.cms.hhs.gov/
National ProvlidentSand on the CM S Web site. Providers
can apply for an NPI online at https://nppes.cms.hhs.gov or
can call the NPl enumerator to request a paper application at
1-800-465-3203. Having trouble viewing any of the URL sin
this message? If so, try to cut and paste any URL in this
message into your Web browser to view the intended
information.

Note: All current and past CMSNPI communicationsare
availableby clicking“CMS Communications” inthe
left column of the www.cms.hhs.gov/

National ProvidentSand CMS Web page.

Source: Provider Education Resources Listserv, Message
200801-23

Additional Information on Reporting a National Provider Identifier for Ordering/
Referring and Attending/Operating/Other/Service Facility for Medicare Claims

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

Provider Types Affected

Physicians, providersand supplierswho bill Medicare contractors (carriers, fiscal intermediaries[Fl], Medicare adminis-
trative contractors[A/B MAC], or durable medical equipment Medicare administrative contractors|[ DME MAC]) for services

or itemsfurnished to Medicare beneficiaries.

Provider Action Needed
STOP — I mpact to You

Effectivewith claimsreceived on or after May 23, 2008, Medicarewill not pay for referred or ordered servicesor items;
unlessthefieldsfor the name and national provider identifier (NPI) of the ordering, referring and attending, operating, other, or

servicefacility providersare completed onthe claims.
CAUTION —What You Need to Know

Change request 5890, from which thisarticleistaken, providesthat it isthe claim/bill submitter' sresponsibility to obtain
the ordering, referring and attending, operating, other, service facility providers, or purchased service providers NPIsfor
claims. Further, it requires that the provider or supplier who is furnishing the services or items, after unsuccessfully attempting
to obtain the NPI from these providers; report their own name and NPI in the ordering/referring/attending/operating/other/
servicefacility provider/purchased service provider fields of the claims.

February 2008

The FCSO Medicare B Update! 49


http://www.cms.hhs.gov
http://www.cms.hhs.gov
https://nppes.cms.hhs.gov
http://www.cms.hhs.gov
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Additional Information on Reporting a NPl for Medicare Claims, continued

GO —What You Need to Do

Make sure that your billing staffs are aware of this
reguirement to place the “furnishing” provider or supplier’s
name and NPI in the appropriate fields and to use your name
and NPI if those of the ordering/referring and attending/
operating/other/service facility provider/purchased service
providers are not obtainable.

Background

TheAdministrative Simplification provisionsof the
Health I nsurance Portability and Accountability Act of 1996
(HIPAA) mandate the adoption of a standard unique health
identifier for each health care provider. The NP final rule (45
CFR Part 162, CM S-045-F), published on January 23, 2004,
established the NPI as this standard; and mandates that all
entities covered under HIPAA (including health care providers)
comply with the requirementsof thisNPI final rule.

Medicare previously required a unique physician
identification number (UPIN) bereported on claimsfor any
ordering, referring/attending, operating, other, and service
facility providers(i.e., or for any provider that isnot abilling,
pay-to, or rendering provider). Further, in accordance with
the NPl final rule; effective May 23, 2008, when reported on a
claim, theidentifier for such aprovider must bean NPI,
regardless of whether the provider is a covered entity, or
participatesinthe Medicare program. Ther efore, Medicare
will not pay for referred or ordered services, or items,
unlessthenameand NPI number of theordering, referring
and attending, oper ating, other, or servicefacility provider
areontheclaim.

Note: Physicians(MD and DO) and thefollowing
nonphysician practitioners: 1) nurse practitioners
(NP); 2) clinical nurse speciaist (CNS); 3) physician
assistants (PA); 4) and certified nurse midwives
(CNM) arethe only types of providerseligibleto
refer/order servicesor itemsfor beneficiaries.

You should be awarethat it isthe claim/bill submitter‘s
responsihility to obtain the ordering, referring and attending,
operating, other, service facility providers, or purchased
service providers NPIsonthe claim. If these providersdo

not directly furnish their NPIsto the billing provider at the
time of the order, the billing provider must contact them to
obtain their NPIs prior to delivery of the services or items.

If, after several unsuccessful attemptsto obtain the NP
from the ordering, referring, attending, operating, other,
servicefacility provider, or purchased service provider; CR
5890, from which thisarticleistaken, requiresthat (effective
May 23, 2008) the provider or supplier who isfurnishing the
servicesor itemsreport their own name and NPI inthe
claim’s ordering/referring/attending/operating/other/service
facility provider/purchased service provider fields.

Additional Information

You may find moreinformation about reporting an NPI
for ordering, referring and attending, operating, other, service
facility providersfor Medicare claims by going to CR 5890,
located at http://mwww.cms.hhs.gov/Transmittal /downl oads/
R235PI.pdf on the Centersfor Medicare & Medicaid
Services (CMS) Web site.

If you have any questions, please contact your carrier,
FI,A/B MAC, or DME MAC at their toll-free number, which
may be found at http://Mmww.cms.hhs.gov/MLNProducts/
downloads/Call Center TolINumDirectory.zip on the CMS
Web site.

Thetoll-free number for First Coast Service Options, Inc.
Medicare Part B Customer Service Center is1-866-454-9007
(FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM5890

Related Change Request (CR) #: 5890
Related CR Release Date; January 18, 2008
Effective Date: May 23, 2008

Related CR Transmittal #: R235P
Implementation Date: April 7, 2008

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. CPT only copyright 2006 American
Medical Association.

April 2008 Update to the Medicare Code Editor and GROUPER

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

Provider Types Affected

Hospitalsthat bill Medicare fiscal intermediaries (FI) or Medicare administrative contractors (A/B MAC) for servicesthey

provideto Medicare beneficiaries.
What You Need to Know

CR 5876, from which thisarticleistaken, announcesan April 2008 update to the M edi care code editor (M CE) and GROU-
PER to accommodate the addition of the new patient status discharge code 70: “ Discharges or Transfersto Other Types of
Health Care Institutions not defined el sewherein the UB-04 (CM S-1450) Manual CodeList.”

Hospitals should make sure their billing staffs are aware of these M CE and GROUPER changes so that they can update

their systems to incorporate them, as needed.
Background

Section 503(a) of Public Law 108-173, as part of the amendmentsrel ated to recognizing new technol ogy under theinpa-
tient prospective payment system (IPPS), included arequirement to update ICD-9-CM codes twice ayear instead of the single
yearly (October 1) update. This section amended section 1886(d) (5) (K) of the Act by adding a clause (vii) which states that
the “ Secretary shall provide for the addition of new diagnosis and procedure codes on April 1 of each year, but the addition of
such codes shall not require the Secretary to adjust the payment (or diagnosis-related group classification) until the fiscal year

that begins after such date.”
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April 2008 Update to the Medicare Code Editor and GROUPER, continued

However, while coding updatesfor April rel eases of MCE/
GROUPER will not adjust payment; for thisApril 2008 rel ease,
the Centersfor Medicare & Medicaid Services (CMS) needsto
update the diagnosis-related group (DRG) software and other
systemsin order to recognize and accept the new patient
status code of 70.

Additional Information

You may find moreinformation about the April 2008
updateto the M CE and GROUPER by going to CR 5876,
located at http://www.cms.hhs.gov/Transmittal /downl oads/
R1411CP.pdf on the CM S Web site. You might also want to
read the implementing instructions for patient discharge
status code 70, which are discussed in MLN MattersArticle
MM5764 (New Patient Status Discharge code 70 to Define
Discharges or Transfers to Other Types of Health Care
Ingtitutions not Defined Elsewherein the UB-04 (CM S-1450)

Manual Code List) at http://mwww.cms.hhs.gov/
MLNMatter sArticles/downloadsyMM5764.pdf on the CMS
Web site.

If you have any questions, please contact your Medi-
careFl or A/B MAC at their toll-free number, which may be
found at http://www.cms.hhs.gov/MLNProducts/downloads/
CallCenterTolINumDirectory.zip on the CMS Web site.

Thetoll-free number for First Coast Service Options,

Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-888-760-6950(CT).

MLN Matters Number: MM 5876

Related Change Request (CR) #: 5876

Related CR Release Date: January 11, 2008
Effective Date: Dischargeson or after April 1, 2008
Related CR Transmittal #: R1411CP
Implementation Date: April 7, 2008

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.

Clarification Regarding the Coordination of Benefits Agreement Medigap

Claim-based Crossover Process

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

Provider Types Affected

Physicians, providers, and suppliers submitting claims
to Medicare contractors (carriers, durable medical equipment
Medicare administrative contractors[ DME MACs], and/or
Part A/B Medicare administrative contractors[A/B MACsg]) for
Medicare Part B services provided to Medicare beneficiaries.

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on change request (CR) 5837 which
clarifiesinstructions regarding the Coordination of Benefits
Agreement (COBA) Medigap claim-based crossover process.

CAUTION —What You Need to Know

CR 5837 providesformal confirmation of arecent
Centersfor Medicare & Medicaid Services(CMS) decision
tonot requireMedicare Part B contractors (including DME
MACs) to update their internal insurer tables or fileswith
each Medigap insurer’s newly assigned Coordination of
BenefitsAgreement (COBA) Medigap claim-based ID, aswas
previoudy prescribed in CR 5662. In addition, CR 5837
conveysclarifying provider billing requirementsinrelaionto
Medigap claim-based crossovers.

GO —What You Need to Do
See the Background and Additional Information sections
of thisarticlefor further details regarding these changes.

Background

Effective October 1, 2007, the CM Stransferred responsi-
bility for the mandatory Medigap crossover process (also
known as the “Medicare claim-based crossover process’) to
its Coordination of Benefits contractor. With this change,
Part B contractors, including A/B MACsand DME MACs:

e Nolonger maintain crossover relationships with
Medigap insurers

e Nolonger bill such entitiesfor crossover claims
effectivewith thelast claimsfilethat they transmit to
these entities no later than October 31, 2007.

Inadirectiveissued on September 18, 2007, CMS
communicated to Medicare Part B contractors (carriers, DME
MACs, and A/B MACS) its decision that they are not
required to update their internal insurer files or tableswith
the Coordination of Benefits contractor (COBC)-assigned
COBA Medigap claim-based identifiers (IDs). Thisis
because, as discussed in CR 5601, the contractors' front-end
system now simply verifiesthat a Medigap claim-based
crossover identifier on anincoming claimissyntactically
correct (5digits, beginningwitha“5"). CMS Common
Working File (CWF) system is now tasked with validation of
the actual 1D submitted onincoming claims.

The September 18, 2007, directiverepresented a
departure from previous guidance communicated in CR 5662
(see MLN Mattersarticle, MM5662, at http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM5662.pdf on the CM S Web site), inwhich CM S provided
for transitional updating of the contractors’ internal insurer
files/tables prior to October 1, 2007, oncethe COBC had:

e Assigned COBA Medigap claim-based IDsto the
various Medigap insurers
e Deemed Medigap insurers “production-ready.”

CMS aso required Medicare contractors to post
language on their provider Web sites stipulating that:

e Providersarenot to begin including the new COBA
Medigap claim-based | Dsonincoming Part B claimsor
claimsfor durable medical equipment, prosthetics,
orthotics, and medical supplies(DMEPOS) before
October 1, 2007.
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GENERAL INFORMATION

Clarification Regarding the COBA Medigap Claim-based Crossover Process, continued

CR5837instructsPart B contractors(includingA/B
MACsand DM E MACs)that they arenct required toupdate
their internal insurer files/tablesfollowing a M edigap
insurer’ sreadinessto moveinto production with the COBC.
Thisrequirement formerly applied to situationswhere CM S
expected that contractors update their internal insurer files/
tablesprior to October 1, 2007, in accordance with CR 5662
(transmittal 283). These Part B contractors may retain their
older Other Carrier Nameand Address (OCNA) or N-key
identifierswithintheir internal insurer files/tablesfor
purposes of avoiding system issues or for the printing of
post-hoc beneficiary-requested Medicare summary notices
(MSNs). However, in accordance with CR 5601, at http://
www.cms.hhs.gov/transmittal ydownloads/R1242CP.pdf on
the CM S Web site, contractors will have disabled the logic
that they formerly used to tag claims for crossover to
Medigap insurers effective prior to claimsthey received for
processing on October 1, 2007.

Effectivewith CR 5837, all Part B contractors (including
A/B MACsand DME MACs) will discontinue publication of
their routine Medigap newsletters. These contractors may,
however, at their discretion, publish one last edition of this
newsdletter if desired to include the provider education
language that follows:

I n accordance with the language modification to MSN
message 35.3

—"A copy of thisnotice will not be forwarded to your
Medigap insurer because the information submitted
on the claim was incomplete or invalid. Please submit
a copy of thisnatice to your Medigap insurer.” —
which contractors made as part of Transmittal 1242,
CR 5601, all Part B contractors, including A/B MACs,
and DME MACs shall make available a Spanish
trandation of the modified MSN message, which shall
read as follows: “No se enviara copia de esta
notificacién a su asegurador de Medigap debido a
que la informacién estaba incompleta o era invalida.
Favor de someter una copia de esta notificacion a su
asegurador Medigap.”

All Part B contractors (including A/B MACs, and DME
MACs) areto inform their associated billing providers that
areexempted from billing their claims electronically under the
Administrative Simplification Compliance Act (ASCA) that
they should only be entering the newly assigned 5-byte
COBA Medigap claim-based I D (range 55000 to 59999) with
item 9d of the CM S-1500 for purposes of triggering a
crossing over of the claim to aMedigap insurer.

All Part B contractors (including A/B MACs, and DME
MACs) areaso to provide alink on their provider Web sites
(preferably under “Hot Topics®) to the recently published

special edition MLN article (SEQ743 at http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
SE0743.pdf on the CM S Web site) that clarifies for providers
the differences between:

e Medigap crossover that is accomplished viathe
automatic, eligibility file-based crossover process

e The Medigap claim-based crossover process, which is
triggered by information that they include onincoming
cam.

Providers should note that the listing at http://
www.cms.hhs.gov/COBAgreement/Downl oads/
Medigap%20Claim-
based%20COBAY%:201 Ds%20for %20Bi1ling%20Pur pose. pdf
onthe CMS COB Web siteis:

Complete and up-to-date

The only source for the identifiers to be included on
incoming claims for purposes of triggering crossoversto
those Medigap insurersthat do not participate fully in
the automatic crossover process.

Additional Information

Theofficia instruction, CR 5837, wasissued in two
transmittal sissued to your Medicare carrier, DME MAC, or
A/B MAC. Those transmittals may be viewed at http://
www.cms.hhs.gov/Transmittal S downl oads/R1420CP. pdf
and http://www.cms.hhs.gov/Transmittal Sy’downloads/
R135FM.pdf on the CMS Web site. These transmittals make
revisions to the Medicare Claims Processing and Medicare
Financial Management Manuals, respectively.

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

Thetoll-free number for First Coast Service Options, Inc.
Medicare Part B Customer Service Center is 1-866-454-9007
(FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM 5837

Related Change Request (CR) #: 5837

Related CR Release Date: January 25, 2008
Effective Date: October 1, 2007

Related CR Transmittal # R1420CP and R135FM
Implementation Date: February 1, 2008

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.

/Sign up to our eNews electronic mailing list N
Join our eNews mailing list and receive urgent and other critical information issued by First
Coast Service Options, Inc. (FCSO), your Medicare carrier. By signing up, you will receive
automatic e-mail notification when new or updated information is posted to the provider
education Web site. It's very easy to do. Simply go to our Web site http://mww.fcso.com,
select Medicare Providers, Connecticut or Florida, click on the “eNews’ link located on the

\_ upper-right-hand corner of the page and follow the prompts. Y,

52 The FCSO Medicare B Update!

February 2008


http://www.cms.hhs.gov/transmittals/downloads/R1242CP.pdf
http://www.cms.hhs.gov/transmittals/downloads/R1242CP.pdf
http://www.cms.hhs.gov/MLNMattersArticles/downloads
http://www.cms.hhs.gov/MLNMattersArticles/downloads
http://www.cms.hhs.gov/COBAgreement/Downloads
http://www.cms.hhs.gov/COBAgreement/Downloads
http://www.cms.hhs.gov/Transmittals/downloads/R1420CP.pdf
http://www.cms.hhs.gov/Transmittals/downloads/R1420CP.pdf
http://www.cms.hhs.gov/Transmittals/downloads
http://www.cms.hhs.gov
http://www.fcso.com

GENERAL INFORMATION

Modification to the Model Medicare Redetermination Notice
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

All physicians, providers, and supplierswho bill
Medicare contractors (carriers, fiscal intermediaries (Fl),
regional home health intermediaries (RHHI), Medicare
administrative contractors[A/B MAC], or durable medical
equipment Medi care administrative contractors[ DME
MAC]) for services provided or supplied to Medicare
beneficiaries.
What You Need to Know

Changerequest (CR) 5836, fromwhichthisarticleis
taken, modifies the Reconsideration Request Form that is
included with the model M edicare Redetermination Notice
(for partly or fully unfavorable redeterminations), to clarify
the minimum set of elements on the form that you must
completein order for the request to be considered valid for
reconsideration.

You should make sure that your billing staffs are aware
that they must completeitems 1, 2a, 6, 7, 11 & 12 onthis
Reconsideration Request form.

Background

The Reconsideration Request form modification that CR
5836 requiresis necessary because the current Medicare
manual instructions do not clearly identify all of the elements
required for a reconsideration request to be considered valid
inaccordancewith Medicare, Medicaid, and SCHIP Benefits
Improvement and Protection Act of 2000 (BIPA), section
405.964(b).

The modification to theformisasfollows:

“Directions: If you wish to appeal this decision, please
fill out therequired information below and mail thisform
to the address shown below. At aminimum, you must
complete/includeinformation foritems1, 23,6, 7,11 &

12 but to help us serve you better, please include a copy
of the redetermination notice with your request.”

Those elementsthat, asa minimum, you must complete
ontheformare:

1 Nameof Ben€ficiary

2a. Medicare Number

6. Item or service you wish to appeal

7. Date of the service (From and To dates)
11. Name of Person Appealing

12. Signature of Person Appealing/Date

Additional Information

You may find moreinformation about the modification to
the model M edi care redetermination notice (for partly or fully
unfavorabl e redeterminations) by going to CR 5836, located
at http://mww.cms.hhs.gov/Transmittal s/downl oads/
R1408CP.pdf on the CM S Web site. The updated Medicare
Claims Processing Manual, chapter 29, section 320.7
(Medicare Redetermination Notice (for partly or fully unfavor-
able redeterminations)) isan attachment to that CR. The
Reconsideration Request form isalso attached to CR 5836.

If you have any questions, please contact your contrac-
tor at their toll-free number, which may befound at http://
www.cms.hhs.gov/MLNProducts/downl oads/
CallCenterTolINumDirectory.zip on the CMS Web site.

Thetoll-free number for First Coast Service Options,

Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM 5836

Related Change Request (CR) #: 5836
Related CR Release Date; January 11, 2008
Effective Date: January 1, 2008

Related CR Transmittal #: R1408CP
Implementation Date: February 11, 2008

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.

Use of an 8-Digit Registry Number on Clinical Trial Claims
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Physicians, providers, and supplierswho bill Medicare
contractors (carriers, fiscal intermediaries[Fls], Medicare
administrative contractors[A/B MACs] and durable medical
equipment Medi care administrative contractors[ DME
MACs]) for services provided to Medicare beneficiariesin
clinical research studies.

Provider Action Needed

Thisarticleisbased on change request (CR) 5790 that
notifies providers and suppliersthat Medicare claimsforms
will bemodified to accommodate the 8-digit clinical trial
number for claimsthat Medicarereceiveson or after April 1,
2008. Reporting this number isvoluntary and claims submit-
ted without the clinical trial number will be paid the same as
claims containing a number. While reporting is voluntary, the
number will assist the Centersfor Medicare & Medicaid
Services (CMS) ininforming beneficiaries about the avail-
ability of clinical trialsand to use claimsinformation to

inform coverage decisions. Be sureyour billing staff isaware
of thisrule.

Background

The purpose of CR 5790 isto instruct providers and
suppliers on new, voluntary reporting for placing aclinical
trial number on claimsfor itemsand servicesprovidedin
clinical trialsthat are qualified for coverage as specifiedin
the Medicare National Coverage Determination Manual,
Publication 100-03, section 310.1. That publicationis
available at http://mww.cms.hhs.gov/Manual s/l OM/list.asp
onthe CMSWeb site. Theclinical trial number that the CMS
is requesting to be voluntarily reported is the number
assigned by the National Library of Medicine (NLM) Clinical
Trials Data Bank when anew study isregistered by a
sponsor or investigator. Information regarding NLM clinical
trialsis available at http://clinicaltrials.gov/ on the Internet.

CMSwill usethisnumber toidentify all itemsand
services provided to beneficiaries during their participation
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GENERAL INFORMATION

Use of an 8-Digit Registry Number on Clinical Trial Claims, continued

inaclinica trial. Furthermore, thisidentifier will permit CMS
to meet the recommendations of the 2000 I nstitute of
Medicine report that led to the Executive Memorandum to
increase participation of Medicarebeneficiariesinclinical
trials and the development and implementation of the CMS
clinical triaspolicy.
Recommendationsfrom The White House Executive
Memorandum included:
e Tracking Medicare payments
e Ensuring that the information gained from the research
is used to inform coverage decisions
e Making certain that the research focuses on issues of
importance to the Medicare population
e Enabling CMSto better inform Medicare beneficiaries
about the clinical studiesavailablefor their
participation.

Key Points
e  Clamssubmitted without theclinical trial number will be
paid the same as claims containing a number.

e Institutional clinical trial claimsareidentified through
the presence of all of the following elements:

e Vaue Code D4 and corresponding 8-digit clinical
trial number (when present on the claim)
ICD-9diagnosiscodeV70.7
Condition Code 30
HCPCSmodifier Q1: outpatient claimsonly. (See
MM5805 related to CR 5805 for moreinformation
regarding modifier Q1).

e Prectitioner/DME clinical tria claimsareidentified
through the presence of all of the following elements:
e ICD-9diagnosiscodeV70.7
e HCPCSmodifier Q1
e 8-digitclinical trial number (when present onthe
dam).

e Oninstitutiona claims, the8-digit numericclinical trial
number should be placed in the value amount of value
code D4 on the paper claim UB-40 (Form Locators 39-41)
or in Loop 2300, HI —Value Information segment,
qualifier BE onthe8371.

e  Onprofessional claims, theclinical trial registry number
should be preceded by the two alpha characters of “CT”
and placed in Field 19 of the paper Form CM S-1500 or it
should be entered WITHOUT the“ CT” prefix inthe
electronic 837Pin Loop 2300 REFO2(REF01=P4).

Additional Information

If you have questions, please contact your Medicare A/
B MAC, FI, DME/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 CMS Web site.

Thetoll-free number for First Coast Service Options, Inc.
Medicare Part B Customer Service Center is 1-866-454-9007
(FL) or 1-888-760-6950 (CT).

You may seetheofficial instruction (CR 5790) issued to
your MedicareA/B MAC, FI, DME/MAC, or carrier by going
to http://mww.cms.hhs.gov/Transmittal Sydownl oads/
R3100TN.pdf on the CMS Web site. You may seethe article
related to the Q1 modifier, MM 5805, at http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM5805.pdf on the CMS Web site.

MLN Matters Number: MM5790

Related Change Request (CR) #: 5790
Related CR Release Date; January 18, 2008
Effective Date: April 1, 2008

Related CR Trangmittal # R3100TN
Implementation Date: April 7, 2008

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.
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Individuals Authorized Access to CMS Computer Services—Provider

Community

CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the January 2008 Medicare B Update! pages 49-51.

Note: Thisarticlewas revised on January 15, 2008, to add another question and answer to emphasize that potential user

should only register oncein IACS.

The Second in a Series of Articles
Thisarticle contains:

e Four questions and answers about the registration process for provider organizations. (See NOTE below.)
e Linkstothe Quick Reference Guidesfor completing the registration processfor provider organizations. (See Note below.)

Note: For purposesof the|ACS-PC, “ Provider Organizations’ includeindividual practitionerswho will delegate |ACS-PC work

to staff aswell astheir staff using IACS-PC.

Provider Types Affected

Physicians, providers, and suppliers (collectively referred to as providers) who submit fee-for-service claimsto Medicare
contractors (carriers, fiscal intermediaries[Flg], regional homehealth intermediaries[RHHIs], and Medicare administrative

contractors[A/B MACs]).
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Special Notefor durablemedical equipment, prosthet-
ics, orthotics, and supplies(DM EPOS) suppliers. Do not
register for IACS-PC at thistime. DMEPOS suppliersmay
want to review thefirst MLN Mattersarticlein this new
serieson IACS-PC, which may be found on the Centersfor
Medicare & Medicaid Services (CMS) Web site at http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
SEQ747.pdf.

Provider Action Needed

Even though these new Internet applications are not yet
available, CM S recommendsthat providerstake thetime now
to set up their online account so they can access these
applications as soon as they are available. Thefirst step is
for the provider and/or appropriate staff to register for
access through a new CM S security system known as the
IndividualsAuthorized Accessto CM S Computer Services -
Provider Community (IACS-PC).

What Providers Need to Know

In the near future, the CM Swill be announcing new
online enterprise applicationsthat will allow Medicarefee-
for-service providers to access, update, and submit informa-
tion over the Internet. CM S enterprise applications are those
hosted and managed by CM S and do not include Fl/carrier/
MAC Internet applications. Details of these provider
applications will be announced as they become available.

Registering in IACS-PC

The provider community isthefirstinaseriesof IACS
communities, which are the front-door to protecting and
allowing accessto CM S enterprise applications. Communi-
tiesare comprised of groups of userswho provideasimilar
service to CM S and who need access to similar applications
(ex. Providers need accessto provider-related CM S applica-
tions). The next community, which will becomeavailablein
early 2008, isthe Fl/carrier/MAC community. It will be
comprised of users who work within Medicare contracting
organizations (FI's, carriersand MACs). Sincemany IACS
communitieswill be added inthefuture, the|lACS
community’s user instructions are generic to alow use by
multiple communities. The rules and concepts across
communitiesarevery similar.

When given achoicein | ACSto select your community,
pleaseselect the* Provider Community”.

Thefirst MLN Mattersarticle in this series provided an
overview of the lACS-PC registration processaswell as
registration instructions for security officials (SOs) and
individua practitionersusing |ACS-PC personally. This
article may be found at http://mww.cms.hhs.gov/
MLNMatter sArticles’'downl oads/SEQ747.pdf on the CMS
Web site.

Four Questions and Answers about the
Provider Organization Registration Process
1. Howcanl getregisteredin |ACS-PC?Canl justfigure
it out by myself?

We recommend that you use the reference guides as

they contain detailed explanations of therole
responsihilities, acceptable data formats and
interpretations of error messages. To directly access
IACS-PC, go to https://applications.cms.hhs.gov and
then click on Enter CM SApplicationsPortal.

2. |l wanttoregister asan SO.| donot havemy
organization’s|RSCP-575. What elsecan | send?

In addition to the CP-575, SOs may also submit copies
of other official IRSdocumentation. An official IRS
document should have the following information:

Required:

e |IRSletterhead

e Lega business name (not handwritten)
e TIN/EIN (not handwritten).

Optional:
e  Form number in upper right; and
e Referencetoaletter or form number in body of text.

Examplesof acceptablel RSdocumentsinclude, but arenot
limited to:

e Copy of IRSCP-575

e Copy of IRS147Cletter; or

e Copy of Federal Tax Deposit Coupon.

All documentsreceived must belegible.

3.l will work for morethan oneprovider, or servein
multiplerolesin thesameorganization. Dol need to
register in |ACSseparately for each organization or
role?

No. Each user will receive only one |ACS-PC User ID
and password. If you will work for more than one
provider, or have multiplerolesin the same provider,
register in IACSfor onerole. Once you receive approval
and your user |ID and password, you can add additional
roles to your account.

Instructionsfor modifying your IACS profilewill be
released shortly. In the meantime, questions may be
directed to the help desk as shown in the Additional
Help section at the end of this article.

4. My organizationistoosmall tofill all theseroles.
What should | do?

Asfew as 2 staff can beregistered in IACS-PC for a
provider organization to access CM S enterprise
applications. The first person must register asa SO, the
second registersas aUser Group Administrator (UGA).
The UGA may access CM S applications as approved by
the SO.

The Backup Security Official isan optional role. End
usersare only required for provider organizationswith
10 or morel ACS-PC users.

If youareanindividual practitioner who will be using
IACS-PC personally, pleaserefer tothefirst MLN article
which may be found at http://www.cms.hhs.gov/
MLNMatter sArticles/downl oads/SEQ747.pdf on the
CMSWeb site.
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Quick Reference Guides for Completing the Provider Organization Registration Process
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IACS-PC Registration Approval Process
1. Backup Security Official (BSO) Guide

BSOswill request access to an organization using the BSO Registration Quick Reference Guide at http://
www.cms.hhs.gov/MMAHe p/downloads/iacs backup_security official_registration_qrg 12 06_07.pdf on the CMS
Web site.

2. Usr GroupAdminigrator (UGA) Guide

UGAs are the first user type able to request access to CM S Web-based applications. Their task, during the registration
process, isto create a provider or surrogate user group, or associate with an existing provider or surrogate user group. A
provider user group isagroup that can be created by a UGA within an existing provider organization.

Once the user group is created and approved by the SO/BSO, end users can then submit arequest to register in IACS-PC
and join that user group. The UGA will either approve or deny their request to join their user group. Thisisaway for
users within an organization to form groups that align with business needs or any other logical grouping that is
appropriate for that organization and ensure that the UGA appropriately approves each end user into their user group.
Theimportant thing to keep in mind isthat the UGA will need to approve the end usersin the user group for which s’heis
responsible, so they should know everyone in their user group.

The UGA Registration Quick Reference Guide may be found at http://mww.cms.hhs.gov/MMAHel p/downl oads/

iacs _user_group_administrator_registration_grg_12 06 _07.pdf on the CMS Web site.

Special notefor UGAsof Surrogate User Groups

A surrogate user group is established by individuals or acompany outside of the provider organization which performs
Medicare work on behalf of the provider organization (acontractor for aprovider organization, billing company, etc.). If you
will be creating a surrogate user group, the UGA of the surrogate user group must be approved by the SO or BSO in the
provider organization on whose behalf it performs work. For example: Surrogate Billing Company ABC will work on behalf of
Provider Organization XYZ. Once the Provider Organization XYZ is approved in IACSPC, the Surrogate Billing Company
ABC can register in IACS-PC and request to create a surrogate user group under the Provider Organization XYZ. Once
approved, the UGA of asurrogate user group isissued an IACS user |D that enables the UGA to associate with other provider
organizationsfor which it performswork without registering again.

At thistime, anew surrogate user group must be created for each provider organization with which aUGA wishesto associate.
If asurrogate user group performswork on behalf of three different provider organizations, the UGA for the surrogate user
group will need to make three different requests to create three different surrogate user groups, one for each provider with
which the UGA needsto associate. |f a provider organization does not appear in IACS-PC, they have not yet registered/been
approved and you should contact them. You will not be able to associate with them until the provider appearsin IACS-PC.

If the provider organization does appear in IACS-PC, each provider’s SO or BSO must approve the request to associate that
surrogate user group with their organization. Remember, as a surrogate user group, you will only be able to associate with
provider organizations after those respective provider organizations and SOs have been approved in IACS-PC.
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Inthefuture, CMSwill explore optionsfor simplifying this Additional Help
process for contractors which perform work on behalf of The CM S has established an External User Services
more than one provider organization and also to allow (EUS) Help Desk to assist with your accessto IACS-PC. The
surrogate user groups to associate to individual EUSHelp Desk may bereached by E-mail at
practitionerswithin IACS-PC. EUSSupport@cgi.comor by phone on 1-866-484-8049 or
3. AnEndUser Registration Quick ReferenceGuidemay ~ TTY/TDDon1-866-523-4759. .
befound on the CM SWeb siteat http:/ In addition, you can find an informative reference chart
www.cms.hhs.gov/MMAHel p/downl oads/ outlining the steps for accessing CM S enterprise applica-
iacs end_user_registration_qgrg_12_06_07.pdf. tions at http://mwww.cms.hhs.gov/MLNProducts/downl oads/

| ACSchart.pdf on the CM S Web site.

TheApprover Quick Reference Guide provides step-by- gg gedl\fl ?:t;:r? héu&n birwS%gES)iRﬁ? zed
step instructions that SOs, BSOs and UGAswill useto Related CR Rgleas?quate' N/A '

approve or deny user requeststo register in IACS-PC. . °
TheApprover Quick Reference Guide may befound at Egede'(\j’gg"if_e' N/ A o # N/A
http: /Aww.cms.hhs.gov/MMAHel p/downl oads/ a ransmittal #:
iacs approver_grg 12 07 07.pdf on the CMS Web site. ' Mplementation Date: N/A

Disclaimer - This article was prepared as a service to the public and is

4. Approver Quick ReferenceGuide

NeXt_Ste_pS In Accessmg a CMS Enterprlse not intended to grant rights or impose obligations. This article may
Appllca'[lon contain references or links to statutes, regulations, or other policy

A third MLN article discussing the final stepsin materials. The informamiggdprovi;iked ihs or:ly int;anderc: tohbe a generlal

o : st summary. It is not inten to take the place of either the written law
aC.C ng CMS enterprise apphcangns has been released on or regulations. We encourage readers to review the specific statutes,
this issue, and may be found at http://www.cms.hhs.gov/ regulations and other interpretive materials for a full and accurate
\I\//Ivlétl)\lMattersArncles/downloads/SEO754.pdf on the CMS statement of their contents.

site.

Individuals Authorized Access to CMS Computer Services—Provider

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

Note: Thisarticle contains three stepsto accessing a CM S Enterprise Provider Application including how to request a
provider applicationrolein IACS-PC (See step 2).

The Third in a Series of Articles
Provider Types Affected

Physicians, providers, and suppliers (collectively referred to as providers) who submit fee-for-service claimsto Medicare
contractors (carriers, fiscal intermediaries[Fls], regional home health intermediaries|RHHI 5], and Medicare administrative
contractors[A/B MACs]).

Special notefor durablemedical equipment, prosthetics, orthotics, and supplies(DM EPOS) suppliers. Donot register
for IACS-PC at thistime. DMEPOS suppliers may want to review thefirst MLN Mattersarticlein anew serieson IACS-PC
which may be found at: http://mmw.cms.hhs.gov/MLNMatter sArticles/downl oads/SEQ747.pdf on the Centers for Medicare &
Medicaid Services (CMS) Web site

Provider Action Needed

CMS enterprise applications to be made availabl e viathe web soon include the Provider Enrollment, Chain and Ownership
System (PECOS) and the Provider Statistical and Reimbursement Report (PS& R) System. Even though these new Internet
applications are not yet available, CMS recommends that providers take the time now to set up their online account so they
can access these applications as soon as they are available. The first step is for the provider or appropriate staff to register for
access through anew CM S security system known as the Individuals Authorized Access to CM S Computer Services -
Provider Community (IACS-PC).

What Providers Need to Know

Inthe near future, the CM Swill beformally announcing new online enterprise applicationsthat will allow Medicare Fee-
For-Service (FFS) providersto access, update, and submit information over the Internet.

CMS enterprise applications are those hosted and managed by CM S and for the most part do not include Internet
applications offered by Fl/carrier/MAC. Details of these provider applicationswill be announced as they become available.

Thefirst article in this series provided an overview of the IACS-PC registration process aswell asregistration instructions
for Security Officials (SOs) and individua practitioners. Thisarticle can befound at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downloads/SEQ747.pdf on the CMS Web site.

The second article addressed questions and gave remaining instructions for registering provider organizations including
registering asaBackup Security Official (BSO), User Group Administrator (UGA), and End User (EU). It also discussed
approving user requests. This article can be found at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/SE0753. pdf
on the CMS Web site.
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Note: IACSProvider Community (IACS-PC) includes
individual practitionerswho will beworking on their
own accord and will not have any other company
staff (they may have surrogates or “contractors’ who
are not their employees which they may contract with
to work on their behalf), and a so includes “ Provider
Organizations” defined in IACS as practices, groups,
single and multi-specialty offices etc. wherethe
provider may have additional staff in|ACSand
delegate IACS-PC work to staff aswell astheir staff
using |ACS-PC.

The 3 Steps to Access a CMS Enterprise
Application

Provider IACS-PC users must take 3 stepsto access a
CMSenterpriseapplication:

Sep 1: BeApproved for an IACS-PC Role.

Thefirst two MLN Matters articlesin this series
discussed how to register in IACS-PC.

The purpose of the IACS-PC registration processisto:

e Confirm the identity of the person requesting
registration;

e Assure registrants have a legitimate business need to
access CM S provider systems,

e Providetheregistrantan|ACS-PCrole(e.g., SO, BSO,
UGA, or end User) that definestheir responsibilities (if
any) for approving the registration requests of othersin
their organization; and

e Providetheregistrant aUser | D and Password for IACS-PC.

Sep 2: BeApproved for an Application Role
After receiving approval for an IACS-PCrole, aregis-
tered user in aProvider Organization may then request to be
an “application approver” or an “end user.” (Note: Because
individual practitioners do work in the application them-
selves, they do not designate “ application approver” roles).
Thisroledetermines:

e Their responsibilities (if any) to approve application
access requests from othersin their organization;

e What CMSenterprise applications (if any) they havea
legitimate need to access, and

e Theappropriate leve of accessto each application for
their job function (which application “rol€’ they require).

Userswho received approval inIACS-PCin Step 1, may
now reguest access to specific CMS enterprise applications
using their IACS-PC account.

This can be done by requesting either an “application
approver” or an application “user” role for each application
needed to perform Medicare-related job functions. For
provider applications, there are specific roleswithin the
application that define what the user can do. For example,
some application users may belimited to viewing information
and printing reports, while others can enter, edit and submit
informationto CMS. Theseroleswill be specific to each
application.

Each user must request a specific application rolein
IACS-PC for each CM S enterprise provider application they
wish to use.

The “Request Access to CMS Application Quick
Reference Guide” providesinstructions for requesting an

application role. It may be found at http://mwww.cms.hhs.gov/
MMAHel p/downl oads/

IACS Request Access to CMS Application QRG_111607.pdf
on the CMS Web site.

Application Approvers

Organizations must have designated persons that
approve each end user’s request for an application role. The
person who performs this task is an “application approver”
and as such cannot personally access applications for which
they servein thisrole.

Though the UGA may fregquently be the appropriate
persons to have this role, organizations have discretion in
how they designate the application approvers so that it is
appropriatefor their particular organization. For example, the
UGA may be designated by the SO or BSO to servein this
role for their user group, or an end User may be approved for
thisrole by the SO or BSO for the user group with which
they are associated.

Note: If auser group does not have an application approver
for an application, the requests will, by default, be
routed to the SO and BSO for adecision.

AppllcatlonApprover Key Points
An application approver must be amember of the user
group(s) for which they serve as an application
approver (this does not apply if the SOs/BSOs isthe
application approver).

e Providershaveflexibility in assigning the application
approver role:

e The UGA does not have to be the application approver
within the user group.

e Anend user within auser group may servein therole of
the application approver.

o A different person may serve as an application approver
inauser group for each application.

e The same person can be the application approver for
multiple applicationsin auser group.

e The same person can be the application approver for
multiple user groups (though they must be a member of
each group.)

e  There can be multiple application approversfor the same
application within the same user group. In this situation,
the first approver who approves or denies the request
will serve asthe decision authority. All of the application
approvers within the user group do not need to act on
each request.

e A person can be an application approver for one
application, and an application user for adifferent
application, just not for the same one.

e |f an application approver does not exist for an
application in a user group, the user group requests for
that application will go to the SO and BSO for a
decision.

Organizationswith alarge number of IACS-PC usersare
encouraged to have application approversin each user
group for each application (can be the same person) so
that all of the application requests are not routed to the
SO and BSO as the default application approvers.

Note: System security requires a“ separation of duties’ —
which means that those who approve user requests
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for CMS enterprise application roles will not have
access to the applications for which they have an
approver role. Therefore those in Application
Approver roles will not have access to the applica-
tion for which they are an approver. Security
Officials and Backup Security Officials, by definition,
can never access any applications as they serve as
the default Application Approvers as noted above.

Instructions for approving application approver and
application user role requests are the same as for approving
IACS-PC registration requests. The Approver Quick Refer-
ence Guide may be found at http://www.cms.hhs.gov/
MMAHel p/downloads/iacs approver_grg_12 07_07.pdf
on the CMS Web site.

Sep 3. Enter theapplication when it becomesavailable.

You will be notified as CM S enterprise applications
become available. After you have been approved in steps 1
and 2, you will be ableto access available CM S enterprise
applications using your approved application specific roles
viathe CMSWeb site.

Additional CMS Partner and Customer
Communities will use IACS

The provider community isthefirst in aseriesof IACS
communities that are the front door to protecting and
allowing accessto CM S enterprise applications. Communi-
tiesare comprised of groups of users who provide asimilar
serviceto CM S and who need access to similar applications
(ex. Providers need accessto provider-related CM S applica
tions). The next community, which will become availablein
early 2008, isthe Fl/carrier/MAC community. It will be
comprised of users who work within Medicare contracting
organizations (Fls, carriersand MACs). Sincemany IACS
communitieswill be added in the future, the IACS

community’s user instructions are generic to allow use by
multiple communities. The rules and concepts across
communitiesarevery similar.

When given achoicein |ACSto select your community,
pleasesdlect the” Provider Community”.

Additional Help

CMS has established the End User Services (EUS) Help
Desk to support accessto IACS-PC. The EUS Help Desk
may be reached by e-mail at EUSSupport@cgi.comor by
phoneon 1-866-484-8049 or TTY/TDD on 1-866-523-4759.

Coming Soon

e CMSenterprise applicationsto be made availablevia
theweb include the Provider Enrollment, Chain and
Ownership System (PECOS) and the Provider Statistical
and Reimbursement Report (PS& R)

IACSWeb site

Instructions for modifying your user profile

What to do if you forget your user ID or password
Toolsfor SOs, BSOs and UGASsto manage user
accounts
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Medicare Health and Part D Plan Enrollees Expected Smooth Transition to 2008

edicare beneficiaries who have chosen to change their health and drug coverage for 2008 should experience very few
difficulties when getting their covered prescription drugs through Medicare Part D, the Centersfor Medicare &

Medicaid Services (CMS) announced today.

“A top priority throughout the fall open enrollment season has been to help beneficiaries prepare and compare their plan
choices so that they could make informed decisions about switching plans. In addition, we' ve been working hard to ensure a
smooth enrollment process,” said CMSActing Administrator Kerry Weems.

The CM S hastaken multiple stepsto ensure that pharmacies can obtain accurate enrollment information in 2008, particu-
larly for low-income beneficiaries. CM S hasimproved proceduresfor getting accurate plan information into the E1 eligibility
system, which isthe computer system that pharmacists use to identify current plan enrollment, often for beneficiaries who
were reassigned to new plans, or who may not have received their new drug card. The CM S has also implemented better
processing requirements for all enrollees, and CM S continues support a point-of-sale facilitated enrollment process that
providesimmediate coverage for people with Medicare who have Medicaid or have qualified for extrahelp, but aren’t enrolled

in aMedicare drug plan.

The CM S also hasworked aggressively to ensure asmooth transition for low-income subsidy (LIS) eligible beneficiaries
who would be responsiblefor paying aportion of their plan premium in 2008.

Earlier thisfall, these beneficiariesreceived | etters explaining steps they could take to remain in their plan by paying a
small premium and alist of all the zero premium plansavailablein their community.

Blue reassignment letters were mailed to people who qualify for the full extra help and who will be reassigned to anew
planin 2008. Tan letters were sent to beneficiaries receiving the LIS who selected a plan, but who will be responsiblefor
paying aportion of their plan premium beginning in January 2008 unlessthey join anew plan. Beneficiarieswho received one
of these letters can receive personalized assistance at their local State Health Insurance Assistance Program (SHIP) office or

their local Socia Security office.

While CM S does not expect beneficiariesto encounter difficulties at the pharmacy counter due to the collaborative work
among beneficiaries, partners and advocates, pharmacies, and plans, neverthel ess, those beneficiaries who have newly
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enrolled or changed plans should keep these four tipsin

mind when visiting the pharmacy:

1 Bring your red, white, and blue Medicare card, a photo
ID, and your new drug plan membership card —these
itemswill help the pharmacist in verifying your coverage;

2. Bring an enrollment acknowledgement, confirmation letter,
or the name of your new drug plan if you have not
received a plan membership card —your enrollment search
might take longer, but these items will assist the
pharmacist in verifying your coverage;

3. Keep copies of your receipts —in the rare instance where
the pharmacist cannot confirm enrollment, you can work
with your new plan prospectively to obtain
reimbursement; and

4. Don't leave the pharmacy counter without your medicine
—if you cannot pay out of pocket, call 1-800 MEDICARE
for assistance or ask the pharmacist to dial the special
hotline for these cases.

In addition, CM S and others have taken the following
measuresto smooth beneficiaries’ transition into 2008:

OnlineEnrollment and Toll-FreeAssistance

Since November 15, 2007, Medicare' sonline enrol Iment
center has processed more than 347,000 enrollments. In the
same period, its Web site has recorded over 36 million page
views on www.medicare.gov and over 19 million pageviews
of the Medicare Prescription Drug Plan Finder.

Since November 15, 2007, 1-800-MEDICARE has
received more than three million callsand more than 3,000
customer service representatives are ready to answer
questions about enrollment status. The Medicare
ombudsman'’s office has senior casework analysts available
toresolve problemsfor beneficiarieswho need individual -
ized assistance because of acritical health need or financial
circumstance.

At thePhar macy

Nationa and local chains and independent pharmacies
haveworked closely with beneficiariesto provideinforma
tion and assi stance during the open enrollment period.

Thousands of pharmacies have hel ped beneficiaries
through in-storeinformational days, medication reviews, and
community presentations. For example, Rotz Pharmacy, an
independent pharmacy in Winchester, Va., provides a
navigation guide to the www.medicare.gov Medicare Drug
Plan Finder, other comparison tools aswell as personalized
consultation to beneficiarieswho need help in finding aplan
that best suits their needs. In-person counseling and other

enrollment assistance has been provided nationwide and
regionally by many chains, including: CV'S; Kroger; Longs
Pharmacy; Medicine Shoppe | nternational; Rite-Aid; Target;
Stop & Shop, Giant Foods and Giant Food Stores;
Walgreens; and Wal-Mart.

In-Person

At morethan 10,000 events held nationwide, Medicare
has worked closely with its partner organizations, including
the National Aging Services network of state, local and
community service providers, to provide enrollment counsel -
ing and sign-up opportunities where people with Medicare
live, work, play and pray.

The2007 CM SMobile Office Tour visited 128 communi-
ties across the nation sharing information about Part D with
beneficiaries. That tour highlights the personalized assis-
tance provided by the many thousands of partners across
the country who are hel ping beneficiaries compare their drug
plan options and change enrolIment if necessary.

Through the Secret Shopper initiative, CMSofficials
have attended over 220 events to ensure that health plans
are adhering to marketing and enrollment guidelines.

Recent surveys show that alarge majority of seniors
enrolled in the Medicare drug benefit are satisfied with their
plan and few intend to change their planin 2008. A Wall St.
Journal /Harris Interactive survey of U.S. adults age 65 or
older shows that 87 percent of Medicare drug benefit
enrollees are satisfied with their plan. “ Our educational
efforts are paying off and we will continue to provide
information and assistance throughout 2008,” said Weems.

The annual open enrollment period for prescription drug
coverage began on November 15, 2008, and runs through
December 31, 2007. For MedicareAdvantage plansonly,
beneficiaries can make one changein enrollment — enrolling
in anew plan, changing plans or canceling a plan — between
January 1, 2008, and March 31, 2008. However, beneficiaries
cannot join or drop Medicare drug coverage during thistime.

Beneficiarieseligiblefor the LIS have the ability to
change plans at any time. They can continue to visit
www.medicare.gov and view all the health and prescription
plans availablein their area. Users can compare plans based
on costs, coverage, customer service and quality of each
plan. They may also receive the same online information by
calling 1-800-MEDICARE.

For moreinformation on whereto find a SHIP counsel or
availableto provide free one-on-one help with your Medi-
care questions or problems, visit www.medicare.gov/
contacts/static/all SateContacts.asp.

Source: Provider Education Resources Listserv, Message 200801-07

2008 Physician Quality Reporting Initiative Question of the Week
: What isthe bonus available for eligible professionals who successfully participate in 2008 Physician Quality Reporting

Initiative (PQRI)?

A: Asin 2007, incentive paymentsfor successful participation in 2008 PQRI will be paid from the Medicare Part B Trust Fund.
Eligible professionals may earn a bonus payment of 1.5 percent of total allowed charges for covered services payable under

the Medicare Physician Fee Schedule.

Source: Provider Education Resources Listserv, M essage 200801-07
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2008 Physician Quality Reporting Web Site Reorganization

he Centersfor Medicare & Medicaid Services (CMS) is pleased to announce that the Physician Quality Reporting
Initiative (PQRI) Web site has been reorganized to facilitate access and navigation to 2008 PQRI information and
educational resources, including:
2008 PQRI Toal Kit.

o Key documents related to 2008 measure specifications have been retained and placed as downl oadable documents within
their corresponding sections.
e New documentsthat further inform eligible providers about 2008 PQRI have been added.

Information about the 2007 PQRI program, which ended on December 31, 2007, has al so been reorganized with rel evant
documents pertaining to 2007 measuresretained for reference.

We encourageall eligible providersto visit the Web site and become familiar with the 2008 materials at:
http: //mww.cms.hhs.gov/PQRI, on the CM S Web site.

Source: Provider Education Resources Listserv, M essage 200801-14

2008 Physician Quality Reporting Initiative PowerPoint Presentation—

Module VI

ligible professionals should begin submitting appropriate 2008 Quality Data Codes on qualifying Part B claimswith adate
f service of January 1, 2008. Information on the 119 2008 Physician Quality Reporting I nitiative (PQRI) measures, release
notes, and detailed specifications are available on http://mww.cms.hhs.gov/pgri on the Centers for Medicare & Medicaid
Services (CMS) Web site. Eligible professionals are encouraged to contact their professional associations for additional
information and toolsthat will facilitate participation.

The American Medical Association (AMA) has posted PQRI worksheets for the 2008 PQRI program on the AMA Web
siteat http://Mmww.ama-assn.org . These worksheetswill also be availableinthe CM S 2008 PQRI Toolkit, which will be
announced and posted soon on http://mww.cms.hhs.gov/pgri on the CM S Web site. Cut and paste the URL into your Internet
browser should you have a problem accessing the URL embedded in this message.

CMSis pleased to announce that the PowerPoint presentation that will be used during the December 19, 2008, PQRI
National Provider call isnow available on the CM SWeb site. This presentation will provide abasic overview of the 2008
Physician Quality Reporting Initiative and the 119 quality reporting measures. To access the presentation, go to
http: //mww.cms.hhs.gov/PQRI, and select the Educational Resources tab on the left side of the page. Next, scroll down to the
Downloads section and under the heading PowerPoint Presentations, select “ 2008 PQRI -Module V1.”

Source: Provider Education Resources Listserv, M essage 200801-05

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.

Medicare Competitive Acquisition Program for Physicians Updates

n additional election period for the 2008 M edi care Part B Drug Competitive Acquisition Program (CAP) will beginon

January 15, 2008, and will conclude on February 15, 2008. The CAPisavoluntary program that offers physiciansthe
option to acquire many injectable and infused drugs they use in their practice from an approved CAP vendor, thus reducing
the time they spend buying and billing for drugs.

Thisadditional election period isfor physicians who have not already elected to participate in the CAP for 2008. Effective
dates of participation for physicianswho elect to join the CAP during this additional election period will be April 1, 2008, to
December 31, 2008.

Once a physician has elected to participate in CAP, they must obtain all drugs on the CAP drug list from the CAP drug
vendor. Physicians can still continue to purchase and bill Medicare under the average sale price system for those drugs that
are not provided by the physician’s CAP vendor.

Additional information about the CAPis available at the following Web site: http://mwww.cms.hhs.gov/
CompetitiveAcquisforBios/01_overview.asp.

The physician election form may be found at the following Web page in the Downloads section. Additional information
for physicians may also be found at this site; http://www.cms.hhs.gov/CompetitiveAcquisfor Bios/02_infophys.asp.

Thelist of drugs supplied by the CAP vendor, including national drug codes, isin the Downloads section at: http://
www.cms.hhs.gov/CompetitiveAcquisfor Bios/15_Approved_Vendor.asp.

Please note that completed and signed physician election forms should be returned by mail to your local carrier. Forms
must be postmarked on or before February 15, 2008. Do not return formsto the Centersfor Medicare & Medicaid offices.

Source: Provider Education Resources Listserv, M essage 200801-07
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CAP Additional Election Period

he 2008 Additional Physician Election Period for the CAPwill begin on January 15, 2008, and will conclude on February 15,

2008. For questions on the CAP election process or general program inquiries, please call NAS CAPVendor Contact
Center at 1-888-671-0536.

An additional election period for the 2008 M edicare Part B Drug CAP began on January 15, 2008, and will conclude on
February 15, 2008. The CAP isavoluntary program that offers physicians the option to acquire many drugsthey usein their
practice from an approved CAP vendor, thus reducing the time they spend buying and billing for drugs. For physicians who
joinduring thisadditional election period, effectivedates of participation will beApril 1, 2008, to December 31, 2008.

Physicians are instructed to submit their CAP election formsto their local carrier or A/B MAC. As per change request (CR)
4064, local carriersarerequired to forward alist to the CAP designated carrier of al physiciansand practitionerswho have
elected to participatein the CAP. Thislist isdue on February 22, 2008. A joint signature memo (JSM) with instructions pertain-
ing to posting information on the ATC and processing additional election applications was sent out.

Participating CAP physicians are required to use CAP-specific modifier codes and the dose specific prescription order
number on their claims. The following CRs pertain to the Part B Drug CAP and may be found on the“ Transmittals’ page at
http: //www.cms.hhs.gov/transmittal s:

2007: R1239CP, R1207CP, 1390CP
2006: R841CP, R839CP, R1034CPR, R57M SP, R1088CP, R1076CP, R1055CP, R1313CP
2005: R777CP, R761CP, R715CP, R699CP

Additional information about the CAPis available at the following Web site:
http: //mwww.cms.hhs.gov/CompetitiveAcquisforBios/01_overview.asp.

Thelist of drugs supplied by the CAP vendor, including NDCs, isin the Downloads section at:
http: //mww.cms.hhs.gov/CompetitiveAcquisforBios/15_Approved_Vendor.asp.

To view and download the billing instructions for Participating CAP Physicians, see“ CAP Physician Billing Tips® in the
Downloads section of the “Information for Physicians’ page:
http: //mmww.cms.hhs.gov/CompetitiveAcqui sfor Bios/02_infophys.asp.

For questions on the CAP election process or general program inquiries, please call the CAP Designated Carrier, Noridian
Administrative Services, at their CAPVendor Contact Center at 1-888-671-0536.

Source: Provider Education Resources Listserv, M essage 200801-16

Ambulatory Surgical Center Fee Schedule Fact Sheet
heAmbulatory Surgical Center Fee Schedul e Fact Sheet, which provides general information about the ambul atory surgical
center (ASC) fee schedule, ASC payments, and how ASC payment amounts are determined, isnow availablein
downloadable format from the Centersfor Medicare & Medicaid Services Medicare Learning Network at
http://mwww.cms.hhs.gov/MLNProducts/downl oads/ AmbSurgCtr Feepymtfctsht508. pdf.

Source: Provider Education Resources Listserv, M essage 200801-08

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 flu viruses
change each year.
Please 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 yourself, your patients, and your family and friends. Get Your Flu Shot — Not the Flul
Remember - Influenzavaccination isacovered Part B benefit. Note that influenzavaccineisNOT aPart D covered drug.
Health care professionals and their staff can learn more about Medicare's coverage of adult immunizations and related provider
education resources, by reviewing specia edition MLN Mattersarticle SE0748 http://www.cms.hhs.gov/MLNMatter sArticles/
downloads/SE0748.pdf on the CMS Web site.

Source: Provider Education Resources Listserv, M essage 200801-03

Medicare Provides Coverage for Many Preventive Services and Screenings
he Centersfor Medicare & Medicaid Services (CMS) hasreleased the following special edition MLN Mattersarticle,
SEQ752 Medicare Provides Coverage for Many Preventive Services and Screenings, located at

http: //mwmw.cms.hhs.gov/MLNMatter sArticles/downloads/SE0752.pdf on the CMS Web site.

This article serves as areminder of the many preventive services and screenings now covered by Medicare and provides
alist of related provider educational resources developed by CM S to inform fee-for-service health care professionals and their
staff about the preventive services and screenings now covered by Medicare.

VisittheMedicare Learning Network - it'sfree!
Source: Provider Education Resources Listserv, M essage 200801-02
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January is National Glaucoma Awareness Month

pproximately three million Americans have glaucoma. Because the disease often progresses silently intheinitial stages,

with no symptoms, it is estimated that up to half of the approximately three million Americans with the disease don’t know
they haveit. Vision loss from glaucomais permanent and irreversible. While anyone can get glaucoma, certain groups of
people are at higher risk for the disease. Glaucomais morelikely to occur in African Americansthan in Caucasiansandisa
leading cause of blindness among African American and Hispanic populations in the United States. People with diabetes are
nearly twice aslikely to devel op glaucoma as adults without diabetes. And people with afamily history of glaucomaare more
likely to get glaucomatoo. Although glaucoma cannot be cured, early detection and treatment usually can stop further damage
and prevent blindness. The benefit provided by Medicare offers a comprehensive glaucoma screening for seniors and others
with Medicare at high risk for the disease.

Medicare Coverage
Medicare provides coverage of an annual glaucoma screening for beneficiariesin at least one of the following high-risk
groups:

Individualswith diabetes mellitus
Individualswith afamily history of glaucoma
African-Americansage 50 and ol der
Hispanic Americans age 65 and ol der.

A covered glaucoma screening includes:
o Adilated eye examination with anintraocular pressure (I0P) measurement
e Adirect ophthalmoscopy examination or adlit-lamp biomicroscopic examination.

What Can You Do?

CMS needs your help to ensure that all eligible people with Medicare take full advantage of the annual glaucoma screen-
ing benefit. Your high-risk Medicare patients may not remember to schedul e their annual glaucoma-screening exam. You can
help remind them by talking with them about glaucoma and their risk for the disease, what can happen when glaucoma goes
undetected/untreated, and how they can help protect themselves from severe consequences with early detection by getting
an annual glaucomascreening exam. Your reminder and referral for aglaucoma-screening exam can help provide high-risk
Medicare beneficiaries with peace of mind and safeguard their vision.

For More Information

CMS has developed a variety of educational products and resources to help health care professionals and their staff learn
more about coverage, coding, billing, and reimbursement for preventive services and screenings covered by Medicare.

The MLN Preventive Services Educational Products Web Page - provides descriptions and ordering information for all
provider specific educational products related to preventive services. The Web pageis located at
http: //mww.cms.hhs.gov/MLNProducts/35_PreventiveServices.asp on the CMS Web site.

Glaucoma Screening Brochure - Thistri-fold brochure provides health care professionalswith an overview of Medicare's
coverage of glaucoma screening services. To view online go to
http: //Mmww.cms.hhs.gov/MLNProducts/downl oads/glaucoma.pdf on the CM'S Web site. To order copies of the brochure, go
to the Medicare Learning Network Product Ordering System located at:
http://cms.meridianksi.com/kc/main/kc_frame.asp?kc_ident=kc0001&loc=5.

The CM S Web site providesinformation for preventive service covered by Medicare. Go to
http://mww.cms.hhs.gov, select “Medicare”, scroll down to the “ Prevention” section.

For information to share with your Medicare patients, visit http://www.medicare.gov.

For more information about glaucoma, visit The National Eye Institute http://www.nei.nih.gov/index.asp.

For moreinformation about National GlaucomaAwareness Month, please visit http://mww.preventblindness.org/.

Source: Provider Education Resources Listserv, M essage 200801-04

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.

Notice of Interest Rate for Medicare Overpayments and Underpayments

edicare Regulation 42 CFR section 405.378 provides for the assessment of interest at the higher of the current value of
fundsrate (five percent for calendar year 2008) or the private consumer rate (PCR) asfixed by the Department of the
Treasury.
The Department of the Treasury has notified the Department of Health and Human Services that the PCR has been
changed to 12.125 percent, effective January 18, 2008. The PCR will remainin effect until anew rate changeis published.

Source: Publication 100-06, Transmittal 134, Change Request 5753
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LOCAL COVERAGE DETERMINATIONS

Unless otherwise indicated, articles apply to both Connecticut and Florida.

This section of the Medicare B
Update! features summaries of new
and revisedlocal coverage
determinations (LCDs) developed as a
result of either local medical review or
comprehensive data analysis
initiatives. Theseinitiatives are
designed to ensure the appropriateness
of medical careand that the carrier’s
LCDsand review guidelinesare
consistent with accepted standards of
medical practice.

In accordance with publication
reguirements specified by the Centers
for Medicare & Medicaid Services
(CMS), carriersno longer includefull-
text local coverage determinations
(LCDs) to providers in the Update!
Summaries of revised and new LCDs
are provided instead. Providers may
obtain full-text LCDs on our provider
education Web sites, http://
www.fcso.com. Final LCDs, draft
LCDsavailablefor 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
LCD, and are based on the date of
service (unless otherwise noted in the
LCD). Medicare contractors are
required to offer a 45-day notice period
for LCDs, the date the LCD is posted
Ejo the Web siteis considered the notice
ate.

Electronic Notification

To receive quick, automatic notification
when new LCDs are posted to the Web
site, subscribe to our FCSO eNews
mailinegblist. It'svery todo; goto
our Web site http: //www.fcso.com,
select Medicare Providers, Connecticut
or Florida,, click on the“eNews’ link
located on the upper-righ-hand corner
of the page 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
Medical Policy at:

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

Local Coverage Determinations - Table of Contents

Advance NOLICE StAtEMENT .........cevueiiiiiiiiee e e 64
New LCD

JO305: PEMEIIEXEA ...cevvniiiiieie et e e e e e e e eaae e 65
Revision to the LCD

THERSVCS: Therapy and Rehabilitation Services ..................... 65
Additional Information

J1440: G-CSF (Filgrastim, Neupogen®) .......cccccceeeeviiveeeeeeeennnnn. 66
Florida Only - Revisions to LCD

64470: Paravertebral Facet Joint BIOCKS .........c.ccveeviiiivvieieeiinnnnn. 66

Advance Beneficiary Notice
odifier GZ must be used when physicians, practitioners, or suppliers
want to indicate that they expect that Medicarewill deny anitem or
service as not reasonable and necessary and they have not had an advance
beneficiary notification (ABN) signed by the beneficiary.

Modifier GA must be used when physicians, practitioners, or suppliers
want to indicate that they expect that Medicare will deny a service as not
reasonable and necessary and they do have on file an ABN signed by the
beneficiary.

All claims not meeting medical necessity of alocal coverage determination
must append the billed service with modifier GA or GZ.
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J9305: Pemetrexed—New LCD

etrexed is an antifolate containing the pyrrol opyrimidine-based nucleus that exerts its antineoplastic activity by
disrupting folate-dependent metabolic processes essential for cell replication.

Pemetrexed is approved by the Food and Drug Administration (FDA) for use in combination with cisplatin for the
treatment of patients with malignant pleural mesothelioma(MPM). Itisalso used alone for treatment of patientswith locally
advanced or metastatic non-small cell lung cancer (NSCL C) after prior chemotherapy.

Thislocal coverage determination (LCD) was developed to include indications and limitations of coverage, documenta-
tion requirements, utilization guidelines, and ICD-9-CM codesthat support medical necessity.

Effective Date
Thisnew LCD will be effectivefor servicesrendered on or after February 29, 2008. Thefull text of thisLCD isavailable
through our provider education Web site at http://mww.fcso.com.

REvisioN o0 THE LCD

THERSVCS: Therapy and Rehabilitation Services—Revision to the LCD

helocal coverage determination (L CD) for therapy and rehabilitation serviceswaslast revised on June 30, 2007. Since that

time, the “Indications and Limitations of Coverage and/or Medical Necessity” section of the LCD has been revised to
incorporate new, revised language surrounding the therapy cap limitations and the exception process for therapy caps.
Change request (CR) 5871, dated January 10, 2008, outlines the new therapy cap limits and reviseslanguage for the therapy
cap exception process. Thelimit for therapy capsfor calendar year 2008 is $1,810 for physical therapy and speech-language
pathology services combined and $1,810 for occupational therapy services. The exception process for therapy caps has been
extended through June 30, 2008. For a compl ete discussion on the therapy caps and the exception process, please refer to the
LCD and the Centersfor Medicare & Medicaid Services (CMS) Manual Pub. 100-04, Medicare Claims Processing Manual,
Chapter 5, Section 10.2.

Thisrevisiontothe LCD iseffective January 14, 2008 for servicesrendered on or after January 1, 2008.

In addition, the coding guideline has been revised to add CPT code 96125 (Standardized cognitive performance testing
(eg, Ross Information Processing Assessment) per hour of a qualified health care professional’s time, both face-to-face time
administering tests to the patient and time interpreting these test results and preparing the report) to the table of “aways
therapy services’, in accordance with CR 5810. Please see the coding guideline for a complete discussion of the “aways
therapy table”.

Effective Date

Thisrevisiontothe LCD iseffective January 7, 2008, for servicesrendered on or after January 1, 2008. Thefull text of
this LCD isavailable through our provider education Web site at http://www.fcso.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 2007 American Medical Association (or other such date of publication of CPT). All rights
reserved.Applicable FARS/DFARS apply.
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AbpbpiTioNAL INFORMATION

J1440: G-CSF (Filgrastim, Neupogen®—Clarification

Fi rst Coast Service Options, Inc. (FCSO) has discovered, through medical review and subsequent data analysis that
providersareinappropriately administering Neupogen® (J1440 and J1441) to patients who are receiving a chemotherapeutic

agent.

Neupogen®is not a cancer chemotherapy agent. It isaclass || hematopoietic growth factor that acts on progenitor cells.
Because Neupogen® acts only on progenitor cells that are already committed to one pathway, it increases only the neutrophil
count. Thelocal coverage determination (LCD) for Neupogen® outlines the Food and Drug Administration (FDA) approved
indications and the of f-label indications FCSO will cover when the medical necessity criteriaare met.

Under the “Limitations” section of the LCD, it is outlined that Neupogen® should not be given within 24 hours before or
after a dose of a chemotherapeutic agent, as rapidly dividing myeloid cells are potentially sensitive to these agents. This
instruction is also outlined in the FDA-approved label. Thisrule appliesto any indication in the LCD that requiresthe
administration of a chemotherapeutic agent.

An example of inappropriate administration found during medical review of claimsshowsthat providersare administering
Neupogen®the day before, the day of and the day after chemotherapy administration. In the cases reviewed, patients received
one injection of Neupogen®less than 12 hours before chemotherapy, then received an injection immediately following
chemotherapy infusion and received a Neupogen® injection, the next day, less than 12 hours after the chemotherapy infusion.
The documentation reviewed, also did not show adocumented fever. For this example, theindication as outlined in the LCD
for the chemotherapy patient, isto decrease the incidence of infection, as manifested by febrile neutropenia, for patients on
myelosuppressive chemotherapy.

FSCO would like to reiterate to providers that the continued practice of inappropriate administration of Neupogen® might
lead to medical review of documentation. FCSO does not expect to see Neupogen® billed the day before, the day of or the day
after chemotherapy administration. If providers do bill Neupogen®the day before or the day after chemotherapy administra-
tion, the medical record must show that Neupogen®was not given less than 24 hours before and/or less than 24 hours after
chemotherapy and that this requirement is documented in the medical record. Claimsthat cannot support this requirement may
be denied as not medically necessary.

FCSO strongly encourages providersto review the current LCD for Neupogen®to ensure their patients meet the coverage
criteriaoutlined for each indication, and that all other documentation and utilization requirements are met. The LCD may be
located on our Web site at http://mww.fcso.com. Questions regarding coverage or the appropriate administration of
Neupogen® should be forwarded to medical.policy@fcso.com. Providers who feel the language in the LCD is not appropriate
can refer to FCSOs reconsideration process located on our Web site.

FLorIDA ONLY - RevisioN To LCD

64470: Paravertebral Facet Joint Blocks—Revision to the LCD

helocal coverage determination (L CD) for paravertebral facet joint blockswaslast revised on September 30, 2007. Since

that time, arevision was made to add language under the “ Indications and Limitations of Coverage and/or Medical
Necessity” section of the LCD to extend coverage for only one type of procedure during one day/session of treatment unless
the patient has recently discontinued anticoagulant therapy for the purpose of interventional pain management (Diagnosis
V58.61 in addition to the primary diagnosis should be billed when anticoagulant therapy has been discontinued to facilitate
therapeutic injectionsfor pain management).

Effective Date
Thisrevisiontothe LCD iseffectivefor servicesrendered on or after February 29, 2008. Thefull text of thisLCD is
available through our provider education Web site at http://mww.fcso.com on or after this effective date.

/Sign up to our eNews electronic mailing list N
Join our eNews mailing list and receive urgent and other critical information issued by First
Coast Service Options, Inc. (FCSO), your Medicare carrier. By signing up, you will receive
automatic e-mail notification when new or updated information is posted to the provider
education Web site. It's very easy to do. Simply go to our Web site http://www.fcso.com,
select Medicare Providers, Connecticut or Florida, click on the “eNews’ link located on the

\_ upper-right-hand corner of the page and follow the prompts. Y,
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CONNECTICUT EDUCATIONAL RESOURCES

CoONNECTICUT EDUCATIONAL RESOURCES

Upcoming Provider Outreach and Education Events
February 2008 — March 2008

Evaluation & Management Education Series Webcast
Topic: Emergency Department Services
Discussion will include guidelinesfor proper use of Emergency Department codes.

When: February 19, 2008
Time 11:30am.—1:00p.m.
Typeof Event:  Webcast

National Provider Identifier (NPI) Webcast
When: February 20, 2008

Time 11:30am.—1:00p.m.

Typeof Event:  Webcast

Hot Topics Webcast
L earn about recent M edicare changes, new/revised Local Coverage Determinations (LCDs) and how to avoid top claim
denialsand Comprehensive Error Rate Testing (CERT) errors.

When: March 12, 2008

Time 11:30am.—1:00p.m.

Typeof Event:  Webcast

Provider Outreach & Education Advisory Group (POE AG) Meeting

For membership information, visit the POE AG page in the Provider Outreach & Education section of
www.connecti cutmedicare.com.

When: March 19, 2008
Time 8:30am.—10:00am.
Typeof Event:  Teleconference

Note: Dates and times are subject to change prior to opening of event registration advertisement.

Two Easy Ways To Register!
Online - Simply log on to your account on our provider training Web site at www.fcsomedicaretraining.com and select

the course you wish to register for. Class materialswill be available under "My Courses' no later than one day before the

event. If you need assistance with the provider training Web site, please contact our FCSO Medicare training help desk
by calling 866-756-9160 or sending an email to fcsohel p@geol ear ning.com.

e Tolocate any of these courses on the provider training Web site, click on the following links/buttonsin this order:

e "Course Catalog" from the top navigation bar, then "Catalog" in the middle of the page;

o Typeakeyword in the search box for the course you are interested in (such as “Hot Topics”) and hit the
“Search” button.

e Intheshort list of coursesthat will appear, click the link for the course you’ ve chosen and then click the
“Preview Schedul€” button at the bottom of the class description page;

e Onthelnstructor-Led Training (ILT) Schedule page, locate the line that has the course you are registering for
and click the"Register" link in the Options column.

o First-time user? Please set up an account using the instructions located at
www.connecticutmedicare.com/Education/108651.asp.

Fax - If you would like to participate in any of these events and do not have accessto the Internet, please complete the
registration section below, circle your selection(s) above and fax to (904) 361-0407.

Registrant’s Name:

Registrant’s Title:

Provider's Name:

Telephone Number: Fax Number:

Email Address:

Provider Address:

City, State, ZIP Code;
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FLORIDA EDUCATIONAL RESOURCES

FLorIDA EDucATIONAL RESOURCES

Upcoming Provider Outreach and Education Events
February 2008 — March 2008

Ask the Contractor Teleconference/Webcast — More about Modifiers

When: February 14, 2008
Time 11:30am.—21:00p.m.
Typeof Event:  Webcast

Evaluation & Management — Emergency Department Services Webcast

When: February 19, 2008
Time 11:30am.—-21:00p.m.
Typeof Event:  Webcast

National Provider Identifier (NPI) Webcast

When: February 20, 2008
Time 11:30am.—21:.00p.m.
Typeof Event:  Webcast

Hot Topics: Medicare Updates Teleconference/Webcast

When: March 13, 2008
Time 11:30am.—12:30p.m.
Typeof Event:  Webcast

Two Easy Ways To Register
Online —To register for this seminar, please visit our new training Web site at http: //mww.fcsomedicar etraining.com.

e |fyouareaready aregistered user of FCSO's L earning Management System (LM S), simply log on, select the specific
session you are interested in, and click the “Register” button.

o |fyouareafirst-timeuser of the LMS, you will need to set up an account. To do so, follow these steps:
» From the welcome page, click on “1 need to request an account” just above the log on button.

e Completethe Request User Account form. (Note: Providerswho do not yet have an NPl may use 9999.) You will
receive your log on information within 72 hours of requesting an account.

» Onceyour registration is complete, log on and select “ Course Catalog,” then select “Catalog.” Select the specific
session you are interested in, and then click the “ Register” button.

Fax —If you would like to participate in any of these events, please compl ete the registration section, circle your selection(s)
andfax to (904) 361-0407. Keep listening to information on the FCSO Provider Education Registration Hotline, 1-904-791-8103,
for details and newly scheduled events!

PleaseNote:
o Preregistration isrequired for all teleconferences, webcasts and in-person educational seminars.

e Datesand times are subject to change prior to event advertisement.

Registrant’s Name:
Registrant’s Title:

Provider’s Name:
Telephone Number: Fax Number:
Email Address:

Provider Address:
City, State, ZIP Code:

More educational events (teleconferences, webcasts, etc.) will be planned to help providers with hot issues. Keep
checking our Web site, http://www.floridamedicare.comor listening to information on the FCSO Provider Education
Registration Hotline, 1-904-791-8103, for detailsand newly scheduled events!
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

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
toyour 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 an Attention 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 exampl es of
these issues are deductibles, assignment, and
beneficiary address changes. Do not 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
InformationAct.

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
(MSP) department when submitting an
Explanation of Benefitsfrom aprimary
insurance, Exhaust lettersfrom Auto Liability
claims, and M SP calculation review reguests.

Attention: Pricing/
Provider Maintenance

Address your envelope to this
department to apply for anew provider
number, change a business or billing 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 claims, 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. Requests 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.

Post Office Box for Appeals:

Medicare Part B CT Appeals

First Coast Service Options, Inc.
P.O. Box 45041

Jacksonville, FL 32232-5041

Post Office Box for EDI:

Electronic Media Claims/EDI

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

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

Beneficiary Services

1-800-M EDICARE (toll-free)
1-866-359-3614 (hearing impaired)
First Coast Service Options, Inc.
Provider Services

Medicare Part B

1-888-760-6950

Appeals

1-866-535-6790, option 1
Medicare Secondary Payer
1-866-535-6790, option 2

Provider Enrollment
1-866-535-6790, option 4

Interactive Voice Response
1-866-419-9455

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

National Government Services
Medicare Part A
1-888-855-4356

Durable Medical Equipment
NHIC

DME MAC Medicare Part B
1-866-419-9458

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

Quality of Care
Qualidign (Peer Review Organization)
1-800-553-7590

OTHER HELPFUL
NUMBERS

Social Security Administration
1-800-772-1213

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

Health Insurance Counseling Program
(CHOICES)/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 or 1-860-832-9265 (Hartford
area or from out of state)

MEDICARE WEB SITES

PROVIDER
Connecticut

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

http:/Amwww.cms.hhs.gov

BENEFICIARIES
Centersfor Medicare & Medicaid
Services

http:/Amww.medicare.gov
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

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
R 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 32231-0018

Fair Hearing Requests
Medicare Hearings

PO. 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
Cigna Government Services

PO. Box 20010

Nashville, Tennessee 37202

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 I'ssues; Written Requests for
UPINS, Profiles & Fee Schedules:
Medicare Enrollment

P. O. Box 44021

Jacksonville, FL 32231-4021

Provider Change of Address:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

and
Provider Enrollment 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

P. 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:

Palmetto GBA

Railroad Medicare Part B

P. O. Box 10066

Augusta, GA 30999-0001

Fraud and Abuse

First Coast Service Options, Inc.
Complaint Processing Unit

P. O. Box 45087

Jacksonville, FL 32232-5087

Florida Medicare
Phone Numbers

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

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.

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 Edits/Rejects:
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 I 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

Cigna Government Services
1-866-270-4909

MEDICARE PARTA
Toll-Fr ee:
1-866-270-4909

Medicare Web sites
PROVIDERS

Florida M edicar e Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid
Services
www.cmshhs.gov

BENEFICIARIES

Centersfor Medicare & Medicaid
Services

www.medicare.gov
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ORDER FORM — 2008 PART B MATERIALS

Thefollowing materialsare availablefor purchase. To order these items, please complete and submit thisform

alongwith your check/money order payableto FCSO with the designated account number indicated bel ow.

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are required

for purchases of items from different accounts.

ITEM ACCOUNT COST PER QUANTITY TOTAL
NUMBER ITEM
Medicare B Update! Subscription — The Hardco py
Medicare B U pdate! isavailable free of charge $60.00
online at http //www.fcso.com (click on Medicare
Providers). Nonprovider entities or providerswho 40300260 CD-ROM
need additional copies may purchase an annual $20.00
subscription. This subscription includes all issues )
published from October 2007 through September
2008.
2008 Fee Schedule —The Medicare Part B Hardcopy:
Physician and Nonphysician Practitioner Fee FL
Schedule, effective for servicesrendered January 1, $12.00
2008 through December 31, 2008, is available free
of charge online at http://www.fcso.com (click on Hardcopy:
M edicare Providers). Additiona copiesor a CD- CT
ROM isavailable for purchase. The Fee Schedule $12.00
contains caendar year 2008 payment rates for all
localities. These itemsdo not include the payment 40300270 CD-ROM:
rates for injectable drugs, clinical lab services, FL
mammography screening, or DM EPOS items. Note $6.00
also that revisions to fees may occur; these
revisionswill be published in future editions of the CD-ROM
Medicare B U pdate! Nonprovider entities or CT
providerswho need additional copiesat other $6.00
office locations may purchase additiona copies.
Please write legibly Subtotal $
Tax (add %| $
for your
area)
$
Total

Mail this form with payment to:

First Coast Service Options, Inc.
Medicare Publications
P.O. Box 406443

Atlanta, GA 30384-6443

Contact Name:

Provider/Office Name:

Phone:

Mailing Address:

City: State:

ZIP:

Please make check/money order payable to:
(CHECKS MADE TO “PURCHASE ORDERS’ NOT ACCEPTED)

FCSO Account # (fill in from above)

ALL ORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT

ORDER FORM
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Mebicare 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 *






